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Oiu*  team  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 

alcohol/drug  abuse.  / s q • 

For  additional  bpring 

information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Shadows 
Glen 

A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessiie)]  Houston,  Texas  77080  (713)  462-4000 


MICHAEL  R.  SHARP 
ATTORNEY 

REPRESENTATION  OF  PHYSICIANS 
IN  PROFESSIONAL  MATTERS 


• TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS 
—FORMAL  DISCIPLINARY  HEARINGS 
—SETTLEMENT  CONFERENCES 

—RECIPROCITY  & LICENSURE 

• TEXAS  MEDICAL  FOUNDATION 


• MEDICAL  STAFF 
PEER  REVIEW 

• ANTI-TRUST 
ACTIONS 


1680  One  American  Center  • Austin,  Texas  78701  • (512)  473-2265 

Not  certified  by  the  Texas  Board  of  Legal  Specialization. 
Certification  is  not  currently  available  to  anyone  in  this  legal  area. 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  As.  dose* 

^ First- week  improvement  in  somatic  symptoms* 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


liinbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References;  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N].  2.  Feighner  VP, 
etal:P^chophamacology61:2U-225.  Mar  22, 1979. 


Limbitrol*® 

TLanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants: 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recoveiy 
phase  following  myocardial  infarction. 

Warnings;  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  (e.g..  operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibQity  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) , 

Precautions;  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  dmgs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  seveti  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergc:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary'  tract.  Allergc:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologc:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbimrates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide:  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitripty'line  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abaipt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  ofamitripr>1ine 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Vxblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tdblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Week!. 

And  The  Weeks  That  Follow 


1^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose’ 

^ First- week  reduction  in  somatic  symptoms’ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  sjmiptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 


LinibitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 
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ON  THE  COVER 

Tliis  month's  cover  article,  "Reporting 
peer  review  actions  to  the  Texas  State 

Board  of  .Medical  Examiners,"  emphasizes 
the  importance  of  state  and  federal  laws 
that  require  reporting  of  certain  peer 
review  actions  by  hospitals,  medical 

societies,  and  other  organizations.  The 
author,  Michael  G.  'I’oung,  is  st:iff  counsel 
for  the  Texas  State  Board  of  Medical 
Examiners,  The  article,  which  begins  on 
page  SI,  is  this  month's  .Medicine  and  the 
Law  column.  Cover  design  by  Ed  Triggs. 

COMING 

NEXT  MONTH 

Articles  scheduled  for  the  February  issue 
of  Texas  Medicine  are  on  skin  cancer,  eye 
banking  in  Texas,  unexpected  anemia 

in  newborns,  penicillin  allergt’,  and 
polyradiculoneuropathy  in  transfusion- 
associated  AIDS  and  dorsal  root  pathologt" 
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Editorials 


Who  needed  AIDS  to  stay  alive? 

Do  you  like  riddles?  Well,  here’s  one  for  you: 

This  disease  is  caused  by  a virus  that  is  transmitted  sexually, 
by  contact  with  contaminated  blood,  and  vertically  from 
mother  to  infant  at  the  time  of  delivery.  In  some  developing 
areas  of  the  world,  this  disease  has  become  endemic  among 
the  heterosexual  population  with  as  much  as  1 5%  of  the  popu- 
lation being  seropositive.  The  disease  is  a killer,  especially  in 
its  chronic  phase.  It  is  also  associated  with  fatal  malignancy. 
Since  scientists  developed  a diagnostic  test  for  it,  our  blood 
supply  is  nearly  completely  safe,  but  sexual  transmission 
among  heterosexuals  and  homosexuals  continues. 

Sound  familiar?  Do  you  have  the  answer? 

Here  are  some  more  clues:  The  disease  is  quite  infectious.  A 
health  care  worker  who  sustains  a needle  stick  from  a patient’s 
blood-contaminated  needle  theoretically  has  as  much  as  a 30% 
chance  of  seroconversion  and  has  up  to  a 1 % chance  of  dying 
from  acute  disease.  Although  these  facts  are  known,  the  disease 
has  never  been  labeled  as  a plague  by  health  care  workers  or 
laymen.  Despite  these  facts,  health  care  workers  are  routinely 
guilty  of  a complacent  attitude  toward  exposure  to  blood  and 
good  hand  washing  practices.  Because  of  recombinant  DNA 
technology,  the  recently  available  “second  generation”  vaccine 
is  free  of  theoretical  transmission  of  other  viral  particles;  yet, 
many  health  care  workers  fail  to  be  immunized. 

Now  there  can  be  no  doubt.  I’he  virus  is  not  HIV.  In  fact, 
recognition  of  this  disease  antedated  AIDS  by  years.  So  why  has 
the  health  care  profession  not  religiously  practiced  universal 
blood  and  body  fluid  precautions  before  now?  Perhaps  the  an- 
swer is  that  the  disease  of  our  riddle  was  not  perceived  to  be 
nearly  as  deadly  as  AIDS.  When  one  considers  how  infectious 
our  riddle’s  virus  is,  coupled  with  its  predictable  but  lower  in- 
cidence of  death  than  AIDS,  then  the  likelihood  is  that  ex- 
posure to  this  virus  might  result  in  a relatively  higher  death 
rate  than  AIDS.  Perhaps  the  answer  is  that  passive  protection 
with  hyperimmune  gamma  globulin  became  available.  It  could 
be  given  after  exposure  and  usually  prevent  death,  if  the  health 
care  worker  bothered  to  report  his  or  her  needle  stick  ex- 
posure at  all,  or  in  time  for  protection  to  be  given. 

Of  course,  the  disease  is  hepatitis  B,  which  can  cause  death 
by  acute  or  chronic  active  hepatitis  and  by  hepatoma.  The  rea- 
sons why  the  present  generation  of  health  care  workers  might 
have  considered  themselves  “bullet  proof’  are  complicated, 
but  surely  our  complacency  is  in  part  related  to  almost  magi- 
cally effective  antimicrobial  agents,  vaccines,  and  immuno- 
globulin preparations. 

AIDS,  however,  has  reawakened  the  realization  that  our  pro- 
fession is  risky,  always  has  been  risky,  and  probably  always  will 
be.  We  must  not  be  naive  and  demand  100%  protection  before 
accepting  the  risks  of  our  health  care  role.  Do  not  misunder- 
stand. We  should  protect  ourselves  against  the  current  plague 
and  the  ones  which  may  be  recognized  in  our  professional  life- 
times. Perhaps  the  next  plague  will  be  prevented  by  hand 
washing.  Who  knows? 

Now,  who  would  like  to  review  the  CDC’s  recommendations 


on  universal  blood  and  body  fluid  precautions?  They  are  not 
published  here — intentionally.  Your  hospital  has  them,  or 
should,  and  you  should  invest  enough  in  protecting  yourself  to 
investigate.  So,  who  needed  AIDS  to  stay  alive  by  practicing 
good  infection  control?  We  and  our  patients  did  not.  We  had 
hepatitis  B,  and  many  other  diseases,  long  before  AIDS. 

CHARLES  D.  ERICSSON,  MD 

1722  JFB,  6431  Fannin  St,  Houston,  TX  770.30. 


“Look  To  Us  First  For  A Career” 

The  Texas  Department  of  Corrections  is  seeking  fuli  time  physicians  to 
work  in  our  progressive  Correctional  Health  Care  Program.  TDC 
operates  twenty-nine  (29)  adult  correctional  units  accredited  by  the 
National  Commission  on  Correctional  Health  Care. 

Unit  Physicians $60,000  to  $79,500 

Physiatrist $90,000 

(part  time  contract  work  available) 

Psychiatrist $97,304  to  $107,304 

Candidates  must  hold  acurrent  license  to  practice  medicine  in  the  State 
of  Texas.  Base  salary  depends  on  credentials,  experience,  and  spe- 
cialty. Excellent  benefit  package  that  includes  housing  allowance  and 
incentive  bonus.  If  you  are  interested  in  joining  a challenging,  expand- 
ing and  rewarding  medical  staff,  please  send  curriculum  vitae  to: 

Texas  Department  of  Corrections 
P.O.  Box  99,  Medical  Personnei 
Huntsvilie,  Texas  77342 
409/294-2755 

Equai  Opportunity  Employer  M/F 
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R(VRAFON  FORTE  DSC 

DOUBLE  STRENGTH  CHLORZOXAZONE 


Works  alone ...  Or  with  an  analgesic 


■ Now  with  500  mg  chlorzoxazone 
per  caplet — double  the  muscle 
relaxant  of  a PARAFON  FORTE® 
(chlorzoxazone  and  acetaminophen) 
tablet,  and  no  analgesic. 

■ Just  one  easy-to-swallow  caplet 
q.i.d.  may  encourage  compliance. 

■ Prompt,  effective  relief  with 
minimal  drowsiness.*  Clinical 
studies  have  shown  that  patients 
respond  by  the  end  of  24  hours 
following  initiation  of  therapy. 


Formulated  without  an  analgesic. 


for  maximum  treatment  flexibility. 


■ Can  be  used  with  the  analgesic  of 
your  choice,  according  to  the 
patient’s  need  for  pain  relief. 


■ Scored  caplet  permits  greater 
dosing  flexibility  for  patients 
requiring  lower  daily  doses. 


’Clinical  studies  have  shown  that  most  patients  remain  alert  when 
chlorzoxazone-containing  products  are  administered  at  recommended 
doses,  although  drowsiness  sometimes  occurs. 

Please  see  following  page  for  brief  summary 
of  Prescribing  Information. 


The  following  is  a brief  summary  only.  Before 
prescribing,  see  complete  prescribing  information  in 
PARAFON  FORTE  DSC  labeling. 
CONTRAINDICATIONS:  PARAFON  FORTE  DSC 
chlorzoxazone  is  contraindicated  in  patients  with  known 
intolerance  to  the  drug. 

WARNINGS:  The  concomitant  use  of  alcohol  or  other 
central  nervous  system  depressants  may  have  an 
additive  effect.  Usage  in  Pregnancy.  The  safe  use  of 
PARAFON  FORTE  DSC  chlorzoxazone  has  not  been 
established  with  respect  to  the  possible  adverse  effects 
upon  fetal  development.  Therefore,  it  should  be  used  in 
women  of  childbearing  potential  only  when,  in  the 
judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  risks. 

PRECAUTIONS:  PARAFON  FORTE  DSC  chlorzoxazone 
should  be  used  with  caution  in  patients  with  known 
allergies  or  with  a history  of  allergic  reactions  to  drugs.  If  a 
sensitivity  reaction  occurs  such  as  urticaria,  redness,  or 
itching  of  the  skin,  the  drug  should  be  stopped.  If  any 
symptoms  suggestive  of  liver  dysfunction  are  observed, 
the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  After  more  than  twenty-six 
years  of  extensive  clinical  use  of  chlorzoxazone-contain- 
ing products  in  an  estimated  thirty-two  million  patients,  it 
is  apparent  that  the  drug  is  well  tolerated  and  seldom  pro- 
duces undesirable  side  effects.  Occasional  patients  may 
develop  gastrointestinal  disturbances.  It  is  possible  in  rare 
instances  that  chlorzoxazone  may  have  been  associated 
with  gastrointestinal  bleeding.  Drowsiness,  dizziness, 
lightheadedness,  malaise,  or  overstimulation  may  be 
noted  by  an  occasional  patient.  Rarely  allergic-type  skin 
rashes,  petechiae,  or  ecchymoses  may  develop  during 
treatment.  Angioneurotic  edema  or  anaphylactic  reac- 
tions are  extremely  rare.  There  is  no  evidence  that  the 
drug  will  cause  renal  damage.  Rarely,  a patient  may  note 
discoloration  of  the  urine  resulting  from  a phenolic  metab- 
olite of  chlorzoxazone.  This  finding  is  of  no  known  clinical 
significance.  Approximately  thirty-six  patients  have  been 
reported  in  whom  the  administration  of  chlorzoxazone- 
containing  products  was  suspected  as  being  the  cause 
of  liver  damage  In  one  case,  fhe  jaundice  was  subse- 
quently considered  to  be  due  to  a carcinoma  of  the  head 
of  the  pancreas  rather  than  to  the  drug.  In  a second  case, 
there  was  no  jaundice  but  an  elevated  alkaline  phospha- 
tase and  BSP  retention  In  this  patient  there  was  a malig- 
nancy with  bony  and  liver  metastases.  The  role  of  the 
drug  was  difficult  to  determine.  A third  and  fourth  case 
had  cholelithiasis.  Diagnosis  in  a fifth  case  was  submas- 
sive  hepatic  necrosis  possibly  due  to  abusive  use  of  the 
drug  for  approximately  one  year.  The  remaining  cases 
had  a clinical  picture  compatible  with  either  a viral  hepati- 
tis or  a drug-induced  hepatitis.  In  all  these  latter  cases, 
the  drug  was  stopped,  and  with  one  exception,  the 
patients  recovered.  It  is  not  possible  to  state  that  the  hep- 
atitis in  these  patients  was  or  was  not  drug-induced. 

Full  directions  for  use  should  be  read  before  adminis- 
tering or  prescribing. 

For  information  on  symptoms  and  treatment  of  over- 
dosage, see  full  prescribing  information. 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  it  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon’  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Just  say  “No”  to  intrusions 

I read  in  TMA  Action  that  TMA  continues  its  attempt  to  “over- 
turn Medicare  fee  controls  for  nonparticipating  physicians” 
and  has  released  information  to  help  physicians  calculate  their 
Maximum  Allowable  Actual  Charges  (MAACs).  I would  rather 
see  TMA  direct  its  efforts  toward  reversing  the  fee  controls 
than  expending  the  energy'  necessary  to  train  everyone  to  deal 
with  the  new  law. 

We  physicians  are  disciplined,  compliant  souls  guided  by 
idealistic  goals.  Those  working  as  a counterforce  have  come 
to  recognize  our  v'ulnerability  and  take  full  advantage  of  it. 
Whether  the  affront  is  office  laboratory  inspections,  telephone 
inquiries  for  precertification  or  recertification,  or  any  of  the 
other  unhealthy  intrusions  into  our  well-being,  there  is  an  an- 
swer— very  nonconfrontational  and  made  popular  by  one  of 
the  most  refined  ladies  of  the  land:  Just  say  “No.” 

KLEMENS  E.  GUSTAFSON,  MD 
7407  Broadway,  San  Antonio,  TX  78209. 

EDITOR’S  NOTE 

Louis  J.  Goodman,  PhD,  director  of  TMA’s  Division  of  Socioeconom- 
ics, was  asked  to  comment  on  Dr  Gustafson’s  letter.  His  response 
follows. 


The  Medicare  program:  what 
will  happen  next 

The  passage  of  the  Omnibus  Budget  Reconciliation  Act  ( OBRA ) 
1987  and  the  implementation  of  an  obscure  provision  in  OBRA 
have  been  very  eventful  for  the  Texas  Medicare  program. 

OBRA  1987  contains  over  118  Medicare  provisions  impact- 
ing almost  every  aspect  of  medical  practice.  A summary  and 
explanation  of  the  Medicare  reimbursement  aspects  of  this  law 
was  included  as  a special  insert  to  the  February  issue  of  TMA 
Action.  Special  TMA  practice  management  workshop  series 
were  launched  to  explain  the  Medicare  changes,  MAACs,  Un- 
necessary Services  letters,  and  participation  in  the  program. 

On  Feb  3,  1988,  HCFA  directed  the  Medicare  carrier  to  im- 
plement Section  1842(  1 ) of  the  Social  Security  Act  relating  to 
medically  unnecessary  services.  From  Feb  3—15,  over  17,000 
claims  denial  letters  were  mailed  to  physicians  and  their  pa- 
tients based  on  undefined  medical  necessity  criteria.  The  let- 
ters stated  that  physicians  must  refund  payments  to  patients 
for  services  that  the  carrier  claimed  were  medically  unneces- 
sary. It  took  HCFA  about  a month — with  a little  help  from  AMA 
and  TMA — to  recognize  that  this  program  was  completely  un- 
workable and  ill  conceived.  The  program  is  now  administered 
by  the  carrier’s  medical  review  division,  and  is  not  just  a “com- 
puter program.”  Letters  are  no  longer  being  mailed  directly  to 
patients  without  an  opportunity  for  physician  review  and 


documentation  of  the  claim  denial.  TMA  continues  to  work  to- 
ward modification  of  this  program  regarding  first,  its  elimina- 
tion and  second,  that  an  explanation  of  the  basis  for  the  denial 
be  developed  other  than  just  stating  “medically  unnecessary.” 
Two  important  sources  of  information  on  the  criteria  used 
by  the  carrier  are  the  Medicare  Part  B Handbook  and  Physi- 
cian Medicare  Newsletter  #260. 

The  Health  Care  Financing  Administration  ( HCFA ) initiated 
the  Payment  Adjustment  Project  ( Recoupment  II)  in  April 
1988  to  recoup  payments  from  physicians  and  Medicare  bene- 
ficiaries resulting  from  incorrect  carrier  updates  to  prevailing 
charge  profiles  for  eight  procedures.  TMA  received  many 
letters  regarding  the  unfairness  of  this  process,  and  worked 
with  physicians  in  documenting  each  step  of  the  appeals  pro- 
cess— comparing  and  contrasting  the  appeal,  as  outlined  in  the 
regulations,  to  the  process  afforded  by  the  Texas  Medicare 
carrier  and  HCFA.  On  the  basis  of  this  evaluation,  TMA  will 
develop  recommendations  aimed  at  refining  and  improving  the 
process.  On  June  23,  1988,  letters  were  mailed  to  physicians 
who  have  appealed  the  findings  of  the  payment  adjustment 
project.  Members  of  the  Texas  Congressional  Delegation  have 
requested  that  TMA  develop  recommendations  to  improve 
the  appeals  process  in  response  to  our  efforts  on  the  first  re- 
coupment activity  in  Texas  and  a report  will  be  presented  in 
January'  1989. 

ITie  topic  of  physician  payment  reform  has  captured  na- 
tional attention.  The  attitude  in  HCFA  is  apparently,  “Let's  re- 
solve medical  price  inflation  as  well  as  we’ve  resolved  hospital 
costs  through  the  DRG  payment  system.  ” 

Why  medical  payment  reform  now?  The  recent  report  of  the 
Physician  Payment  Review  Commission  ( PPRC ),  appointed  by 
Congress  to  study  this  topic,  has  recently  recommended  that 
Medicare  payment  to  physicians  be  based  on  a resource-based 
relative  value  scale  and  that  certain  “volume  ” controls  be  ap- 
plied to  medical  practice  in  the  form  of  utilization  review,  ex- 
penditure targets,  and  other  ways  of  controlling  utilization  of 
services.  Over  the  next  several  months  and  years,  short-  and 
long-term  proposals  will  be  presented  to  and  evaluated  by  the 
medical  profession.  It  now  appears  unlikely  the  major  changes 
will  be  enacted  before  1990.  However,  we  remain  diligent  in 
our  monitoring  of  events  affecting  medical  practice  working 
through  regulatory',  legislative,  and  legal  means  to  maintain  ac- 
cess to  quality'  medical  services. 

LOUIS  GOODMAN,  PhD 

Texas  Medical  Association.  [)ivision  of  Medical  Economics.  1801  N Lamar  Blvd. 
Austin,  TX  78^01. 


Read  your  mail,  revisited 

1 noted  with  more  than  passing  interest  that  TMA  President 
Val  F.  Borum,  MD,  found  it  necessary'  to  ask  that  physicians  spe 
cifically  look  for  TMA  mail,  of  any  type  (first  or  third  class),  so 
as  not  to  miss  important  announcements  from  the  association 
(editorial  in  August  1988  issue). 
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This  caveat  for  a physician  to  be  aware  of  his  mail  should  go 
even  further.  For  anyone,  particularly  a physician,  to  rely  upon 
office  personnel  to  screen  mail  (with  the  possible  exception  of 
letters  obviously  containing  payments,  etc)  leaves  oneself 
open  to  significant  problems. 

While  most  “junk”  mail  comes  in  9 X 12  envelopes,  these 
“flats”  also  often  contain,  for  example,  notices  of  changes  in  in- 
surance policies,  sometimes  the  policies  themselves,  and  other 
equally  important  pieces  of  information.  It  takes  only  a minute 
or  so  for  the  physician  to  sort  through  the  mail  personally 
once  it  arrives  in  the  office.  While  it  may  be  possible  to  dele- 
gate the  sorting  of  office  mail,  it  is  not  possible  to  delegate  the 
effects  of  the  consequences  of  a missed  message  or  piece  of 
information  which  would  have  been  noted  by  the  initial 
handling. 

ERIC  A.  ORZECK,  MD 

8181  N Stadium  Dr,  Ste  200,  Houston,  TX  770S4. 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 


F.  E.  SEALE,  M.D.,  MEDICAL  DIRECTOR 

STARLITE  VILLAGE  HOSPITAL 

Film  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 


Dx:  recurrent 


For- 


HeRpecin-L^ 

y 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L*^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“{In  clinical  trials) . , . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  B12-MD,  FDR  STATION,  NEW  YORK,  N.Y, 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Eckerd, 
Revco  and  Walgreens  and  other  select  pharmacies. 


lOut  Of  Evei 
Is  Bought  To  Replace  Another  Syst< 


Here’s  Why. 


Too  many  practices  find  out  about  weak  support 
too  late.The  smallest  glitch  takes  hours  of  searching 
for  help  that  never  comes.The  distributor  went  out  of 
business.The  software  people  say  it’s  the  hardware. 
And  the  hardware  people  don’t  answer  the  phone. 

With  Medic,  that  can’t  ever  happen.  Since  we  are 
the  system  developers,  we  can  provide  all  the  hard- 
ware and  software  expertise  you’ll  need. 

We  start  by  assessing  your  practice’s  current 
needs  and  even  the  space  you’ve  got  for  computer 
stations.Then  we  follow  through,with  everything  from 
helping  you  custom  design  your  bills  to  seminars  on 
getting  the  maximum  benefit  from  your  system. 

That’s  the  security  Medic  provides  to  more  than 
6,000  doctors  in  2,000  practices  from  coast  tocoast. 
And  it’s  backed  by  a $2.5  billion  organization.  Plus 
Texas  Instruments  hardware,  with  its  excellent  track 
record  for  reliability  and  expandability. 


For  a system  you  can  start  with  and  stay 
with,cali  Medic.Specialists  in  computer 
systems  for  America’s  medical  community. 

[~  Please  tell  me  how  Medic  Computer  Systems  can  help  my  practice 

I Name j 

Address 

I City State Zip I 

I Phone  ( ) Number  of  physicians  in  practice ■ 

I Specialty - I 

I Medic  Computer  Systems  | 

j 8601  Six  Forks  Rd.,  Suite  300,  Raleigh  NC  27615  1/8STX 


cWPuir#  .i«ofj«.TS 

RUTHOftl26D 

SRL6S 


medic 

computer  systems 


8601  Six  Fords  Rd.,  Suite  300,  Raleigh.  NC 27615, 919-847-8102.  In  NC  Call:  1-800-877-5678.  Outside  NC  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 
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TMA  IN  ACTION 


Delegates  tackle  comprehensive 
agenda  during  interim  session 

The  Texas  Medical  Association  House  of 
Delegates  moved  through  a comprehen- 
sive agenda  during  its  interim  session. 
Issues  spanned  the  complex  array  of  top- 
ics facing  medicine  today,  including 
many  public  health,  legislative,  and  socio 
economic  matters.  In  addition,  delegates 
addressed  issues  facing  the  future  of  the 
association. 

Effective  Jan  1,  1989,  Texas  Medical 
Association  will  receive  a royalty  of  1 % 
of  net  premiums  collected  by  the  Texas 
Medical  Association  Insurance  Trust.  Fu- 
ture royalty  amounts  will  be  capped  at 
4%  and  will  help  finance  association  pro- 
grams that  focus  on  physician-member 
representation. 

Noting  physicians’  reports  of  an  in- 
creasing number  of  telephone  requests 
from  review  organizations,  the  delegates 
adopted  guidelines  for  handling  such  re- 
quests. Among  other  things,  the  guide- 
lines advise  requesting  the  caller  to 
identify  himself,  the  insurance  company 


Ted  Forsythe.  MD,  Lubbock,  addresses  the  Reference 
Committee  on  Medical  Education  during  the  Nov 
18— 19  meeting  of  the  TMA  House  of  Delegates. 


or  arrangement  for  whom  he  is  calling, 
and  the  patient  by  full  name,  group,  and/ 
or  certificate  number,  and  documenting 
the  call  in  the  patient’s  record.  (The 
guidelines  are  printed  in  their  entirety  in 
the  Medical  Economics  section  of  this 
issue  of  Texas  Medicine. ) 

The  delegates  also  approved  a plan  to 
mobilize  public  support  for  legislation 
that  will  benefit  health  care  and  set  asso- 
ciation policy  on  several  legislative 
issues. 

In  other  actions,  the  House  of 
Delegates: 

Approved  a recommendation  to  desig- 
nate two  American  Medical  Association 
alternate  delegate  positions,  one  for  a 
resident  physician  and  one  for  a medical 
student; 

Received  the  1988  Profile  of  Texas 
Physician  Manpower  and  adopted  1 1 re- 
lated policy  proposals,  including  state- 
ments that  there  is  no  need  for  new 
medical  schools,  medical  schools  should 
be  allowed  to  decrease  class  sizes  to 
maintain  quality  enrollment,  and  gradu- 
ate medical  education  programs  in  family 
practice  and  other  primary  care  spe- 
cialties should  be  funding  priorities  for 
the  state; 

Received  reports  that  individuals  suf- 
fering from  Alzheimer’s  disease  are  dis- 
criminated against  in  government  health 
care  coverage  and  adopted  the  position 
that  persons  suffering  from  dementias, 
whatever  their  etiology,  deserve  medical 
treatment  and  management,  and  should 
be  covered  by  Medicare  and  Medicaid. 

Agreed  that  Texas  Medical  Association 
should  provide  individualized  assistance 
to  physicians  in  dealing  with  Medicare’s 
regulatory  mandates; 

Approved  a recommendation  to  re- 
quire physician  participation  in  Texas 
Department  of  Health  reviews  of  com- 
plaints in  Medicare-certified  hospitals; 

Agreed  to  urge  the  Texas  Department 
of  Human  Services  to  provide  sufficient 
reimbursement  to  assure  provider  par- 
ticipation in  the  Texas  Medicaid 
program; 

Approved  a recommendation  that  TMA 
investigate  problems  related  to  the  avail- 
ability and  cost  of  liability  insurance  for 
physicians  offering  care  to  indigent 
patients; 

Approved  and  referred  to  the  Board  of 
Trustees  and  Council  on  Constitution 


and  Bylaws  a recommendation  that  in 
light  of  a declining  number  of  applicants, 
TMA  should  reestablish  its  Committee  on 
Health  Careers  to  educate  students  on 
the  benefits  of  careers  in  medicine, 
nursing,  and  other  allied  health  fields  and 
encourage  them  to  pursue  appropriate 
educational  paths; 

Approved  bylaws  amendments  to  im- 
plement the  dues  increase,  approved  by 
the  house  in  May  1988  (the  increase 
takes  effect  Jan  1,  1989);  and 

Approved  bylaws  amendments  pertain- 
ing to  qualifications  for  membership,  ad- 
mission to  membership,  deletion  of 
provisional  membership,  ethics  orien- 
tation for  applicants,  and  transfer  of 
membership. 

The  interim  session  took  place  Nov 
18  - 19,  in  Austin.  The  House  of  Dele- 
gates’ next  meeting  is  scheduled  during 
the  association’s  annual  session.  May 
11-14,  1989,  in  Fort  Worth. 


Dr  Sammons  to  receive 
Distinguished  Service  Award 

Texas  Medical  Association’s  House  of 
Delegates  has  selected  James  H.  Sam- 
mons, MD,  to  receive  the  association’s 
highest  honor,  the  Distinguished  Service 
Award.  A former  Baytown,  Tex,  family 
physician  and  past  president  of  TMA,  Dr 
Sammons  is  the  executive  vice-president 
of  the  American  Medical  Association. 
Harris  County  Medical  Society,  in  which 
Dr  Sammons  held  almost  every  elected 
office,  nominated  him  for  the  award, 
which  will  be  presented  during  TMA’s 
annual  session.  May  11  — 14,  1989,  in  Fort 
Worth. 

Before  accepting  full-time  employment 
with  the  AMA  in  1974,  Dr  Sammons  had 
served  in  many  elective  posts  in  orga- 
nized medicine.  He  was  chairman  of 
TMA’s  Board  of  Councilors,  a member  of 
the  Executive  Board,  and  a founding 
member  of  TEXPAC.  At  the  national 
level,  he  served  as  chairman  of  both  the 
AMA  Board  of  Trustees  and  the  American 
Medical  Political  Action  Committee. 

A Clayton,  Ala,  native.  Dr  Sammons  re- 
ceived his  BS  degree  fi-om  Washington 
and  Lee  University,  Lexington,  Va,  and 
graduated  from  St  Louis  University 
School  of  Medicine  in  1951.  He  served 
an  internship  at  Mobile  City-County  Hos- 
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pital  in  Mobile,  Ala,  and  entered  family 
practice  in  Baytown.  He  was  managing 
partner  of  a ten-member  multispecialty 
group  practice  before  moving  to  Chicago 
as  the  AMA’s  chief  executive  officer. 

Dr  Sammons  is  a member  of  The  Na- 
tional Leadership  Commission  on  Health 
Care,  General  Motors  Medical  Commit- 
tee for  Automotive  Safety,  the  Advisory 
Committee  of  the  Commonwealth  Fund 
Grant  to  Analyze  Teaching  Hospitals 
Data,  and  the  Dunlop  Group  of  Six  ( Dis- 
cussion Group  on  Major  Health  Issues). 
He  also  is  on  the  boards  of  directors  of 
Friends  of  the  National  Library  of  Medi- 
cine and  TARGET  (a  non-profit  education 
organization  to  help  students  cope  with 
alcohol  and  drugs).  He  serves  on  the 
Advisory  Council  of  Northwestern  Uni- 
versity Graduate  School  of  Business, 
Chicago,  the  Robert  Wood  Johnson  Ad- 
visory Committee  for  the  Community 
Programs  for  Affordable  Health  Care,  and 
is  North  American  Region  Secretary  for 
the  World  Medical  Association.  He  pre- 
viously served  on  the  Department  of 
Health  and  Human  Services  Private/Pub- 
lic Sector  Advisory  Committee  on  Cata- 
strophic Illness,  the  board  of  directors 
of  the  Ethics  Resource  Center,  and  the 
board  of  directors  of  the  US  Chamber  of 
Commerce. 


James  H.  Sammons,  MD,  will  receive  the  TMA 
Distinguished  Service  Award  during  the  1989 
annual  session  in  Fort  Worth. 


Delegates  elevate  physicians 
to  emeritus  membership 

Texas  Medical  Association  has  honored 
two  of  its  members  for  exceptional  and 
distinguished  service  to  scientific  and  or- 
ganized medicine.  During  its  interim  ses- 
sion Nov  18—19  in  Austin,  the  TMA 
House  of  Delegates  elevated  internist 
Van  Doren  Goodall,  MD,  Clifton,  and 
ophthalmologist  Percy  E.  Lowe,  MD,  Bur- 
ton, to  emeritus  membership.  With  the 
induction  of  Drs  Clifton  and  Lowe,  the 
association’s  emeritus  membership  num- 
bers 15. 

Dr  Goodall,  a graduate  of  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston, joined  TMA  in  1938.  He  has 
served  as  a delegate  to  the  association  for 
more  than  40  years.  He  also  was  presi- 
dent, vice-president,  and  secretary 
of  Bosque-Hamilton  County  Medical 
Society. 

Dr  Goodall  is  a charter  member  and 
former  president  of  the  Texas  Academy 
of  Family  Physicians  and  former  presi- 
dent of  the  Private  Hospitals  and  Clinic 
Association.  At  Governor  Price  Daniel’s 
request.  Dr  Goodall  helped  organize  the 
Texas  Hospital  Licensing  Board  in  1959 
and  served  on  the  board  until  1984. 

Dr  Lowe,  a past  president  of  Harris 
County  Medical  Society,  has  served  as  a 
TMA  delegate  for  seven  years.  In  1986 
the  Board  of  Councilors  and  the  House  of 
Delegates  officially  commended  Dr  Lowe 
for  his  service  as  a member  and  chairman 
of  the  TMA  Committee  on  Physician 
Health  and  Rehabilitation. 

Dr  Lowe  is  a past  chairman  of  the 
Houston  Chapter  of  the  Texas  Society  for 
the  Prevention  of  Blindness.  He  also  has 
served  as  president,  trustee,  and  secre- 
tary’ of  the  Texas  Society  of  Ophthalmol- 
ogy and  Otolary  ngology.  He  is  a past 
president  the  Houston  Ophthalmological 
Society  and  served  on  the  boards  of  trust- 
ees of  the  Houston  Academy  of  Medicine 
and  the  Gulf  Coast  Regional  Blood  Center. 

TMA’s  Board  of  Councilors  nominates 
emeritus  members  with  the  approval  of 
the  county  medical  society  in  which  the 
member  resides.  A member  emeritus  has 
all  the  prerogatives  of  membership  and  is 
not  required  to  pay  dues. 


TMA  purchases  land 

for  new  headquarters  building 

Texas  Medical  Association  has  purchased 
a half  block  of  land  on  West  1 5th  Street 
bounded  by  Guadalupe  and  San  Antonio 
streets  in  Austin’s  central  business  dis- 
trict and  is  developing  plans  to  construct 
a new  association  headquarters  building 
on  the  site. 

The  association  presently  has  offices  in 
separate  buildings  in  Austin  on  the  south- 
east and  northeast  corners  of  North 
Lamar  and  Martin  Luther  King,  Jr,  boule- 
vards. The  association  built  its  main 
building  at  1801  N Lamar  Blvd  in  1953 

“We  are  most  pleased  to  be  able  to 
consolidate  our  activities  in  a single  effi- 
cient building  and  to  remain  in  the  cen- 
tral business  district  of  Austin,”  said 
Board  of  Trustees  Chairman  Wm.  Gordon 
McGee,  MD,  El  Paso.  “The  new  facility 
will  expand  our  capacity'  to  provide 
leadership  in  public  health  and  educa- 
tional activities,  ” Dr  McGee  said. 

Selection  of  the  West  1 5th  Street  site 
culminates  a two-year  search  for  an  ap- 
propriate state  headquarters  location. 

The  site  meets  the  association’s  principal 
criteria  of  adequate  office  space  for  the 
present  and  long  term  and  central  access 
for  phy'sicians  and  staff. 

Plans  call  for  construction  of  a mid- 
rise, 120,000  square-foot  office  building, 
plus  parking  facilities.  Construction  is 
scheduled  to  begin  the  summer  of  1989 
with  occupancy  in  the  fall  of  1990.  Ini- 
tially, the  association’s  staff  of  160  will 
occupy  approximately  80,000  square 
feet,  and  the  balance  will  be  leased. 

The  Trammell  Crow  Company  has 
been  retained  as  project  manager. 

Three  new  members  join 
journal’s  editorial  committee 

Three  physicians  have  joined  the  Texas 
Medicine  Editorial  Committee  as  new 
members.  The  Board  of  Trustees,  the 
journal’s  board  of  publication,  has 
appointed  G.  Richard  Holt,  MD,  San 
Antonio;  Parviz  Malek-Ahmadi,  MD,  Lub- 
bock; and  Surendra  Varma,  MD,  Lubbock. 
Editorial  committee  members  who  have 
been  reappointed  for  three-year  terms 
are  Marvin  Eorland,  MD,  San  Antonio; 
Chairman  John  Mangos,  MD,  San  Antonio; 
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from  pain 


Just  one  part  of 
pain  relief  therapy. 

I 

Vicodin  provides  exceptionai 

patient  acceptance - 

700  miiiion  doses  in  ten  years 


Millions  140 


projected 


♦ In  ten  years  of  clinical  experience,  nausea, 
sedation  or  constipation  have  rarely  been 
reported.^ 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine. 
In  one  study,10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg  of  codeine.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting painreliefthanGOmq 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  CHI 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 

24  hours).  1 . Data  on  file,  Knoll  pharmaceuticals 

2 Hopkinson  JH  111.  CurrTher Res  24:503-5^6.  1978' 

3.  Beaver  WJ.  Arch  Intern  Med,  141 :293-300,  1981. 


hydrocodone  bitartrate  5 mg  (Warning;  May  be  habit 
forming)  and  acetaminophen  SOO  mg 


The  original  hydrocodone  analgesic 


Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


(hydrocodone  bitoriiote  5mg  fWorning  May  be  habii  forming] 
and  acelominophen  SCO  mg] 


INDICATIONSANDUSAGE:  For  the  relief  of  moderatetomoderately  severe  pain, 
CONTKAINDiCATIONS:  Hypersensitivity  to  acetaminophen  or  hyarocodone. 
WARNINGS: 

Allergic-Type  Reaction:  VICOOIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allergic-type  reactions  including  anaphylactic  symptoms  and  life- 
threatening  or  less  severe  asthmatic  episodes  in  certain  susceptible  people. 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  center.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  penodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride,  (see  ADVERSE  REACTIONS:  Respiratory  Depression). 
Head  Injury  and  Increas^  Intracranial  Pressure:  The  respiratory  depressant 
effects  of  narcotia  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore, 
narcotic  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  Abdominal  Conditions;  The  administration  of  narcotic  may  obscure 
the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatic  hypertrophy  or  urethral  stricture.  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  should  be  kept  in  mind. 
Information  for  Patients:  VICODIN,  like  all  narcotic,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  or  potentially  hazard- 
ous tasks  such  as  driving  a car  or  operating  machinery;  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all  narcotia, 
aution  should  Be  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesic,  antipsychotic, 
antianxiety  agents,  or  other  CN5  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  additive  CNS  depression.  When  combined 
therapy  is  contemplatea,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone. 
The  concurrent  use  of  anticholinergic  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C,  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  risk  to  the  fetus, 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawalsigns 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose.  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal,  Chlorpromazine  0,7  to  1.0  mg/kg  q6h,  and  paregoric  2 
to  4 drops/kg  a4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
The  duration  ottherapy  is4  to  28  days,  with  the  dosage  decreased  as  tolerated. 
Labor  and  Delivery:  As  with  all  narcotia,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  the  newborn,  especially  if  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  In  nursing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  changes. 

Gastrointestinal  System;  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  Increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia.  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION;  Dosage  should  be  adjusted  according  to  the 
seventy  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
effects  IS  dose  related. 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets. 
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Martin  Raber,  MD,  Houston;  and  David 
Swanson,  MD,  Houston. 

Other  committee  members  are:  Alice 
L.  Smith,  MD,  Dallas;  Peter  C.  Canizaro, 
MD,  Lubbock;  Frank  H.  Gardner,  MD,  Gal- 
veston; William  J.  deGroot,  MD,  Gal- 
veston; Glen  E.  Journeay,  MD,  Austin; 
Kenneth  L.  Mattox,  MD,  Houston;  Irving 
A.  Ratner,  MD,  San  Antonio;  Luther  B. 
Travis,  MD,  Galveston;  Giro  V.  Sumaya, 
MD,  San  Antonio;  and  Paul  R.  Young,  MD, 
Galveston. 


Leadership  conference  features 
outstanding  speakers,  RBRVS 

Outstanding  speakers  and  a special  ses- 
sion on  the  Harvard  University  Resource- 
Based  Relative  Value  Scale  study  high- 
light the  Texas  Medical  Association’s 
1989  Winter  Leadership  Conference.  'Hie 
one-day  conference,  open  to  all  TMA 
members,  is  Saturday,  March  4,  at  the 
Stouffer  Austin  Hotel. 

Robert  E.  McAfee,  MD,  a member  of 
the  American  Medical  Association  Board 
of  Trustees,  is  the  keynote  speaker.  Join- 
ing Dr  McAfee  in  the  list  of  prominent 
guest  speakers  are  George  D.  Lundberg, 
MD,  editor  of  the  Journal  of  the  Ameri- 
can Medical  Association  (JAMA),  and  Ed 
Kelsay,  noted  humorist  and  legal  counsel 
for  the  Oklahoma  State  Medical  Associa- 
tion, who  will  speak  at  the  conference 
luncheon. 

Other  conference  sessions  offer  a 
status  report  on  the  7 1 st  Texas  Legis- 
lature; discuss  Texas  Medical  Associa- 
tion’s programs  to  enhance  physicians’ 
reputation  and  visibility;  and  address  the 
association’s  public  health  initiatives, 
such  as  the  borderland  health  care 
project. 

Erom  2 to  5 pm,  James  S.  Todd,  MD,  se- 
nior deputy  executive  vice-president  of 
the  American  Medical  Association,  will 
be  the  principal  speaker  in  a special 
panel  session  on  the  Harvard  RBRVS. 
Representatives  of  the  Health  Care  Finan- 
cing Administration  ( HCFA ),  Harvard 
University,  and  the  Physician  Payment 
Review  Commission  (PPRC)  will  join  Dr 
Todd  for  a frank  discussion  and  question/ 
answer  session  on  the  study  and  how  it 
may  affect  physicians. 

The  conference  officially  begins  at  9:30 
am,  but  many  conference-goers  will  want 


to  attend  the  optional  “Dawn  Duster” 
session,  “More  on  How  to  Stay  Out  of  the 
Courthouse:  A Defense  and  Plaintiff  Per- 
spective,” from  7:45  to  9:15  am.  Fhe 
program  expands  on  a successful  session 
at  the  TMA  1988  Fall  Leadership 
Conference. 

ITiere  is  no  registration  fee  for  TMA 
members  attending  the  leadership  con- 
ference. Each  registrant  will  receive  one 
complimentar\’  conference  luncheon 
ticket,  and  luncheon  tickets  for  guests 
will  be  sold  at  the  conference.  ITie  TMA 
Insurance  Trust  and  PRUCO  Life  Insur- 
ance Company  of  Texas  will  sponsor  the 
luncheon. 

Postgraduate  courses  will  be  offered  in 
conjunction  with  the  conference.  “Basic 
Life  Support  for  Physicians”  will  be  held 
March  4,  from  1:30  to  5:30  pm,  and 
“Lower  Back  Pain:  Comprehensive  Diag- 
nosis and  Treatment,”  is  March  5,  8 am  to 
1 pm.  More  information  on  these  courses 
is  available  from  the  TMA  Department  of 
Annual  Session  and  Scientific  Program- 
ming, 1801  N lamar  Blvd,  Austin,  FX 
7870 1 , phone  (512)  477-6704. 

Stouffer  Austin  Hotel,  the  exciting  new 
conference  headquarters  hotel,  is  located 
in  North  Austin,  adjacent  to  the  city’s 
most  prestigious  shopping  center,  the 
Arboretum. 


Robert  E McAfee.  MD,  is  the  keynote  speaker  for 
TMA’s  Winter  Conference,  Saturday.  March  4. 


American  Airlines,  in  cooperation  with 
the  Texas  Medical  Association,  offers  spe- 
cial low  fares  for  those  attending  the  con- 
ference (40%  off  coach  or  5%  off  the 
lowest  available  round  trip  fare ).  These 
special  fares  are  arranged  by  contacting 
the  American  Airlines  Meeting  Services 
Desk  at  1-800-433-1790  and  asking  for 
Star  Number  S57474,  or  contacting  the 
official  conference  travel  agency,  Con- 
tempo  Travel,  Inc,  Austin,  by  calling 
(512)  346-5571  collect. 

More  information  and  housing  and 
conference  registration  materials  are 
available  from  TMA  at  (512)  477-6704, 
extension  236. 


HEALTH  LINE 


Delegates  address  public  health 
issues  at  interim  session 

During  its  most  recent  meeting,  Texas 
Medical  Association’s  House  of  Delegates 
addressed  health  problems  along  the 
Texas  border  with  Mexico,  tobacco- 
related  issues,  AIDS  education  in  Texas 
public  schools,  and  other  public  health 
issues. 

TMA’s  Council  on  Public  Health  re- 
ported that  Texas  faces  serious  health 
problems,  such  as  tuberculosis  and  hepa- 
titis, along  the  border  with  Mexico,  and 
that  these  problems  will  increase  as  the 
“colonias”  grow.  Because  Texas  is  one  of 
only  four  borderland  states,  the  council 
noted  TMA  is  in  a unique  position  to 
address  borderland  health  problems. 
Testimony  was  heard  concerning  the  tu- 
berculosis problem,  and  the  delegates  re- 
ferred this  issue  to  the  Council  on  Public 
Health  for  further  study. 

The  delegates  took  action  on  several 
tobacco-related  issues.  They  affirmed  the 
American  Medical  Association’s  position 
that  the  Food  and  Drug  Administration 
should  regulate  the  “smokeless”  cigarette 
developed  by  the  tobacco  industty^  They 
also  approved  a modification  of  a TMA 
policy  statement  on  smoking.  The  state- 
ment now  reads 

Smoking,  including  passive  smoke, 

poses  a public  health  hazard.  The 
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,‘  the  Texas  Medical  Association  Disability  Income  Plan  terminated 
t age  65  (like  many  disability  policies): 

• Approximately  24  percent  of  its  claimants,  who  now  receive 
monthly  payments  for  toted  disabilities  which  commenced  at  age 
65  or  over,  would  have  never  received  a single  claim  payment, 

• Other  claimants  who  became  totally  disabled  at  ages  61  through 
64  would  receive  benefits  for  a lesser  number  of  yeau’s. 

There  is  a difference  in  termination  dates  and  benefit  periods — 
a big  dollar  difference,  that  is. 

SEE  FOR  YOURSELF . . . 


Based  on  a $1,000  monthly  benefit 


\CE  AT  ONSET 

MAXIMUM  PAYABLE  UNDER 

MAXIMUM  PAYABLE  UNDER  POLICIES 

DF  DISABILITY 

TMA’S  AGE  75  TERMINATION 

WHICH  TERMINATE  AT  AGE  65 

YEARS 

AMOUNT 

Years* 
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60 

5 

$60,000 

5 

$60,000 

61 

5 

60,000 

4 

48,000 

62 

5 

60,000 

3 

36,000 

63 

5 

60,000 

2 

24,000 

64 

5 

60,000 

2 

24,000 

65 

5 

60,000 

NONE 

NONE 

66 

5 

60,000 

NONE 

NONE 

67 

5 

60,000 

NONE 

NONE 

68 

4 

48,000 

NONE 

NONE 

69 

3 

36,000 

NONE 

NONE 

70-74 

1 

4,800** 

NONE 

NONE 

‘Norm.  • ‘based  on  a $400  monthly  benefit 


If  you  do  not  have  TMA  Long  Term  Disability  Insurance, 
this  may  be  the  most  important  chart  you  read  today  . . . 
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Texas  Medical  Association  supports 
regulations  banning  smoking  on  air- 
planes, encourages  legislation  to  pre- 
vent smoking  in  public  places,  and 
endorses  the  allocation  of  part  of  the 
cigarette  tax  for  support  of  local  anti- 
smoking programs. 

The  delegates  favored  a recommenda- 
tion that  smoking  be  banned  in  all  public 
and  private  educational  facilities  in 
Texas,  from  elementary  through  collegi- 
ate level,  and  that  TMA  and  the  Texas 
Pediatric  Society  encourage  smoking  ces- 
sation programs  for  employees,  faculty, 
staff,  and  students  of  these  institutions. 

A recommendation  from  the  Medical 
Student  Section  concerning  AIDS  educa- 
tion was  approved  by  the  delegates.  The 
recommendation  calls  for  TMA  to  en- 
dorse legislation  requiring  responsible  in- 
struction at  the  earliest  appropriate  age 
within  the  Texas  public  school  system 
concerning  the  prevention  and  transmis- 
sion of  the  HfV/AlDS  virus. 

In  other  action,  the  delegates  approved 
TMA  support  for  the  efforts  of  the  Ameri- 
can Burn  Association  and  other  organiza- 
tions to  reduce  the  maximum  tempera- 
ture settings  on  household  hot  water 
heaters.  TMA  also  will  promote  efforts  to 
educate  new  parents  by  disseminating 
scald  prevention  information  in  hospital 
neonatal  units. 

The  delegates  also  addressed  two 
health  education  issues.  They  approved  a 
recommendation  that  the  Texas  Educa- 


tion Agency  introduce  bicycle  safety,  in- 
cluding the  use  of  safety  helmets,  into 
the  health  education  curriculum  in  ele- 
mentary schools.  They  also  favored  TMA 
publicizing  the  importance  of  teaching 
cardiopulmonary  resuscitation  (CPR) 
and  strongly  recommended  the  incor- 
poration of  CPR  classes  as  a voluntary 
part  of  secondary  school  programs. 

The  House  of  Delegates  met  Nov 
18—19,  1988,  at  Austin’s  Doubletree 
Hotel. 


Radioactive  waste  shipments 
scheduled  through  Texas 

The  Waste  Isolation  Pilot  Plant  (WIPP) 
near  Carlsbad,  NM,  is  scheduled  to  open 
between  June  and  October  of  this  year. 
About  eight  to  nine  months  later,  low 
and  mid-level  solid  radioactive  waste  will 
be  transported  across  Texas  on  Interstate 
20,  and  about  two  years  after  the  plant 
opens  shipments  also  will  begin  on  Inter- 
state 40.  Texas  is  one  of  23  states  on  the 
transportation  route. 

WIPP  officials  are  working  with  Texas 
state  officials  to  train  emergency  person- 
nel on  how  to  handle  an  incident  involv- 
ing a WIPP  shipment  should  one  occur, 
and  they  want  Texas  physicians  to  know 
the  facts  about  the  plant  and  the 
shipments. 

WIPP  is  a research  and  development 
facility  established  by  Congress,  and 
overseen  by  the  US  Department  of  En- 


ergy, to  store  transuranic  radioactive 
waste  underground  in  an  ancient  salt  for- 
mation. The  WIPP  project  is  designed  to 
demonstrate  the  safe  and  environmen- 
tally acceptable  disposal  of  defense- 
generated radioactive  waste.  The  waste 
will  be  housed  2,150  feet  underground 
in  a 225-million-year-old  salt  formation 
chosen  because  of  its  ability  to  creep  in 
and  surround  waste  barrels  eventually 
entombing  the  waste.  When  WIPP  begins 
receiving  waste,  the  facility  will  start  a 
five-year  experimental  period  to  demon- 
strate it  can  satisfy  state  and  federal  envi- 
ronmental and  operational  standards. 

All  waste  to  be  transported  consists  of 
industrial  trash  such  as  clothing,  gloves, 
laboratory  glassware,  tools,  and  ma- 
chinery contaminated  during  weapons 
production  at  ten  defense  facilities  in  the 
US.  No  liquid  or  gaseous  waste  will  be 
transported  to  WIPP. 

Waste  to  be  transported  will  be  packed 
and  placed  in  a specially-designed  multi- 
walled  stainless  steel  transporter  called 
TRUPACT  11.  These  transporters  are 
tested  for  Nuclear  Regulatory  Commis- 
sion (NRC)  certification  and  must  with- 
stand even  the  most  severe  highway 
accident  scenario.  The  testing  program 
includes  fire,  puncture,  and  collision  tests 
simulating  the  worst  highway  accident 
conditions.  TRUPACT  11  must  be  certified 
by  the  NRC  before  it  can  be  used  to 
transport  waste  over  Texas  highways. 

Waste  shipments  will  be  monitored  by 
a satellite  tracking  system  at  all  times 
while  en  route  to  WIPP.  The  LORAN 
C-TRANSCOM  system  can  pinpoint  the 
location  of  a shipment  within  2,000  yards 
anywhere  in  the  US.  Texas  agencies  will 
be  furnished  with  the  software  needed  to 
monitor  waste  shipments,  and  will  be  no- 
tified as  soon  as  a shipment  crosses  the 
border  into  Texas. 

According  to  Tim  Campbell,  WIPP 
safety,  security,  and  environmental  man- 
ager, shipments  that  roll  through  Texas 
on  1-20  will  originate  from  South  Caro- 
lina; those  on  1-40  will  be  from  Illinois, 
Ohio,  and  Tennessee. 

For  additional  information  on  the 
WIPP  facility  and  transportation  program, 
contact  Tim  Campbell,  Westinghouse 
Waste  Isolation  Division,  Box  2078, 
Carlsbad,  NM  88221,  phone  (505) 
887-8485. 


“Take  my  word  for  it  . . . celibacy  is  not  an  inherited  trait.” 
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Majority  of  EMS  personnel 
trained  at  higher  levels 

About  70%  of  the  more  than  25,000  cer- 
tified emergency  medical  services  (EMS) 
personnel  working  for  EMS  providers  in 
Texas  are  certified  at  above  minimum 
levels  of  training,  according  to  the  Texas 
Department  of  Health’s  (TDH)  Bureau  of 
Emergency  Management,  which  certifies 
and  licenses  EMS  personnel  and  vehicles. 

In  Texas  there  are  four  levels  of  cer- 
tification for  EMS  personnel,  and  recer- 
tification is  required  every  four  years. 

The  minimum  level  of  training  is  the 
40-hour  emergency  care  attendant  (ECA) 
course.  ECA  skills  include  cardiopul- 
monary resuscitation,  bandaging  and 
splinting,  administration  of  oxygen,  air- 
way maintenance,  and  control  of  bleed- 
ing. Approximately  one  third  of  the 
state’s  EMS  personnel  are  certified  at  this 
level. 

The  next  level  of  certification  is  the 
emergency  medical  technician  (EMT), 
which  requires  a minimum  of  1 20  hours 
of  training  in  a TDH-approved  course  and 
completion  of  emergency  department 
clinical  and  emergency  run  experiences. 
The  EMT  provides  basic  life  support  ser- 
vices in  addition  to  ECA  skills.  Almost 
half  of  the  EMS  staff  in  Texas  are  certified 
as  EMTs. 

EMT  certification  is  a prerequisite  for 
the  two  advanced  levels  of  training — 
EMT  with  special  skills  (EMT-SS)  and  par- 
amedic. EMT-SS  training  courses  must  be 
at  least  1 60  hours  long;  paramedic 
courses  must  be  at  least  400  hours.  The 
EMT-SS  can  initiate  intravenous  therapy 
and  endotracheal  or  esophageal  intuba- 
tion. The  paramedic  additionally  can  per- 
form cardiac  defibrillation  and  drug 
therapy.  To  perform  at  the  advaneed  lev- 
els, the  EMT-SS  and  paramedic  must  be 
under  medical  supervision,  either  by  ra- 
dio or  by  standing  medical  orders.  In 
Texas,  7,000  individuals  are  certified  at 
the  two  advanced  levels. 

Emergency  medical  services  are  pro- 
vided by  a wide  range  of  service  pro- 
viders in  Texas.  Of  the  total  1,172 
providers,  more  than  40%  are  volunteer- 
based,  about  20%  are  privately  owned, 
an  additional  20%  are  public,  and  the 
balance  are  hospital -based,  industrial, 
funeral-home-based,  or  aircraft. 


MEDICAL  ECONOMICS 


Report  shows  physician  surplus 
in  state’s  metropolitan  areas 

Texas  Medical  Association’s  Committee 
on  Manpower  has  completed  its  Profile 
of  Texas  Physician  Manpower  1988  and 
concludes  that  Texas  has  a surplus  of 
physicians  in  certain  metropolitan  areas 
of  the  state  and  in  certain  subspecialties. 
The  TMA  House  of  Delegates  received 
the  report  during  its  interim  session,  Nov 
18-19,  1988,  in  Austin,  and  approved  1 1 
policy  recommendations  that  accom- 
panied the  publication. 

Despite  the  state’s  selective  surplus  of 
physicians,  some  rural  and  inner-city 
areas,  as  well  as  specific  population 
groups  in  Texas,  continue  to  suffer  a phy- 
sician shortage.  Statistics  also  show  that 
the  persisting  decline  in  the  medical 
school  applicant  pool  has  the  potential 
for  adversely  affecting  the  future  quality 
of  health  care  in  Texas.  Other  findings 
are  that  minority  groups  are  underrepre- 
sented in  the  physician  population,  the 
majority  of  physicians  practicing  in  Texas 
are  graduates  of  out-of-state  and  foreign 
medical  schools,  and  physicians  who  are 
most  likely  to  practice  in  small  Texas 
communities  attended  high  school  in 
small  communities  and  received  their 
residency  training  in  small  Texas 
communities. 

After  reviewing  the  profile,  the  House 
of  Delegates  approved  the  following  pol- 
icy recommendations: 

( 1 ) That  TMA  reaffirm  its  existing  pol- 
icy that  there  is  not  now,  nor  in  the  fore- 
seeable future,  a need  for  new  medical 
schools  in  Texas.  Neither  is  there  a cur- 
rent or  future  need  for  an  increase  in  en- 
rollment at  Texas  medical  schools. 

( 2 ) That  TMA  continue  to  focus  efforts 
on  resolving  the  maldistribution  problem 
by  removing  disincentives  and  encourag- 
ing physicians  to  locate  in  underserved 
areas  of  the  state. 

(3)  That  medical  schools  not  be  man- 
dated by  federal  or  state  statutes  to  main- 
tain current  enrollment.  The  appro- 
priations bill  riders  that  require  fixed 
minimum  medical  school  enrollment 
should  be  eliminated. 


(4)  I’hat  medical  schools  be  allowed 
to  decrease  class  sizes  to  maintain  quality 
enrollment. 

( 5 ) That,  even  if  class  sizes  are  de- 
creased, medical  education  be  fully 
funded  in  order  to  maintain  high  quality. 

(6)  That,  while  state  funding  for  the 
schools  must  be  structured  according  to 
the  resources  of  the  state,  the  need  for 
the  establishment  of  funding  priorities  to 
reflect  special  problems  of  individual 
schools  to  maintain  educational  quality 
be  recognized. 

( 7 ) That  adequate  financial  support  for 
graduate  medical  education  programs  in 
family  practice  and  other  primary  care 
specialties  be  a funding  priority'  for  the 
state. 

(8)  That  there  be  enough  first -year 
graduate  medical  education  positions 
to  accommodate  Texas  medical  school 
graduates. 

(9)  That  the  Texas  Medical  Association 
continue  to  support  medical  school 
efforts  to  recruit,  enroll,  and  retain 
underrepresented  groups. 

(10)  I’hat  the  Texas  State  Board  of 
Medical  Examiners  continue  to  evaluate 
its  licensure  requirements  to  ensure  high 
quality  physicians  to  meet  the  special 
needs  of  the  state. 

(11)  I'hat  the  Texas  Medical  Associa- 
tion maintain  a structure  within  the  orga- 
nization to  continue  to  analyze  physician 
manpower  data,  to  track  practice  loca- 
tion and  patterns  of  Texas  medical  school 
graduates,  to  provide  manpower  data  to 
the  TMA,  to  counsel  medical  students 
about  career  choices,  and  to  assist  with 
the  placement  of  physicians  in  under- 
served areas  of  the  state.  The  TMA 
should  continue  to  work  with  related  or- 
ganizations in  the  evaluation  of  physician 
manpower  in  Texas. 

TMA  offers  guidelines 
for  telephone  reviews 

Noting  that  utilization  review  activities  of 
third  party  reviewers  conducting  tele- 
phone reviews  for  insurance  company 
and  self-incurred  arrangements  is  causing 
increasing  difficulties  for  physicians  and 
their  staffs,  Texas  Medical  Association  s 
Physician-Patient  Advocacy  Committee 
has  set  out  guidelines  to  assist  affected 
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A FIVE  STAR  EVENT 


Texas  Medical  Association 
122nd  Annual  Session 
May  11-14,  1989 


Mark  your  calendar  now  for  a five-star 
medical  meeting — Texas  Medical  Association's 
122nd  Annual  Session,  to  be  held  May  11-14  in 
Fort  Worth. 

State  and  national  medical  experts,  numerous 
exhibits,  TAAA  policy-making  meetings,  sport 
and  social  outings,  and  area  sightseeing 
combine  for  a starburst  of  fun  and  education 
at  this  four-day  meeting. 

Eminent  guest  speakers  from  around  the 
country  will  join  outstanding  Texas  physicians 
in  presenting  a brilliant  scientific  program. 

More  than  350  medical  researchers  and  leaders 
will  discuss  timely,  practical  scientific  topics  as 
well  as  medical  economics  issues. 

The  TAAA  House  of  Delegates  will  meet  Friday, 
May  12,  at  the  Convention  Center.  Any 
member  can  speak  out  on  health  care  issues 
in  House  reference  committee  hearings. 

After  the  Thursday,  May  11,  scientific  pro- 
gram, TAAA  members  and  guests  can  relax 
with  old  friends  or  renew  acquaintances  at  the 
Galaxy  Get-Together  reception  that  evening. 
The  Party  Dolls  will  entertain.  On  Friday,  plan 
to  attend  the  Annual  Membership  Luncheon  at 
the  Hyatt  Regency.  Friday  night  will  occasion  a 
glittering  TAAA/TAAAA  social  gala  at  the  ele- 
gant Worthington  Hotel,  with  dinner,  dancing, 
and  the  Roger  V.  show. 

The  Fort  Worth/Tarrant  County  Convention 
Center  and  the  Fort  Worth  Hilton  will  serve  as 


headquarters  for  Annual  Session  scientific  ses- 
sions. Other  headquarters  hotels  include  the 
Hyatt  Regency  Fort  Worth  for  boards,  councils 
and  committees  and  the  Worthington  Hotel  for 
Auxiliary  functions. 

The  Convention  Center's  exhibit  hall  will 
house  275  technical  and  scientific  exhibits 
displaying  a diversity  of  products  and  services 
of  interest  to  both  physicians  and  allied  health 
disciplines. 

Sports  devotees  can  participate  in  a variety 
of  TAAA  events,  including  golf,  racquetball, 
tennis  and  a fun  run/walk.  A number  of  alumni 
events  also  are  planned. 

Fort  Worth,  a five-star  location  for  TAAA's 
Annual  Session,  offers  many  diversions.  Two  of 
visitors'  favorite  sidetrips  are  the  historic  Stock- 
yards  district  and  the  cultural  district.  You  can 
witness  cattle  auctions  and  browse  famous 
works  of  art  all  within  minutes  of  Annual 
Session  headquarters  hotels. 

For  both  educational  opportunity  and 
leisure-time  fun,  the  1989  Annual  Session  of 
Texas  Medical  Association  will  be  a five-star 
event  you  won't  want  to  miss.  So  mark  your 
calendar  now  and  plan  to  join  us  May  11-14  in 
Fort  Worth! 

(See  the  four-page  advertisement  in  this 
issue  of  TEXAS  MEDICINE  for  registration 
information.) 


physicians.  The  House  of  Delegates  ap- 
proved the  guidelines  during  their  in- 
terim session,  Nov  18-19,  1988,  in 
Austin.  They  represent  an  interim  step 
in  the  committee’s  plan  to  develop  a 
broader  initiative  related  to  private  third 
parr\'  utilization  review  activities. 

The  Physician-Patient  Advocacy  Com- 
mittee advises  physicians; 

( 1 ) Before  providing  confidential 
medical  information  to  telephone  re- 
viewers, callers  should  (a)  identify  them- 
selves and  the  organization  they  work 
for;  (b)  identify'  the  insurance  company 
or  arrangement  for  whom  they  are  call- 
ing; (c)  identify  the  patient  by  full  name, 
group  and/or  certificate  number;  and 
(d)  document  the  call  in  the  patient’s 
record. 

(2)  That  (a)  review  organizations  be 
advised  that  physicians  should  not  be  re- 
quired to  wait  on  the  phone  when  re- 
turning calls  to  reviewers;  (b  ) that 
review  organizations  be  advised  to  pro- 
vide toll-free  call  back  24  hours  a day 
and  provide  sufficient  telephone  lines  to 
allow  physicians  immediate  access  to  re- 
viewers; and  (c)  that  physicians  be  ad- 
vised to  document  the  time  spent  in 
cooperating  with  and  completing  tele- 
phone review  requirements. 

( 3 ) That  in  order  to  protect  confiden- 
tial and  sensitive  medical  information, 
physicians  be  advised  to  provide  tele- 
phone reviewers  with  only  that  informa- 
tion that  is  directly  related  to  the  need 
for  admission  or  continued  stay  and  refer 
the  caller  to  the  hospital  medical  record 
for  more  complex  cases. 

(4)  That  the  Texas  Medical  Association 
determine,  through  its  on-going  survey 
activities,  the  amount  of  time  physicians 
and  their  staffs  spend  in  responding  to 
telephone  utilization  review 
organizations. 

As  part  of  its  larger  initiative,  the 
Physician-Patient  Advocacy  Committee 
will  develop  and  disseminate  a clear 
position  on  physician  action  concerning 
private  review,  serve  as  a central  clear- 
inghouse for  complaints,  work  directly 
with  utilization  review  organizations  to 
present  physician  concerns,  and  develop 
legislative/regulatory  approaches  to  con- 
trol and  standardize  private  review. 


Court  date  set  for  challenge 
to  federal  anti-dumping  regs 

At  press  time,  Michael  L.  Burditt,  MD, 
Victoria,  was  anticipating  a Jan  24,  1989, 
trial  hearing  date  in  his  challenge  to 
federal  regulations  regarding  patient 
transfers.  Texas  Medical  Association  is 
supporting  Dr  Burditt’s  legal  action  as 
part  of  the  association’s  commitment  to 
effect  positive  changes  in  the  federal  anti- 
dumping regulations. 

The  Department  of  Health  and  Human 
Services  (DHHS)  Office  of  the  Inspector 
General  (OIG)  has  accused  Dr  Burditt  of 
inappropriately  transferring  a high-risk 
patient  who  gave  birth  enroute  from  De- 
Tar  Hospital  in  Victoria  to  John  Sealy 
Hospital  in  Galveston.  The  OIG  assessed 
Dr  Burditt  a 825,000  fine,  relying  on  a 
decision  that  was  reached  without  the 
physician’s  input  and  before  allowing  him 
a hearing.  Proposed  federal  rules  regard- 
ing patient  transfers  do  nothing  to  im- 
prove the  procedure. 

In  its  most  recent  meeting,  Texas 
Medical  Association’s  House  of  Delegates 
reaffirmed  the  association’s  commitment 
to  improve  the  federal  antidumping  regu- 
lations and  agreed  to  submit  a resolution 
to  the  American  Medical  Association,  re- 
questing the  Department  of  Health  and 
Human  Services  to  remedy  the  lack  of 
due  process  and  medical  peer  review  in 
the  federal  antidumping  regulations. 

The  proposed  resolution  came  from 
the  association’s  Physician-Patient  Ad- 
vocacy Committee.  In  its  report,  the 
committee  identified  four  concerns  re- 
garding the  antidumping  law  and 
regulations: 

( 1 ) There  is  an  apparent  need  for 
more  medical  input  and  involvement  of 
the  peer  review  organization  prior  to  any 
Health  Care  Financing  Administration 
(HCFA)  or  OIG  determination,  allowing 
the  PRO  to  do  its  job  fully,  with  com- 
plete documentation  and  discussion  with 
the  physician. 

(2)  Punitive  action  against  the  receiv- 
ing hospital  for  not  reporting  “potential 
violations”  is  counterproductive  to 
access. 

( 3 ) There  must  be  a way  to  better  de- 
termine clear  and  confirmed  egregious 
cases  of  dumping  or  patterns,  and  not 
punitively  penalize  hospitals  and/or  phy- 


sicians for  single,  non-adverse  situations 
over  which  the  hospital  and/or  doctor 
had  no  control. 

(4)  The  dual  investigation  and  sanc- 
tion system  of  HCFA  and  the  OIG  does 
not  allow  appropriate  due  process  and 
creates  double  jeopardy  for  hospitals  and 
physicians. 

Dr  McAfee  addresses  issues 
spawned  by  Harvard  RBRVS 

“The  continued  right  to  balance  bill  is 
critical  if  an  RBRVS-based  fee  schedule  is 
to  work,”  according  to  Robert  E.  McAfee, 
MD,  a member  of  the  American  Medical 
Association  Board  of  Trustees  and  its 
Physician  Payment  Task  Force.  Dr 
McAfee  reviewed  policy  issues  spawned 
by  the  Harvard  Resource  Based  Relative 
Value  Scale  during  an  AMA  meeting  to  re- 
view the  findings  of  the  study. 

The  Harvard  study  proposes  a cross- 
specialty RVS  based  on  the  resource 
costs  of  providing  physician  services. 
Among  other  RVS  systems,  it  will  be  con- 
sidered for  use  when  the  Medicare  pro- 
gram implements  an  RVS-based  fee 
schedule  for  physicians,  probably  in  Janu- 
ary’ 1990. 

Dr  McAfee  reassured  an  audience  of 
medical  leaders.  “(The  AMA)  will  stand 
firm  in  our  support  of  an  indemnity’  fee 
schedule  under  which  Medicare  estab- 
lishes what  it  will  pay,  and  physicians  es- 
tablish their  own  charges.”  He  added,  “At 
the  same  time,  we  need  to  redouble  our 
efforts  to  establish  local  voluntary  assign- 
ment programs,  to  encourage  physicians 
to  discuss  fees  with  their  patients,  and  to 
accept  assignment  in  cases  of  financial 
need.  Nothing  about  an  RBRVS  makes 
limitations  on  balance  billing 
appropriate.” 

Speaking  Nov  1 3,  in  Chicago,  Dr 
McAfee  also  considered  the  transition  to 
an  RBRVS-based  payment  system,  geo- 
graphic payment  variations,  specialty 
differentials,  volume/utilization  control, 
and  updating  the  indemnity  payment 
schedule. 

The  AMA  supports  a transition  to  a 
new  system,  but  does  not  recommend  a 
specific  method  or  period.  Dr  McAfee 
said.  However,  the  association  will  study 
transition  options  in  light  of  how  well 
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they  satisfy  the  competing  goals  of  mini- 
mal disruption  and  administrative  sim- 
plicity, he  said. 

Dr  McAfee  labeled  geographic  pay- 
ment variations  “one  of  the  most  critical 
issues  we  will  face.”  He  noted,  “The  AMA 
currently  supports  geographic  differ- 
ences in  Medicare  physician  payments 
under  an  indemnity  payment  system  that 
reflects  differences  in  the  costs  of  prac- 
tice.” An  accurate  reflection  of  geo- 
graphic variations  in  practice  costs  may 
result  in  urban/rural  payment  differ- 
entials, he  said. 

Dr  McAfee  also  addressed  specialty  dif- 
ferentials, or  differences  in  the  amounts 
paid  to  different  specialists  for  services 
designated  by  the  same  procedure  code. 
The  two  issues  to  be  confronted  are 
whether  differentials  are  appropriate,  and 
if  so,  on  what  basis,  and  if  there  are  dif- 
ferentials, how  a “specialist”  would  be 
defined.  While  the  AMA  has  no  clear  pol- 
icy on  specialty  differentials  under  an  in- 
demnity fee  schedule.  Dr  McAfee 
emphasized,  “Policy  must  be  based  on 
sound  data  rather  than  philosophy.” 

Noting  that  service  volume  and  inten- 
sity are  major  factors  in  increasing  Medi- 
care expenditures.  Dr  McAfee  pointed 
out  that  expenditure  targets  frequently 
are  mentioned  as  a means  of  controlling 
or  offsetting  rising  volume  and  intensity. 
“The  AMA  takes  appropriateness  of  care 
seriously,”  he  said.  “But  our  preferred  ap- 
proach does  not  rely  upon  complex  and 
ultimately  punitive  expenditure  targets. 
Rather,  we  view  the  development  of 
scientifically-based  practice  parameters 
as  the  best  hope  for  ensuring  that  only 
the  most  appropriate  care  is  provided  to 
Medicare  beneficiaries — no  more  and 
no  less.” 

Dr  McAfee  concluded  his  remarks  with 
the  observation,  “A  new  Medicare  fee 
schedule  will  require  timely  updates  in 
its  monetary  conversion  factor,  geo- 
graphic multipliers,  and  relative  value 
scale.  . . . We  are  exploring  all  facets  of 
this  issue:  legal,  organizational,  and  politi- 
cal. In  particular,  we  are  considering  how 
the  AMA  can  best  further  the  profession’s 
interests  in  this  process.” 

Dr  McAfee  is  the  keynote  speaker  at 
Texas  Medical  Association’s  Winter 
Leadership  Conference,  March  4 in  Aus- 
tin. Further  information  on  the  confer- 
ence is  available  from  the  association  at 


1801  N Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)  477-6704. 


CAPITAL  COMMENTS 


TMA  prepares  for  Jan  10 
opening  of  Texas  Legislature 

When  the  gavel  signals  the  opening  of 
the  71st  session  of  the  Texas  Legislature 
on  Jan  10,  Texas  Medical  Association  will 
be  set  to  contribute  to  better  health  care 
legislation.  The  association’s  legislative 
program  will  support  recent  policy  ac- 
tions of  the  TMA  House  of  Delegates 
with  assistance  from  a program  to  en- 
hance public  support  and  ongoing 
screening  and  policy  development. 

During  the  Nov  18—19  meeting  of 
TMA’s  House  of  Delegates,  the  delegates 
took  a number  of  actions  related  to  legis- 
lation. They: 

Continued  opposition  to  certification/ 
licensure  of  radiology  technologists  and 
the  corporate  practice  of  medicine; 

Agreed  to  seek  clarification  of  the 
Texas  Medical  Practice  Act  to  protect 
physicians  who  prescribe  narcotics,  con- 
trolled substances,  and/or  dangerous 
drugs  for  extended  periods  of  time  for 
the  relief  of  intractable  pain; 

Asked  the  Council  on  Legislation  to 
sponsor  a bill  to  assure  that  the  require- 
ment that  the  Texas  State  Board  of  Medi- 
cal Examiners  report  complaints  against 
physicians  to  health  care  institutions 
shall  be  applied  only  to  complaints  that 
are  current  and  active  or  complaints  that 
resulted  in  disciplinary  action; 

Adopted  a resolution  calling  for  TMA 
to  oppose  any  restrictions  on  the  ability 
of  physicians  to  perform  diagnostic  tests 
related  to  HfV/AIDS  virus; 

Adopted  a resolution  calling  for  re- 
enactment of  a motorcycle  helmet  law  in 
Texas;  and 

Renewed  their  commitment  to  legisla- 
tion that  addresses  the  problem  of  driv- 
ing while  intoxicated  (DWI)  and  driving 
under  the  influence  (DUI)  of  other  drugs. 

As  other  legislative  issues  arise,  the 
Council  on  Legislation  will  develop  pol- 
icy through  a bill  screening  mechanism. 

The  association  also  will  rely  on  an  ac- 


tion plan  that  takes  advantage  of  the  con- 
cept that  an  informed  public  can  assist 
the  medical  profession  politically  in 
medicine’s  fight  for  survival.  The  plans 
calls  for  TMA  to  provide  members  with 
information  and  techniques  to  recruit 
and  politically  mobilize  the  public. 

Health  fair  theme  says 
‘Texas  Medicine  Cares’ 

Texas  Medical  Association  Auxiliary,  in 
cooperation  with  TMA,  will  present  a 
health  fair  to  the  state’s  legislators,  their 
staff  members,  Capitol  employees,  and 
visitors  to  the  Capitol  in  Austin,  Wednes- 
day, April  5.  The  fair  follows  the  theme 
“Texas  Medicine  Cares.” 

As  part  of  this  first-time  event,  approxi- 
mately 20  red  and  white  booths  will  be 
set  up  in  the  Capitol  rotunda  from  9 am 
to  3 pm.  Auxiliary  members  and  physi- 
cians from  all  parts  of  the  state  will  test 
cholesterol  and  blood  sugar  levels,  con- 
duct body  fat  estimates,  and  type  blood. 
Also  on  hand  will  be  the  Health  Adven- 
ture van,  a joint  project  of  Harris  County 
Medical  Society  and  Shell  Oil  Company 
Foundation.  The  mobile  health  education 
trailer  is  designed  for  children  in  kinder- 
garten through  fifth  grade.  Tours  will  be 
conducted  during  health  fair  hours. 

The  day’s  activities  will  include  a brief- 
ing on  medical  legislation,  a luncheon 
honoring  legislators,  and  visits  with  legis- 
lators in  their  Capitol  offices.  Austin’s 
Raddisson  Plaza  Hotel  is  the  headquarters 
for  health  fair  activities,  and  special  room 
rates  of  $65  for  singles  and  $70  for 
doubles  are  available.  Room  reservations 
can  be  made  by  phoning  toll  free 
1-800-333-3333. 

Physicians  who  wish  to  participate  in 
the  health  fair  should  contact  their  local 
county  medical  society  auxiliary;  Health 
Fair  Chairman  Gayle  Cullington,  phone 
(512)  327-1967;  or  the  Texas  Medical 
Association  Auxiliary,  phone  (512) 
477-6704. 


Texas  Medicine 


pnrsiGLyis 


are  announcing  opportunities  for 
serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  missioh.  For  those  who  qualify, 
retirement  credit  can  be  obtained  as 
well  as  low  cost  life  insurance.  One 
weekend  a month  plus  two  weeks  a 
^ year  or  less  cah  brihg  you  pride  and 
satisfaction  in  serving  your 
country. 


Call;  (512)369-1007 
Or  Fil  Out  Cajxrr)  and  Mai  Tcxlayl 
To : Air  Force  Reserve  Recruitirig  Ofl ice 


jitingC, 

2610  RRS/RSH,  Bergstrom  AFS,  TX  787436002 
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.Zip. 
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-Prior  Service?  Yes . 
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Medical  Specialty . 


-Date  of  Birth . 


JUR  FOIUX  RESERVE 


10-915-0003 


A GREAT  WAY  TO  SERVE 




TEXAS  MEDICAL  ASSOCIATION 


LEADERSHIP 


CONFERENCE 



March  4 • Stouffer  Austin  Hotel 


21 


• Outstanding  speakers  and  a special  three-hour  session 
on  the  Harvard  University  Resource-Based  Relative 
Value  Scale  highlight  this  one-day  conference. 

• Hear  Robert  E.  McAfee,  MD,  member  AMA  Board 
of  Trustees;  George  D.  Lundberg,  MD,  editor,  JAMA, 
and  many  other  notable  speakers  address  such  topics 
as  the  71st  Texas  Legislature. 


Enjoy  the  surroundings  of  the  new  conference 
location,  a conference  luncheon  sponsored  by  TMA 
Insurance  Trust  and  PRUCO,  and  a Saturday  morning 
session  on  “How  to  Stay  Out  of  the  Courthouse.” 

There  is  no  registration  fee  for  TMA  members.  Plan 
now  to  attend! 

For  more  information  and  registration  materials,  call 
TMA,  512/477-6704,  ext.  236. 
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NEWSMAKERS 


LAWRENCE  CLIAN,  MD,  LLouston,  has  re- 
ceived the  Lieinrich  Wieland  Prize  from 
the  Margarine  Institute  of  Health  Nutri- 
tion in  Hamburg,  West  Germany,  for  his 
work  on  apolipoproteins,  the  fat-carrying 
proteins  in  the  blood.  The  award  is 
named  for  the  1927  winner  of  the  Nobel 
Prize  in  Chemistry.  Dr  Chan  is  professor 
of  cell  biology  and  medicine  at  Baylor 
College  of  Medicine. 

HERBERT  DuPONT,  MD,  Houston,  has 
been  named  president-elect  of  the  Infec- 
tious Diseases  Society  of  America.  He  is 
professor  and  director  of  the  Infectious 
Diseases  and  Clinical  Microbiology  De- 
partment at  The  University  of  Texas 
Medical  School  at  Houston;  he  also  holds 
the  Mary  W.  Kelsey  Professorship. 

WILLIAM  S.  FIELDS,  MD,  longtime  Hous- 
ton neurologist,  has  been  honored  with  a 
lectureship  established  in  his  name  at 
The  University  of  Texas  Health  Science 
Center  at  Houston.  The  William  S.  Fields 
Lectureship  in  Neurology  honors  the 
man  known  by  his  colleagues  as  the 
“founding  father  of  neurology  in  Texas.” 
Dr  Fields  served  almost  40  years  in  the 
Texas  Medical  Center,  and  holds  the  dis- 
tinction of  being  the  only  person  to  serve 

William  S.  Fields,  MD 
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as  chairman  of  a department  at  the  three 
major  teaching  institutions  in  the  medi- 
cal complex. 

DAVID  P.  GREEN,  MD,  was  elected  presi- 
dent of  the  American  Society  for  Surgery 
of  the  Hand  at  the  society’s  annual  meet- 
ing. He  is  in  practice  in  San  Antonio  and 
is  clinical  professor  of  orthopaedics  at 
The  University'  of  Texas  Health  Science 
Center  at  San  Antonio. 

DAN  B.  JONES,  MD,  has  been  elected  to 
the  1989  board  of  directors  of  the  Ameri- 
can Academy  of  Ophthalmology.  He  will 
serve  as  secretary  for  instruction.  Dr 
Jones  is  a Houston  ophthalmologist. 

JOHN  P.  McGovern,  MD,  Houston,  was 
awarded  the  Harold  Swanberg  Distin- 
guished Service  Award  by  the  American 
Medical  Writers  Association.  The  award 
was  named  for  the  first  president  of  the 
association  and  is  given  to  honor  “distin- 
guished contributions  to  medical  litera- 
ture or  unusual  and  distinguished 
services  to  the  medical  profession.” 

Dr  McGovern  is  the  founder  of  the 
McGovern  Allergy  Clinic  in  Houston. 

DONALD  P.  PINKEL,  MD,  Houston,  was 
awarded  the  American  Cancer  Society’s 
1988  Medal  of  Honor  for  clinical  re- 
search. He  was  chosen  to  receive  the 
award,  the  highest  honor  bestowed  by 
the  society,  for  his  work  in  developing 
cures  for  pediatric  leukemia.  Dr  Pinkel  is 
chief  of  the  pediatric  leukemia  program 
at  The  University  of  Texas  M.D.  Anderson 
Cancer  Center. 

MARION  R.  ZETZMAN,  DrPH,  professor 
of  community  medicine  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  at  Dallas  and  consultant  to  the 
Texas  Medical  Association  Task  Force  on 
Access  to  Medical  Care,  has  been  reap- 
pointed chairman  of  the  Texas  Statewide 
Health  Coordinating  Council  by  Gov  Bill 
Clements.  The  2 1 -member  council  is  the 
official  state  health  planning  organization 
at  the  Texas  Department  of  Health  re- 
sponsible for  preparation  and  implemen- 
tation of  the  biennial  Texas  State  Health 
Plan,  which  is  used  as  a guide  for  health 
policy  action  by  the  Texas  Legislature 
and  health  agencies  and  organizations  in 
Texas. 


DEATHS 


JAMES  PORTER  EATON,  MD,  Wichita 
Falls  general  surgeon.  Died  Oct  16,  1988; 
age  62.  Dr  Eaton  received  his  medical  de- 
gree in  1958  from  the  University  of 
Arkansas  School  of  Medicine  in  Little 
Rock.  He  served  an  internship  and  resi- 
dency at  the  Memorial  Hospital  in 
Charleston,  WVa,  and  was  a preceptor  at 
the  V.A.  Center  in  Temple,  Tex. 

ARTURO  MARTINEZ  FIGUEROA,  MD, 
Zapata  general  practitioner.  Died  May  20, 
1988;  age  71.  Dr  Figueroa  received  his 
medical  degree  in  1945  from  the  Na- 
tional University  of  Mexico.  He  served  an 
internship  at  General  Hospital  in  Mexico 
City,  a residency  at  Psychiatric  Hospital 
in  Mexico  City,  and  did  postgraduate 
work  at  Baylor  University  in  Dallas. 

ROBERT  E.L  GOWAN,  MD,  retired  Hous- 
ton family  practitioner.  Died  July  6,  1988; 
age  88.  In  1925  Dr  Gowan  received  his 
medical  degree  from  the  University  of 
Pennsylvania  at  Philadelphia.  He  served 
an  internship  at  the  Graduate  Hospital 
and  a residency  at  the  Mary  J.  Drexel 
Children’s  Hospital,  both  in  Philadelphia. 
During  World  War  II,  he  served  with  the 
US  Navy  Medical  Corps.  Dr  Gowan  was 
an  honorary  Texas  Medical  Association 
member. 

MERVIN  H.  GROSSMAN,  MD,  Mesquite 
pathologist.  Died  Oct  27,  1988;  age  70. 
Dr  Grossman  graduated  from  the  Univer- 
sity of  Tennessee  College  of  Medicine  in 
Memphis  in  1941.  After  an  internship  at 
Parkland  Memorial  Hospital  in  Dallas,  he 
served  a residency  at  Baylor  University 
College  of  Medicine  Hospitals  in  Hous- 
ton. Dr  Grossman  served  in  the  US  Army 
during  World  War  11. 

WILLIAM  PATRICK  HIGGINS,  JR,  MD, 
Fort  Worth  family  practitioner.  Died  Oct 
25,  1988;  age  75.  Dr  Higgins  graduated  in 
1938  from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston.  He  served  an  in- 
ternship at  St  Joseph’s  Hospital  in  Fort 
Worth.  Dr  Higgins  served  as  a field  sur- 
geon with  the  4th  Auxiliary  Surgical 
Group  in  Europe  during  World  War  11. 

He  was  a past  president  of  the  Tarrant 
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County  Medical  Society  and  a recipient 
of  the  society’s  Gold  Headed  Cane.  He 
was  a life  member  of  Texas  Medical 
Association. 

HANSFORD  FRED  JOHNSON,  MD, 
Amarillo  dermatologist.  Died  Oct  l6, 
1988;  age  71.  Dr  Johnson  graduated  in 
1942  from  the  University  of  Maryland 
School  of  Medicine  in  Baltimore.  Follow- 
ing an  internship  at  Henry  Ford  Hospital 
in  Detroit,  he  served  for  three  years  in 
the  US  Army.  His  residency  was  at  John 
Sealy  Hospital  in  Galveston. 

WALTER  JEROME  MINOR,  MD,  Houston 
general  practitioner.  Died  Nov  6,  1988; 


age  71.  Dr  Minor  received  his  medical 
degree  in  1931  from  the  University  of 
Minnesota  in  Minneapolis.  He  served 
an  internship  at  Hubbard  Hospital  in 
Nashville,  Tenn. 

ROGER  MONTMINY,  MD,  Austin 
otorhinolaryngologist.  Died  Nov  11, 

1988;  age  58.  Dr  Montminy  attended 
medical  school  at  Laval  University  in 
Quebec,  where  he  graduated  in  I960.  He 
served  his  internship  at  hospitals  in 
Quebec,  a residency  at  Hotel  Dieu  Hospi- 
tal in  Quebec,  and  graduate  training  at 
Notre  Dame  Hospital  in  Montreal.  Dr 
Montminy  moved  his  practice  from  Can- 
ada to  Austin  in  1979. 


HENRY  BIRKNER  OWENS,  MD,  Arlington 
pathologist.  Died  Sept  1987;  age  60.  A 
1954  graduate  of  Southwestern  Medical 
School  in  Dallas,  Dr  Owens  served  an  in- 
ternship and  residency  at  Methodist  Hos- 
pital of  Dallas,  with  another  residency  at 
Charlotte  (NC)  Memorial  Hospital. 

GALEN  ERNEST  STEEG,  MD,  Arlington 
family  practitioner.  Died  Nov  9,  1988; 
age  58.  Dr  Steeg  graduated  in  1954  from 
The  University  of  Texas  Medical  Branch 
at  Galveston.  His  internship  was  at  Cin- 
cinnati (Ohio)  General  Hospital.  Dr  Steeg 
practiced  in  Groveton  before  moving  to 
Arlington  in  1959. 


Southwestern  Information  System 


SWIS  is  a physician-to-physician 
telephone  consultation  and  referral 
service  designed  to  offer  you 
more  direct  access  to  faculty 
specialists  at  UT  Southwestern. 

Through  the  use  of  this  sys- 
tem, you  can  obtain  specific 


medical  or  research  information 
and  discuss  patient-related 
problems  with  faculty  members. 

SWIS  creates  a multi- 
disciplinary approach  to  patient 
management  by  providing 
specialty  consultation  without  in- 
creasing the  cost  of  patient  care. 

Simply  dial  the  toll-free  number 
1-800-322-SWIS  (local/688-SWIS). 
Specially  trained  SWIS  operators 
will  direct  your  call  to  the  ap- 
propriate faculty  member. 

There  is  never  a charge  for  the 
telephone  consultation.  The  serv- 
ice is  available  Monday  through 
Friday,  8:00  a.m.  to  5:00  p.m. 


This  number  is  for  professional  use  only  and  may  not  be  used  by  patients. 

1-800’322’7947 


Call  toll-free  to  access: 

► A free  medical  consultation 

► Current  research  and  protocol 
information 

► Referral  to  faculty  specialists 

► Working  relationships  with  faculty 
members 

^ Improved  health  care  delivery 

THE  UNIVERSITY  OF  TEXAS 

Southwestern  Medical  Center 

AT  DALLAS 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.P.  EATON 

Wichita  Falls,  1926-1988 

A.M.  FIGUEROA 
Zapata,  1916-1988 

R.E.L.  GOWAN 
Houston,  1901-1988 

M.H.  GROSSMAN 
Mesquite,  1918-1988 

W.P.  HIGGINS.  JR 
Fort  Worth,  1913-1988 


H.F.  JOHNSON 
Amarillo,  1917-1988 

W.J.  MINOR 
Houston,  1905-1988 

R.  MONTMINY 
Austin,  1930-1988 

H.B.  OWENS 
Arlington,  1927-1987 

G.E.  STEEG 
Arlington,  1929-1988 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend.  □ In  memory  of  □ In  honor  of 

□ Student  $ 5.00  □ Patron  $ 100.00 

name 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00  OCCASION 

NAME PLEASE  NOTIFY: 

ADDRESS — 

CITY/STATE/ZIP 
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JOSHPH  P.  ARIS(X),  MI)  -*-k  1 f*  ^ t • 

, „w,oH,  Ho„>,N>u,  Prevalence  of  tardive 

dyskinesia  in  private 
psychiatric  inpatients 


The  authors  in  a one -week  period  examined  inpa 
tients  at  a large  private  psychiatric  hospital  to  de- 
termine the  prevalence  of  tardive  dyskinesia.  This 
population's  characteristics  are  described  and 
defined  as  different  from  those  studied  previously. 
Five  of  90  patients  f 5.  5%  ) who  received  neurolep- 
tic drugs  were  judged  to  have  tardive  dyskinesia. 
The  authors  revieiv  the  literature  and  discuss  their 
findings. 

KtT  WORDS:  TARDFV'E  D)  SKJNESIA,  PREV  ALENCE,  NEUROLEP 
TIC  SIDE  EFFECTS,  PRIVATE  PS’VCHIATRIC  POPULATION 


Tardive  dyskinesia  ( TO ) is  a poorly  under- 
stood choreoathetoid  movement  disorder 
that  complicates  the  use  of  neuroleptic 
drugs.  It  consists  primarily  of  lip-smacking,  tongue 
extension,  lateral  jaw  movements,  cheek  puffing, 
and  eye  blinking  but  may  also  include  writhing  arms 
and  legs,  trunk  rotation,  hip  thrusting,  and  other 
twitching  movements,  particularly  in  the  small  mus- 
culature. Nonpsychiatric  physicians  are  most  likely 
to  notice  the  facial  manifestations  of  the  disorder, 
which  tend  to  be  the  most  prominent.  Since  the  de- 
lineation of  this  syndrome,  the  neuroleptic  agents 
(such  as  the  commonly  prescribed  drugs  chlor- 
promazine,  haloperidol,  trifluoperazine,  and  thio- 
ridazine) have  been  restricted  more  in  use  to  psy- 
chotic disorders.  However,  related  drugs  such  as 
promethazine  and  prochlorperazine  (anti-nausea 
agents)  may  also  cause  similar  movements  and 
therefore  come  to  the  attention  of  nonpsychiatric 
physicians.  Kane  and  Smith  recently  published  a 
literature  review  which  found  20%  overall  ( and 
15%  “true”)  prevalence  from  compiled  studies  ( 1 ). 
Many  variables  have  been  tested  as  risk  factors,  but 
only  age,  female  gender,  and  organicity  (brain  dam- 
age or  mental  retardation ) have  been  implicated 
consistently  (1—4).  Most  populations  screened  for 
TD  have  consisted  of  public  hospital  inpatients  and 
other  indigent  patients,  often  the  most  severely  im- 
paired of  all  subgroups  of  psychiatric  patients  on 
a variety  of  parameters  ( chronicity  of  psychiatric 
illness,  general  health,  nutrition,  IQ,  and  socioeco- 
nomic backgyround)  (5—11).  Frequently,  the  staff-to- 
patient  ratio  limits  the  ability  of  physicians  to  moni- 
tor the  use  of  neuroleptic  drugs  in  these  patients. 
Our  study  attempted  to  screen  the  entire  inpatient 
population  of  a private  psychiatric  hospital  to  deter- 
mine the  prevalence  of  TD  and  to  compare  the 
prevalence  to  that  observed  in  other  studies. 


families  pay  for  the  care  themselves,  which  reflects 
backgrounds  of  middle-class  income  and  above.  The 
staff-to-patient  ratio  is  very  high,  and  much  atten- 
tion is  given  to  milieu  alternatives  to  high-dose  neu- 
roleptic therapy. 

We  surveyed  most  of  the  hospital  population  with 
the  Abnormal  Involuntary  Movement  Scale  (AIMS) 
inventory  in  a one-week  period.  ITie  AIMS  is  a four- 
point  rating  scale  ( a rating  of  0 indicates  no  abnor- 
mal movements,  1 indicates  minimal  abnormal 
movements,  2 indicates  mild,  3 moderate,  and  4 se- 
vere movements).  Of  the  203  patients  in  the  hospi- 
tal during  the  survey,  173  consented  to  participate, 
23  refused,  and  7 were  unavailable  for  logistical 
reasons. 

Ratings  were  blind;  that  is,  neither  author  was 
aware  of  diagnosis,  neuroleptic  exposure,  or  other 
parameters  prior  to  rating  the  subjects.  One  of 
the  authors  (JPA ) screened  all  participants,  us- 
ing the  AIMS.  Within  seven  days,  all  patients  with 
ratings  of  minimal  and  above  (n  = 26)  along  with 
randomly  selected  patients  without  abnormal  move- 
ments (n  = 23 ) were  rated  by  the  other  author 
( LDH ) who  was  informed  only  that  he  would  sec- 
patients  (n  = 49)  who  potentially  had  abnormal 
movements  along  with  an  unspecified  number  of 
controls.  Three  months  later,  all  patients  who  both 
authors  agreed  had  global  ratings  of  minimal  (score 
of  1 on  the  0—4  AIMS)  and  above  (n=l4)  along 
with  eight  patients  without  abnormal  movements 
were  rated  again  with  both  authors  present. 

Tardive  dyskinesia  was  diagnosed  when  both 
raters  agreed  that  there  were  at  least  mild  abnormal 
movements  ( global  rating  of  2 on  the  AIMS ) and 
more  than  three  months  of  exposure  to  neurolep- 
tics. The  decision  not  to  include  minimal  move- 
ments ( score  of  1 ) was  based  upon  their  equivocal 
nature.  As  it  is  presently  controversial  whether  such 
minimal  movements  are  premonitoiv'  for  tardive- 
dyskinesia,  only  definite  movement  disorders  were 
included.  Spontaneous  dyskinesia  was  diagnosed 
when  both  raters  agreed  that  a patient  had  at  least 
mild  abnormal  movements,  but  had  never  received 
neuroleptics  or  worn  dentures. 

The  following  parameters  were  then  determined 
by  chart  review:  age,  gender,  primary  psychiatric  di- 
agnosis using  DSM-III  (12)  criteria,  current  neu 
roleptic  dosage  in  chlorpromazine  equivalents  ( 13), 
presence  of  dentures,  and  length  of  time  from  first 
exposure  to  neuroleptics.  Dosage  remained  con 
stant  during  the  period  of  study  for  those  patients 
receiving  medication. 


Joseph  P Arisco,  MD, 
Staff  Psychiatrist,  Men- 
tal Health  and  Mental 
Retardation  Regional 
Center  of  East  Texas, 
Tyler,  Tex;  L.  Dwight 
Holden,  MD,  formerly 
staff  psychiatrist,  Tim- 
berlawn  Psychiatric 
Hospital,  Dallas,  cur- 
rently Chief  Executive 
Officer  and  Medical  Di- 
rector, Laureate  Psychi- 
atric Clinic  and  Hos- 
pital, PO  Box  -1^0207, 
Tulsa,  OK  7-0-17-0202 
Please  send  reprint  re- 
quests to  Dr  Arisco, 
2323  West  Front  St, 
Tyler,  TX  7371 2. 


Method 

Our  study  was  conducted  in  a 206-bed  inpatient  fa- 
cility serving  a large  metropolitan  area.  Seventy- 
seven  percent  of  the  population  is  covered  by  psy- 
chiatric insurance,  and  23%  of  patients  or  their 


Results 

Ihere  were  several  differences  between  this  popula- 
tion and  those  reported  previously  (14  — 20).  The 
age  of  the  population  was  younger:  ovei  11  average 
age  was  24.0  years.  The  average  age  of  patients 
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exposed  to  neuroleptics  was  24.3  years,  and  the 
nonexposure  group’s  average  age  was  23.7  years 
( Fig  1 ).  Patients  with  TD  were  markedly  older  than 
this  (average  age  41.4  years).  This  average  was 
skewed  by  a disproportionate  number  of  cases  of 
TD  in  the  older  age  groups,  but  three  patients  be- 
low the  age  of  35  were  diagnosed  as  having  TD. 

One  notable  finding  was  that  although  no  overt  TO 
was  diagnosed  in  the  children  in  the  sample,  several 
had  minimal  abnormal  movements — including 
some  children  who  had  never  been  exposed  to 
neuroleptics. 

The  majority  of  the  90  patients  exposed  to  neu- 
roleptics in  our  sample  had  been  exposed  to  these 
drugs  for  less  than  one  year.  However,  of  the  pa- 
tients who  had  been  exposed  longer  than  one 
year,  many  had  more  than  5—10  years  of  treat- 
ment ( Fig  1 ). 

Overall  prevalence  rate  of  IT)  was  found  to  be 
5-5%.  This  was  derived  when  five  of  the  90  patients 
ever  exposed  to  neuroleptics  were  judged  to  have 
TO.  One  patient  of  the  83  never  exposed  to  neu- 
roleptics was  judged  to  have  abnormal  movements 
for  a spontaneous  dyskinesia  rate  of  1.2%  (Fig  1 ). 


/.  Selected  characteristics  of  patient  sample  from  a 203-bed  private  psychiatric  hospital 
Thirty  patients  were  not  included  in  the  study,  leaving  I~’3  to  undergo  initial  screening 
with  the  Abnormal  Involuntary  Movement  Scale  (AIMS)  Patients'  average  age  was  2-i  years. 
Average  age  for  those  with  tardive  dyskinesia  was  41.4  years. 


Patient  age  (years ):  8-9 

10-19 

20-29 

30-39  40-49 

50-S9  60-63 

No  patients  in 

each  age  group  2 

73 

63 

23  4 

5 3 

Length  of  exposure 
to  neuroleptics: 

<1  year 

1-2  years 

>2  years 

No.  patients  in  each 
group  (n  = 90) 

SI 

10 

29 

Patients  with  abnormal  movements:* 

Diagnosis 

Sex 

Age 

Neuroleptic  History 

Present  Doset 

Tardive  dyskinesia  ( n = 5 ): 
Schizoaffective  disorder 

F 

28 

1-2  years 

200  mg 

Schizophrenia 

F 

62 

> 2 years 

1,000  mg 

Unipolar  depression 

F 

S8 

> 2 years 

7S  mg 

Schizophrenia 

M 

2S 

> 2 years 

200  mg 

Bipolar  disorder 

F 

34 

> 2 years 

1,000  mg 

Spontaneous  dyskinesia  ( n = 1 
Alcoholic 

): 

M 

63 

None 

None 

*None  wore  dentures 

tin  chlorpromazine  equivalents. 


Interrater  reliability  was  found  to  be  0.57 
(p<0.01  ) on  patients  initially  rated  at  different 
times  by  the  authors  (n  = 49),  but  improved  to  0.92 
(p<0.01 ) when  patients  were  rated  simultaneously 
(n  = 22 ).  This  determination  was  made  using  Pear- 
son’s correlation  coefficient. 

Ninety  patients  had  taken  neuroleptics  at  some 
time  in  their  lives,  and  6l  patients  were  taking  neu- 
roleptics at  the  time  of  the  survey.  Eighty-three 
patients  had  never  been  exposed  to  neuroleptics 
(Fig  2 ).  All  patients  with  schizophrenia  and  schizo- 
affective disorder  had  been  exposed  to  neuroleptics 
as  opposed  to  50%  of  patients  with  affective  dis- 
order. In  this  population,  34%  of  patients  with  per- 
sonality disorder  had  been  exposed  at  some  time  to 
neuroleptics. 

Notably,  severe  TD  (score  of  4)  was  absent  from 
the  population;  all  who  were  diagnosed  with  TD 
had  mild  or  moderate  abnormal  movements,  and 
none  were  more  than  mildly  impaired  by  these 
movements. 

Discussion 

Our  initial  clinical  impression  that  in  the  private 
psychiatric  setting  TD  is  less  prevalent  than  in  the 
general  psychiatric  population  seems  to  have  been 
accurate.  It  is  useful  to  note  that  patients  with  TD 
had  been  exposed  to  longer  neuroleptic  treatment 
and  were  considerably  older  than  the  majority  of 
our  population. 

Further,  there  were  no  patients  in  this  popula- 
tion with  brain  damage  or  mental  retardation — fac- 
tors previously  implicated  in  the  development  of 
TD  (21-24). 

lltree  factors  could  have  influenced  the  outcome 
of  this  study.  First,  although  the  initial  interrater  re- 
liability demonstrates  less  correlation,  when  pa- 
tients were  rerated  simultaneously,  interrater  relia- 
bility did  show  strong  correlation.  It  is  possible  that 
the  raters  scored  “abnormal  movements”  differ- 
ently, but  more  likely  that  this  phenomenon  may  be 
explained  by  the  fact  that  TD  fluctuates  with  time 
in  the  same  patient. 

Secondly,  as  we  did  not  alter  any  patient’s  treat- 
ment during  the  study,  it  is  possible  that  there  were 
cases  of  subclinical  TD  masked  by  current  phar- 
macologic therapy  (25-26). 

Finally,  one  might  hypothesize  that  the  23  pa- 


2.  Diagnoses  for  173  patients  evaluated  for  signs  of  tardive  dyskinesia 


Schizoaffective 

Personality 

Affective 

Organic  Mental 

Sex 

Average 

Disorder 

Schizophrenia 

Disorder 

Disorder 

Disorder* 

Unspecified 

M/F 

Age 

Total 

Neuroleptic  exposure 

10 

23 

30 

23 

3 

1 

50/40 

24.3 

90 

No  neuroleptic  exposure 

0 

0 

57 

23 

1 

2 

42/41 

23.7 

83 

* Specifically  not  mental  retardation  or  brain  damage 
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tients  who  refused  to  consent  to  participate  in  this 
study  could  have  had  over-representation  of  para- 
noid and/or  psychotic  illnesses  necessitating  treat- 
ment with  neuroleptics.  This  is  a serious  considera- 
tion, but  given  the  requirement  for  informed  con- 
sent, there  was  no  obvious  way  to  control  for  this 
factor. 

Conclusion 

Tardive  dyskinesia  appears  to  exist  in  private  psy- 
chiatric populations  to  a significant,  albeit  lesser,  de- 
gree than  in  populations  tested  previously — par- 
ticularly those  in  public  institutions.  Factors  that 
may  account  for  this  are  access  to  psychiatric  ser- 
vices sooner  in  a patient’s  illness;  greater  individual 
psychiatric  attention  with  closer  neuroleptic  moni- 
toring ( ie,  lower  dosages  for  shorter  periods  of 
time );  broader  range  of  ancillary  therapies  besides 
medication;  better  nutrition  and  general  health; 
fewer  brain  damaged  and  mentally  retarded  pa- 
tients; and  greater  family  involvement  and  support. 
Identification  of  patients  at  risk  and  judicious  use  of 
neuroleptics  seem  to  offer  the  most  promise  for  re- 
duction of  the  prevalence  of  TD  at  present  (27-29  ). 
Clinical  judgment  must  be  used  to  weigh  the  risks 
of  potentially  serious  side  effects  like  TD  with  the 
benefits  that  neuroleptics  may  offer  in  the  manage- 
ment of  chronic  mental  illness.  Our  hope  for  the  fu- 
ture is  drugs  that  may  eliminate  symptoms  (perhaps 
more  specific  dopaminergic  blockers  that  spare  the 
nigrostriatal  pathways  (30—32)  without  the  side 
effects  of  our  current  neuroleptic  armamentarium. 
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Doctors  and  bereaved 
parents 


This  article  examines  the  role  of  physicians  in 
caring  for  bereaved  parents  and  the  trends  in  our 
society  which  may  make  the  doctor’s  role  crucial 
It  identifies  the  special  issues  in  parental  bereave- 
ment (as  opposed  to  other  types  of  loss)  and  dis- 
cusses the  nature  of  the  healing  process,  outlining 
“normal”  grief  and  the  characteristics  of  those  par 
ents  who  cope  the  best  Finally,  it  gives  the  doctor 
suggestions  for  actions  which  will  decrease  mor- 
bidity in  the  parents  and  enhance  his  skills  as  a 
physician  and  human  being. 

KEY  WORDS:  BEREAVEMENT,  PARENTAL,  DEATH  OF  A CHILD; 
GRIEF  COUNSEUNG  BY  PHYSICIANS. 


Grief  fills  the  room  up  of  my  absent  child. 

Lies  in  his  bed  walks  up  and  down  with  me, 
Puts  on  his  pretty  looks,  repeats  his  words. 
Remembers  me  of  all  bis  gracious  parts. 

Stuffs  out  his  vacant  garments  with  his  form: 
Then  have  I reason  to  be  fond  of  grief 

— Shakespeare  (King  John,  Act  III,  Scene  4) 

n absent  child.  A dead  child.  What  death, 
short  of  our  own,  takes  more?  A partner,  in- 
tertwined though  our  lives  may  be,  is  not 
us.  Our  child  is — a link  to  the  future,  a form  of 
immortality. 

Physicians,  when  faced  with  bereaved  parents, 
too  often  miss  that  point.  They  sometimes  fail  to 
realize  that  the  parents’  grief  is  what  they  have  left 
of  their  child.  It  fills  the  empty  place;  it  is  their 
companion.  Doctors  may  say,  ‘Tou  must  put  this 
behind  you.  You  must  get  over  it.”  In  acute  bereave- 
ment, to  put  away  grief  is  to  give  up  what’s  left  of 
their  child.  And,  although  doctors  speak  out  of 
concern,  they  may  be  salting  the  wound. 

The  healing  process 

Much  has  been  written  about  the  stages  of  grief 
and  of  dying.  Often,  these  stages  are  applied  too 
arbitrarily.  We  anticipate  a lock-step  progression 
through  what,  in  reality,  is  a process  with  many 
normal  setbacks  and  digressions.  Just  as  no  one’s 
pulse  is  a constant  72,  no  one  proceeds  through 
grief  without  some  detours  and  tangents.  It  is  only 
in  the  average  sense  that  we  progress  through  tasks 
such  as  accepting  the  reality  of  the  loss,  experienc- 
ing the  pain  of  grief,  and  adjusting  to  an  environ- 
ment in  which  the  deceased  is  missing,  withdrawing 
emotional  energy,  then  reinvesting  it  in  another 
relationship  ( 1 ). 

In  a wise  and  empathic  letter  to  his  friend,  Bin- 
swanger  (whose  son  had  died),  Freud  wrote,  “We 


find  a place  for  what  we  lose.  Although  we  know 
that  after  such  a loss  the  acute  stage  of  mourning 
will  subside,  we  also  know  that  we  shall  remain 
inconsolable  and  will  never  find  a substitute.  No 
matter  what  may  fill  the  gap,  even  if  it  be  filled  com- 
pletely, it  nevertheless  remains  something  else”  (2). 

Although  the  ability  to  love  again  is  the  ine  qua 
non  of  successful  mourning,  Freud’s  letter  demon- 
strates that  it  does  not  necessarily  mean  replace- 
ment of  the  lost  object.  It  is  far  too  easy  to  miss  this 
point,  to  say  to  parents,  ‘Tou’re  lucky.  You  have  (or 
can  have ) more  children.”  We  should  listen  to  our- 
selves. What  we  are  saying  is  both  wrong  and  dis- 
counting. The  hidden  messages  are  “People  are 
interchangeable”  and  “You  aren’t  really  entitled 
to  the  way  you  feel.” 

Loving  again  means  giving  something  back  to  the 
world.  It  means  sharing  the  positive  and  good  things 
of  our  lives  with  our  fellow  creatures.  It  may  mean 
altruism.  Many  parents  find  a forum  for  this  in  Com- 
passionate Friends,  the  support  group  for  bereaved 
parents.  In  giving  solace  to  others,  they  are  con- 
soled themselves.  Many  parents  find  a way  to  me- 
morialize their  child,  forming  organizations  such 
as  Mothers  Against  Drunk  Driving  or  establishing 
scholarships  in, their  child’s  name.  Sometimes  their 
altruism  is  a simple  act  of  kindness,  performed 
“to  give  unto  them  beauty  for  ashes  ” (Isaiah  6l : 3). 

Since  Compassionate  Friends  and  groups  like  Sur- 
vivors of  Suicide  may  play  such  an  important  role 
in  the  healing  process,  doctors  should  be  well  in- 
formed about  them.  We  should  know  the  name  and 
number  of  each  group’s  contact  person,  and  ideally, 
we  should  know  some  specifics  about  how  they 
work.  As  we  know  from  other  patients,  compliance 
is  directly  related  to  how  much  and  in  what  way 
information  is  related.  A weak  “I’ve  heard  some 
people  find  this  helpful  ” is  not  likely  to  motivate 
parents  to  get  out  and  try  these  groups.  They 
need  to  know  that  the  principles  and  format  of  the 
groups  will  allow  them  to  remain  silent  if  they  wish 
They  need  to  hear  the  pragmatic  reasons  for  going, 
ie,  everyone  there  has  survived  this  loss  and  they 
may  learn  some  things  that  will  help  them  survive 
as  well. 

Some  parents  will  seek  to  avoid  discussion  of 
their  child  or  act  as  though  “nothing  has  happened.” 
This  reaction  is  almost  always  a sign  of  poor  coping, 
and  physicians  who  collude  with  these  parents  in 
their  emotional  denial  may  be  allowing  years  of 
complicated  bereavement  to  ensue.  Perhaps  we 
worry  too  much  about  discussing  the  death  of  the 
child,  fearing  that  the  parents  will  develop  a mor- 
bid preoccupation  with  their  loss.  However,  pre- 
occupation may  be  the  norm  for  bereaved  parents, 
and  it  may  well  last  a year  or  two  without  being 
pathological.  The  criterion  for  good  preoccupation 
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( which  leads  to  mastery  ) versus  bad  preoccupation 
(which  signals  poor  coping)  is  the  persistence  of 
depression  ( 3 )• 

In  fact,  one  interesting  study  showed  that  parents 
who  were  going  to  adapt  well  did  so  fairly  quickly. 
The  test  was  not  how  long  they  grieved,  but  rather 
how  they  functioned  during  that  process.  Parents 
examined  at  six-month  intervals  always  broke  into 
high-adaptation  and  low-adaptation  groups.  The 
child’s  age  and  sex  were  not  related,  and  though 
there  was  a tendency  for  better  adaptation  in  those 
parents  whose  child  was  ill  for  a longer  period  of 
time  ( as  opposed  to  a short  illness  leading  to 
death ),  this  was  not  statistically  significant  ( 4 ). 

Those  parents  who  possess  a consistent  philoso- 
phy/theology/cosmology of  life  also  seem  to  fare 
better.  Most  frequently,  this  takes  the  form  of  reli- 
gious belief  Parents  who  fall  into  this  group  may 
describe  a sense  of  growth  and  personal  change  as  a 
result  of  their  bereavement.  They  report  such  things 
as  increased  empathy  for  others,  improvement  of  in- 
timate relations,  and  changes  in  beliefs  about  what 
is  meaningful  and  important  in  life.  Such  existential 
changes  represent  very  good  coping  skills  ( 3 ). 

Those  parents  who  fail  to  return  to  their  pre- 
morbid  level  of  functioning  often  have  developed 
an  intervening  depression  and  may  require  antide- 
pressants and/or  psychotherapy.  A word  of  caution 
though,  about  prescribing  antidepressants  for  be- 
reaved parents.  Although  the  judicious  use  of  ben- 
zodiazepines for  sleep  may  be  indicated,  anxiolytics 
and  antidepressants  probably  are  overprescribed. 
They  convey  a message  of  abnormality  and  may 
complicate  the  grieving  process  by  delaying  the 
affective  experiences  parents  must  go  through.  In 
the  worst  of  circumstances,  they  are  treating  the 
treater,  ie,  relieving  the  anxiety  and  sorrow  of  doc- 
tors who  cannot  tolerate  the  parents’  pain. 

The  physician’s  role 

It  seems  an  immense  task  to  help  those  parents 
through.  But  it  is  really  an  accumulation  of  small 
things,  human  things.  It  is  attending  the  child’s  fu- 
neri,  writing  a letter,  giving  whatever  information 
is  asked  for,  without  explaining  or  justifying.  It  is 
saying  “I’m  sorry”  and  then  sharing  the  silence.  It  is 
that  most  undervalued  form  of  communication — 
touching.  When  we  are  bereaved,  we  want  the 
touch  of  our  own  kind.  One  of  the  most  wrenching 
facts  of  any  loss  is  our  inability  to  touch  the  one  we 
have  lost  ever  again.  In  grief  and  pain,  we  revert  to 
the  tactile  world  of  our  beginnings. 

Our  continued  availability,  at  the  time  of  the 
death  and  later,  often  makes  a significant  difference 
in  how  the  parents  fare.  Instead  of  sympathy,  they 
often  need  an  educated  listener.  During  their  office 
visits,  we  need  to  ask  open-ended  questions,  like 
“How  are  you  coping?”  We  need  to  schedule  check- 


ups, ie,  blood  pressure,  sugar  levels,  etc,  and  allow 
enough  time  to  talk.  We  need  to  consider  giving 
them  our  home  phone  numbers;  they  will  seldom,  if 
ever,  abuse  the  privilege.  We  should  not  isolate 
them  more  than  their  grief  already  has.  We  should 
be  aware  of  siblings  and  grandparents;  they  often 
need  special  attention,  too  ( 5 ). 

Much  of  our  difficulty  in  handling  these  matters 
derives  from  medical  and  societal  trends.  The  low- 
ering of  infant  mortality  and  improvements  in  the 
treatment  of  childhood  disease  make  the  death  of  a 
child  a relatively  uncommon  event.  There  has  been 
an  even  deeper  shift  in  how  we,  as  a society,  view 
death.  It  has  become  an  obscenity,  and  our  profes- 
sional task  has  become  its  conquest.  Its  sordid  busi- 
ness is  now  conducted  away  from  home,  and 
everybody  would  like  to  sweep  it  under  the  rug  en- 
tirely. This  avoidance  takes  its  toll  on  our  humanity. 
When  death  loses  its  rightful  place  in  our  day-to-day 
existence,  we  no  longer  pay  our  respects.  We  pre- 
tend nothing  truly  happens,  and  we  fail  to  accord 
the  bereaved  their  special  status,  one  worthy  of  our 
respect  and,  perhaps,  even  awe. 

Doctors  who  could  not  save  their  little  patient 
may  think  they  have  failed.  They  may  be  worried 
about  lawsuits.  They  may  not  know  what  to  say. 

They  may  avoid  the  parents,  be  brusque  with  them, 
or  speak  medicobabble.  ITiey  may  tell  themselves, 
“The  best  thing  is  to  leave  them  alone.”  They  may 
use  euphemisms,  ostensibly  to  protect  the  parents’ 
feelings,  but  in  reality  to  maintain  their  own  emo- 
tional equilibrium.  How  hard  it  is  to  admit  that  we 
are  all  helpless  in  an  ultimate  sense.  How  frighten- 
ing to  think,  “There,  but  for  the  grace  of  God,  go  I.” 

The  parents’  anger  may  terrify'  doctors.  They  may 
not  know,  any  more  than  the  parents  know,  that 
anger  is  a normal  part  of  bereavement.  They  may 
become  defensive,  not  realizing  that  the  blast  only 
came  in  their  direction  because  they  were  there. 

We  need  to  be  aware  that  health  problems  and 
marital  difficulties  are  not  uncommon  to  these 
parents.  One  study,  done  at  Stanford  University, 
showed  that  70%  of  the  parents  whose  children  had 
died  of  leukemia  were  divorced  within  the  subse- 
quent two-year  period.  This  has  not  been  replicated 
widely,  and  the  overall  statistics  for  the  marriages  of 
bereaved  parents  are  probably  not  this  grim.  It  does, 
however,  point  out  the  tremendous  marital  strain 
that  may  occur,  and  physicians  should  be  aware  of 
this,  referring  the  parents  for  marital  therapy  when 
it  seems  indicated. 

Finally,  there  is  a lesson  for  us  arising  from  a new 
source — the  burgeoning  field  of  psychoneuroim- 
munology. In  studying  the  effects  of  stress  on  the 
immune  response,  we  refocus  on  our  healing  role  as 
physicians.  Though  the  research  itself  is  often  con- 
troversial, it  validates  old-fashioned  notions,  such  as 
the  fact  that  an  infusion  of  love,  support,  and  hope 
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from  others  can  be  lifesaving  when  our  strength  is 
at  its  lowest  ebb  (6). 

For  bereaved  parents,  physicians  may  be  a pri- 
mar\’  source  of  these  supplies.  Our  readiness  to  be 
human  and  to  abide  with  them  may  make  the  differ- 
ence between  years  of  illness  and  silent  suffering 
and  years  of  health  and  productive  living.  We  have 
an  opportunity  to  be  true  healers  and  to  deal  with 
“love,  courage,  altruism,  mystery,  and  awe — the 
human  essence  of  our  work.  Medicine  is  a human 
experience,  propelled  forward  by  science  but 
guided  by  love”  (7). 

To  share  the  very'  human  experience  of  bereave- 
ment with  the  parents  is  to  grow  in  the  art  of 
medicine.  And,  in  an  ultimate  sense,  it  is  to  grow 
as  human  beings,  to  become,  as  Wordsworth  put 
it  (8): 
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About  half  of  all  breast  cancer  patients  do  not 
have  axillary’  nodal  involvement  at  the  time  of  di- 
agnosis, and  this  fraction  will  become  even  larger 
as  more  women  participate  in  screening  mam- 
mography programs.  Recently  completed  trials  of 
limited  surgery  have  changed  the  primary’  man- 
agement of  node-negative  disease  for  many  women. 
Now,  early  results  from  a number  of  carefully  con- 
trolled clinical  trials  suggest  ways  in  which  the 
approach  to  adjuvant  treatment  of  this  disease  can 
be  improved. 

KEY  WORDS:  BREAST  CANCER,  ADJUVANT  THERAPY,  PROG- 
NOSTIC FACTORS. 


Attempts  to  demonstrate  the  efficacy  of  adju- 
vant chemotherapy  in  node-negative  breast 
cancer  have  lagged  behind  similar  trials  con- 
ducted among  women  with  Stage  II  (node-positive) 
disease.  This  delay  resulted  from  the  recognition 
that  women  whose  breast  cancer  had  not  yet  spread 
to  axillary  nodes  had  a relatively  good  prognosis. 
Nonetheless,  this  is  not  a “benign”  disease,  and 
many  lives  could  potentially  be  saved  by  effective 
adjuvant  therapy.  Following  surgical  treatment 
alone,  between  20%  and  35%  of  women  with  node- 
negative breast  cancer  die  within  ten  years.  The 
American  College  of  Surgeons  has  reported  a 19% 
recurrence  rate  at  five  years  in  a survey  of  more 
than  12,000  node-negative  breast  cancer  patients, 
and  the  National  Surgical  Adjuvant  Breast  Project 
(NSABP)  has  reported  a 20%  to  30%  relapse  rate  at 
five  years  in  its  trials  (1,2).  For  these  women,  the 
promise  of  cure  with  early  detection  and  diagnosis 
was  broken. 

Clearly,  a sizeable  subset  of  women  with  node- 
negative disease  are  destined  to  relapse.  Just  as 
clearly,  however,  most  women  with  node-negative 
breast  cancer  are  cured  by  the  primary  treatment 
modalities  of  surgery  and  radiation  therapy.  One 
goal  of  current  research  in  this  area  has  thus  been 
to  identify  prognostic  markers  that  can  prospec- 
tively assign  patients  to  high-  or  low-risk  groups. 
Systemic  therapy  could  then  be  directed  to  high- 
risk  patients,  sparing  most  node-negative  patients 
needless  toxicity. 

Even  if  high-risk  patients  could  be  identified,  it 
does  not  immediately  follow  that  these  women 
would  necessarily  benefit  from  adjuvant  therapy. 
This  second  question — efficacy — has  been  partially 
answered  by  two  generations  of  clinical  trials.  Long- 
term results  are  available  from  the  first  genera- 
tion, and  suggest  that  adjuvant  chemotherapy  is 
marginally  useful  when  given  to  unselected  node- 
negative patients.  The  second  generation  trials  in- 
cluded only  those  node-negative  women  thought  to 
be  at  increased  risk  of  relapse  on  the  basis  of  other 


prognostic  factors.  Preliminary  results  from  these 
trials  are  now  available,  and  show  that  adjuvant 
chemotherapy  is  indeed  beneficial  for  some  women. 
The  efficacy  of  adjuvant  hormonal  therapy  in  node- 
negative breast  cancer  has  been  concurrently  tested 
in  large,  placebo-controlled  trials,  and  also  found 
effective  for  some  women. 

On  the  basis  of  both  prognostic  considerations 
and  published  clinical  trials,  rational  recommenda- 
tions can  be  made  for  the  adjuvant  treatment  of  some 
women  with  node-negative  breast  cancer.  These 
recommendations  do  not,  however,  supersede  the 
need  for  continuing  clinical  research. 

Prognostic  ffictors 

ESTROGEN  RECEPTOR  CONTENT 
In  Stage  II  (node-positive)  breast  cancer,  tumors 
that  contain  detectable  estrogen  receptors  (ER) 
have  a better  prognosis  than  ER-negative  tumors.  In 
node-negative  breast  cancer,  however,  there  is  some 
controversy  on  this  point. 

The  Milan  Cancer  Institute  has  followed  464  node- 
negative breast  cancer  patients  who  received  only 
local  therapy  (3).  After  five  years,  37%  of  the  ER- 
negative,  but  only  20%  of  the  ER-positive  patients 
had  relapsed.  In  the  NSABP  trial  B-06,  the  ER  con- 
tent was  determined  in  821  node-negative  patients 
(4).  At  five  years,  34%  of  ER-negative  and  26% 
of  ER-positive  patients  had  relapsed.  Pearson  et  al 
have  reported  similar  rates  in  507  node-negative  pa- 
tients: 16%  of  ER-positive  tumors,  and  33%  of  ER- 
negative  tumors  had  relapsed  within  five  years  (5). 
Finally,  in  the  San  Antonio  database,  consisting  of 
1,647  node-negative  patients,  estrogen  receptor 
content  was  the  most  important  predictor  of  dis- 
ease-free survival  (6). 

While  these  results  are  consistent,  some  smaller 
studies  have  reported  disease-free  survival  differ- 
ences as  high  as  64%  between  ER-positive  and  ER- 
negative  tumors,  while  others  have  noted  no  differ- 
ence at  all  ( 4 ).  In  general,  ER-positive  patients  seem 
to  have  a disease -free  and  overall  survival  advantage. 
This  difference  is  highly  statistically  significant  in 
large  studies,  but  the  magnitude  of  the  difference  in 
prognosis  relative  to  receptor  status  is  not  great.  It 
is  also  obvious  that  some  ER-positive  patients  re- 
lapse, and  that  many  ER-negative  patients  do  not. 
Thus,  consideration  of  ER  status  alone  is  unsatisfac- 
tory as  a guide  to  systemic  interventions  for  individ- 
ual patients  with  node-negative  breast  cancer. 

TUMOR  SIZE 

In  the  San  Antonio  database,  the  size  of  the  primary 
tumor  and  ER  content  were  the  only  two  significant 
predictors  of  relapse  in  node-negative  breast  cancer 
(6).  In  separate  series  from  the  NSABP,  the  ACS,  and 
Milan,  the  five-year  risk  of  relapse  was  8%  to  1 3% 
for  tumors  less  than  2 cm  in  diameter,  and  19%  to 
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27%  for  larger  primary  lesions  ( 1,7,8).  ITius,  there 
is  a consistent  trend  for  larger  tumors  to  have  a 
higher  relapse  rate. 

TUMOR  DIFFERENTIATION 

The  microscopic  appearance  of  node-negative  breast 
cancer  may  also  provide  clues  to  its  potential  for 
subsequent  relapse.  In  a review  of  279  such  patients 
treated  by  radical  mastectomy  as  part  of  NSABP 
protocol  B-04,  Fisher  was  able  to  correlate  poorly 
differentiated  tumor  histology  and  germinal  center 
predominance  in  the  (uninvolved)  axillary  lymph 
nodes  with  a higher  risk  of  relapse  at  ten  years  (9). 
Recently,  in  a similar  review  of  1,157  node-negative 
patients  treated  by  surgery  with  or  without  local 
radiotherapy  by  the  same  group,  nuclear  grade 
emerged  as  the  most  important  and  only  indepen- 
dent prognostic  factor  when  it  was  compared  to  ER 
status  and  tumor  size  by  multivariate  analysis  (4). 

In  both  of  these  NSABP  studies,  all  pathological 
grading  was  performed  by  a single  pathologist.  Un- 
fortunately, there  is  a high  degree  of  interobserver 
variability  when  these  characteristics  are  examined 
by  other  pathologists,  which  limits  the  general  ap- 
plication of  the  NSABP  findings  (10).  Given  this 
difficulty,  and  since  nuclear  and  histological  grading 
are  essentially  attempts  to  predict  the  biological  ag- 
gressiveness of  a tumor,  others  have  turned  to  more 
objective,  quantitative  measurements  of  tumor  cell 
biology. 

THYMIDINE  LABELING 

The  percentage  of  cells  in  a fresh  tumor  specimen 
that  will  incorporate  radiolabeled  thymidine  has 
been  used  as  a measure  of  the  fraction  of  tumor 
cells  engaged  in  DNA  synthesis,  ie,  in  S-phase  of  the 
cell  cycle.  In  experimental  models,  the  S-phase  frac- 
tion correlates  directly  with  the  rate  of  tumor  cell 
proliferation.  The  hypothesis  was  raised  that  it  might 
also  correlate  with  .tt>c  prognosis  of  breast  cancer 
patients. 

Meyer  et  al  found  that  among  117  node-negative 
breast  cancers,  the  median  thymidine  labeling  index 
(TLI)  was  4.55%,  and  that  patients  whose  tumors 
had  TLIs  higher  than  the  median  had  significantly 
worse  disease-free  survival  than  those  with  lower 
TLIs.  This  difference  was  independent  of  ER  status 
(11).  The  four-year  disease-free  survival  was  85% 
for  low  TLI  patients  but  only  50%  for  those  with  a 
high  TLI. 

These  results  have  been  confirmed  by  Silvestrini 
et  al  from  Milan  (12).  High  TLI  was  the  most  signifi- 
cant, and  only  independent,  predictor  of  relapse 
when  TLI,  estrogen  receptor  status,  and  tumor  size 
were  compared  in  a multivariate  analysis  involving 
215  node-negative  patients.  Five  year  relapse -free 
survival  again  was  85%  for  low  TLI  patients  and 
62%  for  those  with  a high  TLI.  In  this  study,  how- 


ever, high  TLI  was  defined  as  a value  above  the  me- 
dian of  4.6%  for  premenopausal  patients;  for  post- 
menopausal patients,  the  median  cut-off  value  was 
only  1.4%.  ITiis  suggests  that  median  values  must  be 
established  for  each  laboratory’  and  for  critical  pa- 
tient subsets.  A more  important  limitation  is  that 
fresh  tumor  specimens  must  he  studied  at  the  time 
of  surgery  to  determine  the  TLI,  precluding  the 
shipment  of  specimens  to  a central  laboratory  for 
analysis. 

FLOW  CYTOMETRY 

By  measuring  the  DNA  content  of  individual  tumor 
cells,  flow  cytometry  can  also  be  used  to  estimate 
the  fraction  of  cells  in  S-phase.  Importantly,  fresh, 
frozen,  or  even  paraffin-embedded  tumor  specimens 
can  be  studied,  permitting  shipment  of  tumors  to 
reference  laboratories  or  retrospective  studies  of  ar- 
chival specimens.  Flow  cytometry'  can  also  be  used 
to  detect  tumors  with  abnormal  stemline  DNA  con- 
tent or  aneuploidy.  In  a recent  study  of  606  node- 
negative patients,  both  aneuploidy  and  a high  frac- 
tion of  cells  in  S-phase  were  strongly  associated 
with  early  relapse  (13).  Neither  tumor  size  nor 
estrogen  receptor  status  had  independent  prog- 
nostic significance  in  this  group  of  patients  once  S- 
phase  fraction  and  ploidy  status  were  known.  These 
results  suggest  that  cell  cycle  distribution  and  DNA 
content  are  important  biological  predictors  of  be- 
havior in  node-negative  breast  cancer.  Prospective 
clinical  trials  of  these  and  other  prognostic  factors 
should  definitely  answer  this  question.  Standardiza- 
tion of  DNA  flow  cytometry'  analytical  techniques  as 
well  as  laboratory  quality’  assurance  programs  will 
be  required  before  this  technology'  becomes  widely 
available. 

Clinical  trials 

FIRST-GENERATION  STUDIES 
Several  early  studies  of  adjuvant  therapy  of  breast 
cancer  included  both  node-negative  and  node- 
positive patients.  Long-term  results  from  these  stud- 
ies are  available,  and  the  effects  of  adjuvant  therapy 
in  the  node-negative  women  can  be  estimated  only 
by  subgroup  analysis.  Unfortunately,  these  women 
were  not  selected  on  the  basis  of  any  of  the  prog- 
nostic factors  discussed  above,  and  so  any  differ- 
ences in  survival  between  treatment  and  observa- 
tion have  been  minimized  by  the  inclusion  of  many 
women  who  had  a good  prognosis  regardless  of 
therapy. 

One  of  the  earliest  large  trials  of  adjuvant  chemo- 
therapy was  conducted  by  the  Scandinavian  Adju- 
vant Chemotherapy  Study  Group,  which  random- 
ized patients  between  a one-week  perioperative 
course  of  cyclophosphamide  or  observation  alone 
following  mastectomy  ( l4).  Six  hundred  .sixty-eight 
node-negative  patients  were  included  in  this  trial. 
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Since  18%  of  all  patients  did  not  undergo  surgical 
staging  of  the  axilla,  it  is  possible  that  some  of  these 
668  actually  had  clinically  occult  axillary  metasta- 
ses.  Nonetheless,  a 7%  improvement  in  disease-free 
survival  was  observed  in  patients  receiving  chemo- 
therapy, an  advantage  still  evident  even  after  20 
years  of  follow-up  ( 1 5 ).  A similar  advantage  in  over- 
all survival  was  also  apparent  in  the  treated  group. 

The  Swiss  OSAKO  06/74  trial  included  122  node- 
negative patients  (16).  After  undergoing  mastec- 
tomy, 57  patients  received  a six-month  program  of 
oral  chlorambucil,  methotrexate,  and  5-fluorouracil. 
Compared  to  the  65  untreated  node-negative  pa- 
tients, those  who  received  chemotherapy  enjoyed  a 
significant  improvement  in  relapse -free  survival  for 
the  first  five  years  and  in  overall  survival  for  the  first 
eight  years.  After  these  time  points,  the  survival 
curves  draw  together,  suggesting  that  recurrences 
were  delayed  rather  than  prevented.  In  contrast,  the 
West  Midlands  trial  could  not  detect  any  difference 
when  226  node-negative  patients  who  received  a 
similar  postoperative  regimen  were  compared  to 
24 1 untreated  control  patients  (17).  These  negative 
results  might  be  attributable  to  the  difference  in  the 
intensity  of  the  two  chemotherapy  programs.  ( Dose 
intensity  has  been  shown  retrospectively  to  corre- 
late with  the  success  of  adjuvant  chemotherapy  in 
node-positive  breast  cancer. ) The  West  Midlands 
program  contained  less  than  one  third  as  much 
chlorambucil  as  the  more  intensive  OSAKO  study. 

A series  of  randomized  trials  that  included  a total 
of  378  node-negative  breast  cancer  patients  have 
been  reported  from  Leningrad  (18).  When  com- 
pared to  untreated  controls,  the  patients  who  re- 
ceived six  months  of  adjuvant  cyclophosphamide, 
methotrexate,  and  5-fluorouracil  (CMF)  enjoyed 
a small  but  significant  reduction  in  the  risk  of  recur- 
rence. A trend  towards  improved  overall  survival  in 
treated  patients  was  not  statistically  significant. 

Japanese  investigators,  in  studies  involving  281 
node-negative  women,  noted  slight  improvements 
in  disease-free  survival  associated  with  the  adjuvant 
use  of  either  cyclophosphamide,  mitomycin-C,  or 
both  drugs  in  combination  (19).  These  differences 
were  not  significant  when  compared  to  concurrent 
untreated  control  patients.  Finally,  weekly  Thiotepa 
given  for  one  year  resulted  in  a minor  survival  bene- 
fit when  compared  to  no  adjuvant  treatment  in  a 
study  that  included  only  62  patients  (20). 

These  first-generation  trials  were  marred  by  sev- 
eral problems:  unsuspected  imbalances  in  prog- 
nostic factors  might  have  been  overlooked  in  subset 
analyses,  several  of  these  studies  contained  small 
numbers  of  node-negative  patients,  and  suboptimal 
chemotherapy  was  frequently  employed.  Nonethe- 
less, the  mixed  results  suggest  an  overall  trend  to- 
ward an  improvement  in  disease -free  survival  with 
treatment. 


SECOND-GENERATION  STUDIES 
Based  on  these  early  leads  and  the  growing  recogni- 
tion that  node-negative  breast  cancer  was  not  a “be- 
nign” disease,  a second  generation  of  trials  was 
launched.  An  attempt  was  made  to  limit  treatment 
to  high-risk  subsets  of  node-negative  patients,  ie, 
those  with  large  or  ER-negative  primary  tumors. 
Preliminary  results  are  available  from  three  of  these 
studies. 

The  Milan  group  randomized  89  ER-negative, 
node-negative  women  between  a nine-month  course 
of  adjuvant  CMF  and  no  treatment  following  sur- 
gery. At  four  years  there  was  a major  benefit  in  both 
disease-free  survival  and  overall  survival  associated 
with  treatment  (21).  This  study  has  been  criticized 
both  because  of  a small  enrollment  and  because  the 
control  group  has  suffered  an  unexpectedly  high  re- 
lapse rate  of  50% . 

NSABP  protocol  B-13  randomized  74 1 ER-nega- 
tive,  node-negative  patients  between  observation 
after  surgery  and  a program  of  monthly  methotrex- 
ate, 5-fluorouracil,  and  citrovorum  factor  for  one 
year.  With  a median  follow-up  of  four  years,  relapses 
have  occurred  in  29%  of  control  patients  but  only 
20%  of  those  who  received  adjuvant  therapy.  This 
represents  a 3 1 % proportional  reduction  among  the 
cohort  at  risk  for  early  relapse.  Benefit  was  observed 
in  both  pre-  and  postmenopausal  patients. 

An  intergroup  trial  involving  the  Eastern  Co- 
operative Oncology  Group,  the  Southwest  Oncol- 
ogy Group,  and  the  Cancer  and  Leukemia  Group  B 
randomized  422  node-negative  patients  between  a 
six-month  course  of  CMF  plus  prednisone  and  ob- 
servation alone.  Only  patients  with  ER-negative  tu- 
mors, or  ER-positive  tumors  greater  than  3 cm  in 
diameter  were  eligible.  After  a three-year  median 
follow-up,  33%  of  control  patients,  but  only  16%  of 
treated  patients  had  relapsed.  Treatment  benefit  was 
observed  regardless  of  ER  or  menopausal  status. 
Thus,  one  third  of  all  patients  in  this  trial  were  at 
risk  for  early  relapse,  and  half  of  these  early  relapses 
were  prevented  by  adjuvant  therapy. 

ADJUVANT  HORMONAL  THERAPY 
Fhere  has  also  been  considerable  interest  in  the  use 
of  the  antiestrogen  tamoxifen  as  adjuvant  therapy 
in  node-negative  breast  cancer  patients.  This  has  re- 
sulted from  the  clearly  demonstrated  efficacy  of 
tamoxifen  in  the  adjuvant  treatment  of  ER-positive, 
postmenopausal  women  with  node-positive  disease. 

The  Nolvadex  Adjuvant  Trial  included  604  post- 
menopausal node-negative  breast  cancer  patients 
(22).  These  patients  were  randomized  between  a 
two-year  course  of  tamoxifen  or  no  further  treat- 
ment after  mastectomy.  After  45  months,  there  were 
50  relapses  in  the  tamoxifen  arm  and  73  in  the  ob- 
servation arm,  a significant  difference.  Unfortunately 
ER  status  was  determined  for  less  than  half  of  the 
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patients  enrolled  in  this  study. 

The  recently  reported  Scottish  trial  differed  in 
that  tamoxifen  was  prescribed  for  five  years  instead 
of  two  years  in  the  treatment  arm.  Tamoxifen  was 
also  prescribed  as  initial  treatment  for  relapses  oc- 
curring in  the  observation  arm  (23).  A total  of  377 
node-negative  patients  received  adjuvant  tamoxifen 
while  374  similar  patients  were  observed  until  re- 
lapse. After  a follow-up  period  of  at  least  2.5  years 
there  was  a highly  significant  improvement  in  dis- 
ease-free survival,  and  a statistically  significant  im- 
provement in  survival  associated  with  treatment. 

In  numerous  North  American  trials  involving 
women  with  node-positive  disease,  the  benefits  of 
adjuvant  tamoxifen  have  been  limited  to  women 
with  ER-positive  tumors.  The  NSABP  trial  B-l4  of 
hormonal  adjuvant  therapy  in  node-negative  breast 
cancer  was  therefore  limited  to  women  with  ER- 
positive  tumors.  A total  of  2,644  such  patients  were 
randomized  between  a five-year  course  of  tamoxifen 
or  placebo.  After  four  years  of  follow-up,  23%  of 
patients  receiving  placebo  and  1 8%  of  those  receiv- 
ing tamoxifen  had  relapsed,  a modest  but  statis- 
tically significant  difference.  The  observed  benefit 
was  similar  in  premenopausal  and  postmenopausal 
patients. 

Current  recommendations 

Three  points  should  be  obvious  from  the  above 

review: 

1.  Most  women  with  node-negative  breast  cancer 
will  not  relapse. 

2.  Those  women  at  higher  risk  for  early  relapse 
can  be  predicted,  though  imperfectly,  by  currently 
available  prognostic  markers. 

3.  Adjuvant  chemotherapy  or  hormonal  therapy 
can  prevent  or  delay  some  of  the  relapses  seen  in 
this  high-risk  group.  The  ultimate  survival  implica- 
tions of  treatment,  as  well  as  the  long-term  toxicity 
of  this  approach,  will  require  longer  follow-up. 

With  these  points  in  mind,  the  following  recom- 
mendations are  directed  at  women  who  are  not  eli- 
gible or  who  cannot  be  enrolled  in  the  next  gen- 
eration of  clinical  trials. 

The  first  step  in  deciding  whether  a given  women 
should  receive  treatment  is  to  gather  as  much  prog- 
nostic information  as  possible  about  her  tumor  ( Eig 
1 ).  The  relative  importance  of  these  characteristics 
is  not  yet  clearly  known,  and  so  each  must  be  given 
weight.  Estimates  of  prognosis  and  potential  treat- 

I.  Prognostic  factors  in  node-negative  breast  cancer. 

Estrogen  receptor  status 
Tumor  size 
Histologic  grade 
Nuclear  grade 
S-phase  fraction 
DNA  aneuploidy 


ment  benefits  must  than  be  discussed  with  each 
patient. 

Tumors  that  are  at  risk  for  early  relapse  because 
they  are  ER-negative,  larger  than  3 cm,  poorly  differ- 
entiated, aneuploid,  or  have  a high  S-phase  fraction 
might  be  considered  for  adjuvant  combination 
chemotherapy.  Multiple  risk  factors  should  make 
the  consideration  of  adjuvant  systemic  therapy  even 
stronger. 

On  the  other  hand,  patients  with  ER-positive 
node-negative  breast  cancer  might  be  considered 
for  treatment  with  tamoxifen,  especially  if  the  tu- 
mor is  not  large  and  has  a diploid  DNA  content. 

This  approach  might  be  especially  reasonable  for 
women  in  whom  underlying  diseases  would  compli- 
cate cytotoxic  therapy. 

An  argument  can  also  be  made  to  not  give  ad- 
juvant therapy  to  certain  patients,  such  as  those  with 
small,  ER-positive,  diploid  tumors  with  a low  S-phase 
fraction,  who  have  the  lowest  risk  for  recurrence. 

It  must  be  stressed  that  these  are  tentative  recom- 
mendations, partly  based  on  early  analyses  of  re- 
cently completed  trials.  Longer  follow-up  periods 
will  be  needed  to  learn  whether  these  initial  treat- 
ment advantages  will  be  maintained  and  then  trans- 
lated into  survival  differences. 

Future  directions 

The  first  goal  of  clinical  research  in  this  field  must 
be  to  improve  on  the  selection  of  appropriate  pa- 
tients to  receive  adjuvant  therapy.  The  best  adjuvant 
treatment  for  node-negative  women  who  are  not 
destined  to  relapse  will  always  be  no  treatment 
at  all.  The  challenge  is  to  accurately  identify  this 
subset. 

Toward  this  end,  newly  recognized  prognostic 
factors  such  as  S-phase  fraction  and  aneuploidy  are 
being  studied  prospectively  in  women  participating 
in  randomized  trials  of  adjuvant  therapy.  In  the 
Milan  trial  cited  above,  women  whose  tumors  con- 
tain high  S-phase  fractions  ( determined  by  TLI ) 
benefit  greatly  from  adjuvant  CME,  while  those  with 
low  S-phase  fractions  receive  only  minimal  benefit 
(24).  A similar  analysis  of  patients  entered  into  the 
intergroup  trial  is  underway,  this  time  using  flow 
cytometry  (personal  communication,  L.  Dressier, 
November  1988).  These  new  prognostic  markers 
must  then  be  compared  to  the  older  risk  factors  in 
large  cohorts  of  patients  to  determine  which  are  the 
most  powerful  predictors  of  future  risk. 

Even  in  the  most  recent  trials,  a majority  of  the 
early  relapses  were  not  prevented  by  adjuvant  ther- 
apy. Thus,  the  second  goal  of  future  clinical  re- 
search must  be  to  identify'  more  active  chemother- 
apy regimens.  These  two  goals — more  accurate 
identification  of  high-risk  women  to  avoid  overtreat- 
ment, and  better  adjuvant  regimens  to  avoid  ineffec- 
tive treatment — will  require  new  generations  of 
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clinical  trials.  Participation  in  these  trials  is  our  only 
hope  of  decreasing  both  treatment  morbidity  and 
disease  mortality  in  node-negative  breast  cancer. 
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OTE:  Rooms  are  assigned  on  "First  Come/First  Serve”  basis.  If  none  of  the  choices  listed  are  available,  another  facility  will  be  assigned  based  on  a 

referral  system  determined  by  your  association. 

'UARANTEE  LATE  ARRIVAL  BY  CREDIT  CARD  (Does  not  apply  if  association  requires  first  night  deposit  by  check) 


I 


(Type  of  card  AE,  MC,  VISA)  (Credit  card  number)  (Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  ^Triple 

Double ^Ouad 

Twin  P » 1 

Dbl/Dbl_P  • 2 

ARR  DATF  DFP  DATF 

2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

ROOM 
NO.  2 


1 

CHECK  ONE 

Single  Triple 

Double Quad 

Twin  P * 1 

_Dbl/Dbl  _P  ♦ 2 

ARR  nATF  npp  DATE 

2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p m 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

1 

CHECK  ONE 

Single  Triple 

Double Quad 

Twin  _P  + 1 

_Dbl/Dbl  _P  * 2 

ARR  riATF  DFP  DATF 

2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

ROOM 
NO.  3 


NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


Make  Your  Reservations 
Now 

Requests  will  be  processed  first-come, 
first-served  by  the  Housing  Bureau,  Fort 
Worth  Convention  and  Visitors  Bureau 
through  its  computerized  system. 

Complete  in  full  the  Official  Housing  Re- 
quest Form  and  return  it  immediately  to: 

TMA  Housing 
100  E.  15th  Street 
Suite  400 

Fort  Worth,  TX  76102 

Do  not  send  housing  form  to  Texas 

Medical  Association.  This  will  only 
delay  your  request. 

Only  reservations  received  on  the  Offi- 
cial Housing  Request  Form  will  be 
accepted.  Hotels  will  not  accept  reserva- 
tions directly,  and  telephone  requests 
cannot  be  accepted. 

List  three  hotels  in  order  of  preference. 

Deadline  for  reservations  is  April  18. 

Confirmations 

Room  confirmations  will  be  sent  to  you 
directly  from  the  hotel  within  three 
weeks  of  receipt  of  your  request  by  the 
Housing  Bureau.  Please  check  it  carefully 
to  be  sure  all  information  is  correct. 

Room  Deposits 

Do  not  send  any  room  deposit  with  Housing 
Form.  Should  a deposit  be  required,  the 
hotel  will  request  it. 

Reservations  will  be  held  until  6 pm  of 
the  arrival  date  unless  a later  arrival 
time  is  indicated.  If  a deposit  is  required 
to  hold  your  room  past  6 pm,  you  will  be 
notified  at  the  time  of  confirmation  by 
hotel.  The  deposit  should  be  mailed 
directly  to  the  hotel.  Please  guarantee 
with  hotel. 


Changes  and  Cancellations 

Any  changes  in  room  reservations, 
arrival  or  departure  dates  should  be  sent 
in  writing  directly  to  the  hotel. 

All  cancellations  should  be  sent  to  the 
Housing  Bureau  immediately  so  that 
others  can  be  accommodated.  Your 
notice  of  cancellation  must  be  received 
within  48  hours  of  your  scheduled  arrival 
or  your  deposit  cannot  be  refunded. 
Don't  be  a no  show! 

Participating  hotels  and 
codes: 

Deadlines  for  Reservations — 

April  18 

*1.  Hyatt  Regency  Fort  Worth  (HYT) 

81 5 Main  Street 

(Delegates  Housing;  Boards,  Coun- 
cils, Committees) 

Single  $73 
Double  $83 

*2.  Fort  Worth  Hilton  (HIL) 

1701  Commerce  Street 
(Overflow  Meetings,  General 
Housing) 

Single  $65 
Double  $70 

*3  The  Worthington  Hotel  (WOR) 

200  Main  Street 

(Auxiliary  Headquarters,  Overflow 
Meetings,  Program  Participont 
Headquarters) 

Single  $77 
Double  $88 


4.  Days  Inn  Downtown  Fort  Worth 
(DAD) 

600  Commerce  Street 
(General  Housing) 

Single  $55 
Double  $60 

5.  Green  Oaks  Inn  (GRE) 

6901  West  Freeway 
(General  Housing) 

Single  $59 
Double  $69 

6.  Park  Central  (PCI) 

1010  Houston  Street 
(General  Housing) 

Single  $40 
Double  $50 

7.  Holiday  Inn-South  (HOS) 

1 00  Alta  Mesa  East  Boulevard 
(General  Housing) 

Single/Double  $55 

8.  Holiday  Inn-Midtown  (HOM) 

1401  South  University  Drive 
(General  Housing) 

Single/Double  $48 

★ Fort  Worth/Tarrant  County 
Convention  Center 
700  Throckmorton 

The  above  room  rates  do  not  include 
16%  occupancy  tax  and  daily  parking 
fees  at  some  hotels. 

* Headquarters  Hotels 


Downtown  Fort  Worth 


/]□□ 


TAKE  1-30  WEST  TO  5 AND  8 


TOCAMP  BOWIE  BLVD 
AND  MUSEUMS 


□ □□□□ 

TAY' 

□ □□□ 


THROCKMORTON 


□ □ 
□ 
D 


FORT  WORTH/ 
TARRANT  COUNTY 
CONVENTION  CENTER 


I O 

oo 
c c 


TCCC  EXPANSION 
CONSTRUCTION 


□ □on 


ODOOOianBlDi 

□□□□□□□□□B 

i i i COMMERCE  i 

dn  dn  □!□□□□ 

CALHOUN  

□ □!□  □!□  □!□  □ op  □ 


TAKE  1-30  EAST  TO  7 


TO  I 35  OR 
AIRPORT  FREEWAY 


TOl  35  0R 
AIRPORT  FREEWAY 


T0135  0R 
AIRPORT  FREEWAY 


fAore  0)1  the  Subjects 


The  TAIA  Memorial  Library’  staff  compiled  this  bibliography 
for  several  of  the  major  topics  covered  this  month  in  Texas 
Medicine  All  of  the  listed  resources  are  available  in  the  li- 
brary. For  information,  call  the  Memorial  Library  at  (512) 
477-6704.  TMA  members  also  may  request  research  on  any 
medical  topic.  Books,  audiovisuals,  and  copies  of  journal  ar- 
ticles are  available  by  calling  or  uriting  the  library.  In  most 
cases,  your  request  can  be  processed  within  24  hours. 

ADJUVANT  TREATMENT  OF  NODE-NEGATIVE  BREAST 
CANCER 

Journal  Articles 

Clark  RM,  Wilkinson  RH,  Miceli  PN,  et  al;  Breast  cancer. 
Experiences  with  conservation  therapy.  Am  J Clin  Oncol 
10(6):46l-468,  1987. 

Moon  TE,  Jones  SE,  Bonadonna  G,  et  al:  Development  and  use 
of  a natural  history  data  base  of  breast  cancer  studies.  Am  J 
Clin  Oncol  10(5): 396-403,  1987. 

Suhrland  LG:  An  overview  of  contemporary  management  of 
breast  carcinoma.  Obstet  Gynecol  Clin  North  Am  14(3):783— 
796,  1987. 

Swain  SM,  Lippman  ME:  Controversies  in  the  treatment  of  can- 
cer of  the  breast.  Annu  Rev  Med  38:287—294,  1987. 

Books 

Donegan  WL,  Spratt  JS  (eds):  Cancer  of  the  breast.  Phila- 
delphia, W.B.  Saunders,  1988. 

Lippman  ME,  Lichter  AS,  Danforth  DN  (eds):  Diagnosis  and 
management  of  breast  cancer.  Philadelphia,  WB  Saunders, 
1988. 


DOCTORS  AND  BEREAVED  PARENTS 
Journal  Articles 

Littlefield  CH,  Rushton  JP:  When  a child  dies:  the  sociobiology 
of  bereavement.  J Pers  Soc  Psychol  51(4):797-802,  1986. 

Moore  IM,  Gilliss  CL,  Martinson  L Psychosomatic  symptoms  in 
parents  two  years  after  the  death  of  a child  with  cancer.  Nurs 
Res  37(2):  104-107,  1988. 

Pollock  GH:  Childhood  sibling  loss.  A family  tragedy.  Pediatr 
Ann  15(12):851-855,  1986. 

Books 

Knapp  RJ:  Beyond  endurance:  when  a child  dies.  New  York, 
Schocken  Books,  1986. 


Osterweis  M,  Solomon  F,  Green  M ( eds ):  Bereavement:  re- 
actions, consequences,  and  care.  Washington,  DC,  National 
Academy  Press,  1984. 

Wass  H,  Corr  CA  (eds):  Childhood  and  death.  Cambridge, 
Hemisphere,  1984. 


PREVALENCE  OF  TARDIVE  DYSKINESIA  IN  PRIVATE 
PSYCHIATRIC  INPATIENTS 

Journal  Articles 

DeWolfe  AS,  Ryan  JJ,  Wolf  ME:  Cognitive  sequelae  of  tardive 
dyskinesia.  J Nerv  Ment  Dis  176(5): 270— 274,  1988. 

Hansen  TE,  Brown  WL,  Weigel  RM,  Casey  DE:  Risk  factors  for 
drug-induced  parkinsonism  in  tardive  dyskinesia  patients.  J 
Clin  Psychiatry  49(4):  139-141,  1988. 

Klawans  HL,  Tanner  CM,  Goetz  CG:  Epidemiology’  and  patho- 
physiology of  tardive  dyskinesias.  Adv  Neurol  49: 185— 197, 
1988. 
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Amerkan  Physicians  Insurance  Exchange 

MALPRACTICE 

Ifs  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


Texcis  Medicine 


Now:  Home  Care  for 
Children  and  Adolescents 
by  Pediatric  Experts 


For  the  best  possible  extended  care  for  your  patients, 
call  on  Texas  Children’s  Hospital’s  outstanding 
Home  Care  Service,  for  a degree  of  specialization 
and  expertise  not  available  elsewhere 
in  the  Houston  area. 

This  in-depth  quality  service  is  a vital  link  between  the  referring 
physician,  the  parent  and  the  prescribed  treatment  program. 


HOME  CARE  VISITS  INCLUDE: 


Home  Apnea  Monitoring, 
including  Home  Pneumograms 

Home  Phototherapy 

Supervision  and  Instruction 
of  In-Home  Oxygen 
Administration,  including  Pulse 
Oximetry  Studies 

Vital  Sign  and  Blood  Pressure 
Monitoring 

Observation  and  Documen- 
tation of  Cardiac  Disease 

Wound  Care  and  Dressing 
Change 

Venipuncture 

Intravenous  Antibiotic  Therapy 


Central  Venous  Catheter  Care 

Inhalation  Therapy,  Chest  Physio 
therapy  and  Postural  Drainage 

Intrav'enous  Drug  Administra- 
tion, including  Chemotherapy 
and  Steroids 

Supervision  and  Instruction  of 
Diabetic  Patients 

Ostomy  Care 

Tube  Feedings,  including 
Enteral  Pumps 


Total  Parenteral  Nutrition  and 
Infusion  Pump  Instruction 

Supervision  and  Instruction  of 
Foley  Care 

Bowel  and  Bladder  Training 

Tracheostomv'  Care 

Nutritional  Counseling  and 
Weight  Documentation 

Lactation  Support 

Supervision  and  Instruction  in 
the  Care  of  the  Terminally  111  or 
Bedridden  Child 

Occupational,  Physical  and 
Speech  Therapy 

Social  Worker  Visits 


Texas 

Children’s 

Hospital 


In  the  Texas  Medical  Center 
Houston,  Texas 

THE  HOME  CARE  SERVICE 

713/798-1200 


I ; jfonnation  for  liuthors 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1801  North  Lamar  Blvd,  Austin  ^H'^Ol.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a cttnsultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  authorf  s ) undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientifi'  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
be  brief 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory'  summary'  of  100—  150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “norland’s  Illustrated  Medical  Dictionary',”  26th  edition,  and 
“Webster's  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  ( SI ) units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  sty  le  and  manuscript  preparation.  Los  Altos,  Calif,  I,ange 
Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  CBE  sty'le  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity';  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
Editorial  Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  one  month  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Althougli  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication  in 
column  form  be  deemed  appropriate,  the  committee  and  the  editors 
will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any 
advertisement  be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 


Texas  Medicine 


Enhancing  Your  Membership 

The  Texas  Medical  Association  helps  you  manage  the  business  aspects  of  your  practice  by 
offering  a unique  collection  of  member  service  programs. 


Personal  and  professional  Practice  Management  Discount  automobile 

financial  services  including  purchase/lease 

group  insurance  plans. 


Plus,  a variety  of  other  member  service  programs  designed  to  help  you  and  your  practice. 

All  programs  are  selected  for  their  quality,  convenience,  price  and 
reliability.  Member  Services  — an  added  value  to  your  membership. 

To  learn  more  about  these  programs,  call  or  write  Member  Services  today. 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

(512)  477-6704 


If  You  Can't  Sell  it  For 
More  Than  You  Paid  For  It  • • • 


SPECIAL  RATES  FOR  MEDICAL  ASSOCIATION  MEMBERS 


Mazda  626LX  $237.00 

Honda  Accord  LX,  5-Spd.  $239.00 

Chevrolet  Beretta  G.T.  $239.00 

Olds  Cutlass  Supreme  $258.00 

Nissan  Maxima,  5-Spd.  $298.00 

Olds  98/Buick  Electra  $369.00 


Acura  Legend,  5-Speed 
Cadillac  Sedan  de  Ville 
Mercedes  Benz  190e 
BMW  325  Convertible 
Corvette 

Mercedes  Benz  420  SEL 


$396.00 

$419.00 

$449.00 

$469.00 

$487.00 

$889.00 


Plus  tax,  title  & license.purchase  Subject  to  change  due  to  price  interests  & interest  rate  fluctuations. 


Call  Larry  Albright  or  Louis  Murad  toll  free  at 

1 -800-634-0304 


III 


★ Delivered  to  your  home  or  office 

★ No  down  payment/No  security  deposit 

★ Closed  end  lease 

★ Trade  Ins. /We  will  purchase  your  present  vehicle. 

A 'Texas  Largest' 

Ayxtoflex 
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Leasing  Is  Our  Business,  Our  Only  Business! 


Texas  Medicine 


Oliniccil  Hhstizicts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by’  the  TMA 
Memorial  Library  each  month. 

Low  back  disorders;  conservative  management.  Avital 
Fast,  MD.  (American  Congress  of  Rehabilitation  Medicine), 
Archives  of  Physical  Medicine  and  Rehabilitation,  vol  69, 
no  10,  pp  880-891. 

Painful  disorders  of  the  low  back  may  arise  from  a large  variety 
of  mechanisms  and  there  is  no  simple,  single  solution  to  them. 
They  have  a great  social  and  economic  cost  in  industrialized 
countries.  The  major  syndromes  of  low  back  pain  and  sciatica 
are  reviewed,  including  myofascial  pain  syndromes,  disc  her- 
niations, radiculopathies,  spinal  stenosis  and  facet  syndromes. 
Non-operative  management  is  reviewed,  including  bed  rest, 
medications,  traction,  manipulation,  external  supports,  physi- 
cal modalities,  therapeutic  exercise,  trigger  point  injection, 
and  chemonucleolysis.  Prevention  should  become  the  main 
goal  of  physicians  dealing  with  this  multifaceted  problem. 

Screening  for  psychosocial  disorders  in  pediatric  prac- 
tice. Michael  S.  Jellinek,  MD,  and  J.  Michael  Murphy,  EdD. 
{AMA),  American  Journal  of  Diseases  of  Children,  vol  142, 
no  1 1,  pp  1153—1 157. 

Pediatricians  have  traditionally  placed  a high  value  on  screen- 
ing procedures.  Screening  tests  are  a routine  part  of  health 
maintenance  visits  and  serve  the  dual  function  of  prevention 
and  early  recognition.  However,  despite  the  high  prevalence  of 
psychiatric  disorders,  there  is  no  psychosocial  screening  pro- 
cedure available.  The  authors  present  the  Pediatric  Symptom 
Checklist  (PSC),  a one-page,  35-item,  parent-completed  ques- 
tionnaire that  screens  school-age  children  for  psychosocial 
dysfunction.  The  PSC  is  administered  in  the  waiting  room  and 
can  be  completed  and  scored  in  under  five  minutes.  The  PSC  is 
not  diagnostic  of  specific  psychiatric  disorders  but  is  designed 
to  help  the  pediatrician  select  which  children  may  benefit 
firom  further  clinical  evaluation. 


Progress  in  acute  pancreatitis.  Charles  F.  Frey,  MD,  FACS; 
Edward  L.  Bradley  III,  MD;  and  Hans  G.  Beger,  MD.  (The 
American  College  of  Surgeons),  Surgery,  Gynecology  & 
Obstetrics,  vol  167,  no  4,  pp  282-286. 

Pancreatic  necrosis  and  sepsis  are  the  major  causes  of  death  in 
instances  of  acute  pancreatitis.  No  widely  accepted  definition 
of  these  conditions  in  individuals  exists,  and  yet,  accurate  dif- 
ferentiation is  mandatory  for  effective  therapy.  A series  of 
operational  definitions  conforming  to  known  clinopathologic 
factors  are  proposed  for  the  necrotizing  septic  complications 
of  acute  pancreatitis.  These  complications,  as  distinguished 
from  acute  interstitial  pancreatitis,  are  fat  sequestra,  pancreatic 
necrosis,  infected  pancreatic  necrosis,  pancreatic  abscess,  and 
acute  pseudocyst.  Imprecise  definitions  of  these  complications 


of  necrotizing  pancreatitis  make  inter-institutional  compari- 
sons of  previously  identified  data  dubious. 


Permanent  neurological  complications  in  patients  with 
thrombotic  thrombocytopenic  purpura.  Dina  Ben-Yehuda, 
Michal  Rose,  Yossef  Michaeli,  et  al.  (Alan  R.  Liss  Inc),  American 
Journal  of  Hematology,  vol  29,  no  2,  pp  74-78. 

According  to  previous  clinical  studies,  the  neurological  mani- 
festations observed  in  patients  with  thrombotic  thrombocyto- 
penic purpura  (TTP)  are  considered  to  be  transient.  The 
introduction  of  plasma  therapy  in  1977  as  major  treatment 
modality  for  TTP  has  changed  the  prognosis  of  the  disease.  In  a 
clinical  survey  of  38  patients  with  TTP  who  received  plasma 
therapy,  the  authors  have  observed  five  patients  who  devel- 
oped permanent  neurological  deficits  despite  their  prompt  re- 
covery from  TTP.  In  this  study,  the  authors  describe  the  new 
complication  of  TTP  and  summarize  the  neurological  mani- 
festations observed  in  these  patients  during  their  first  episode 
of  TTP  and  during  the  relapses,  which  occurred  in  1 2 of  them. 

Comparative  accuracy  of  clinical  tests  for  diagnosis  and 
prognosis  of  coronary  artery  disease.  Marco  Bobbio,  MD; 
Brad  H.  Pollock,  PhD;  Ishac  Cohen,  PhD;  et  al.  (Technical 
Publishing  ),  A wmcflw  Journal  of  Cardiology,  vol  62,  no  13, 

pp  896—900. 

The  discriminant  accuracy  of  1 4 variables  derived  from  clinical 
evaluation,  cardiac  fluoroscopy,  exercise  electrocardiography, 
thallium  scintigraphy,  and  radionuclide  angiography  was  ac- 
cessed with  respect  to  the  diagnosis  of  angiographic  coronary 
artery  disease  (CAD)  among  607  patients  undergoing  coronary 
angiography,  and  with  respect  to  the  prognosis  of  subsequent 
cardiac  death  or  nonfatal  infarction  among  4,104  patients 
followed  for  one  year  after  testing.  Discriminant  accuracy 
(quantified  in  terms  of  the  area  under  a receiver-operating 
characteristic  curve  for  each  variable ) ranged  from  50%  to  73% 
for  diagnosis,  and  from  54%  to  77%  for  prognosis.  Although 
there  was  a great  deal  of  variability  from  test  to  test,  variables 
representing  direct  or  indirect  manifestations  of  myocardial 
ischemia  tended  to  correlate  better  with  prognosis.  Thus, 
variables  derived  from  radionuclide  angiography  and  thallium 
scintigraphy  tended  to  have  more  prognostic  accuracy  than 
diagnostic  accuracy,  while  fluoroscopy  tended  to  have  more 
diagnostic  accuracy  than  prognostic  accuracy.  The  pattern 
associated  with  clinical  evaluation  and  exercise  electrocar- 
diography was  less  discernable.  Accordingly,  the  accuracy  of 
noninvasive  tests  with  respect  to  diagnosis  and  prognosis  of 
CAD  should  be  separately  determined  based  on  individual 
empiric  observation. 
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Finally  — An  Affordable  Computer  System 
Designed  Specifically  For 
The  Medical  Office  Profession 

Physician  Office  Management  Software  System 
(PHYMAG)  offers  these  outstanding  features: 

• Patient/Family  Billing  with  Aging. 

• Superbills  and  Charge  Slips  generated  at  the  time  of  visit 
for  direct  billing  by  patient  to  insurance  company. 

• Option  to  submit  claims  electronically  to  Medicare, 
Medicaid,  and  Blue  Cross  Blue  Shield. 

• Individual  or  batch  mode  of  operation. 

• Open-Item  billing  with  complete  tracking  of  patient 
charges,  payments  and  adjustments. 

• User  defined  CPT-4  and  lCD-9  Codes. 

• Multiple-level  fee  structures. 

• Rapid  front-desk  patient  processing  with  point  of  service 
bill/receipt. 

• Automatic  information  transfer  to  medical  records. 

• Automatic  processing  of  claims  to  secondary  carriers. 

• Patient  and  third  party  billing. 

• Detailed  Practice  Management  reporting. 

• Accounts  Receivable  analysis. 

• Aged  Accounts  Receivable  reports. 

• Quick  view  of  patient’s  information. 

• Checkbook  balancing. 

• Income  Tax  Preparation. 

• Statistical  Reports  (Diagnoses,  Procedures,  Referring 
Doctors...) 

• Day  Sheet  Reports. 

• Recall  Notices. 

• Appointment  Scheduling  (Optional). 

• Word  processing  interface  (Optional). 


• IMS  Phymag  Software 

• IMS  PC'AT/286  (50%  Faster  than  IBM  PC/AT) 

* IBM  PC/AT  Compatible 

* 40  Megabyte  Disk  Storage 

* I Megabyte  RAM  (memory) 

* 80286  Processor  with  12.5  MHz 

* 1.2  Mb  Floppy  Drive 

* Monochrome  Monitor 

* Keyboard  (Enhanced) 


A Complete  System  (Software  & Hardware)  at  $3,995.00 


For  a FREE  on-site  demonstration  Integrated  Medical  System 

please  contaa  us  at  2225  E Randol  Mill  Road  • Suite  531 

(817)  640-9860  (Metro)  Arlington  Texas  76011 

(817)  640-9860  (Metro) 

•A  Subdivision  of  NcTECH  Computer  Service  Corporation 


(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoln,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment. 
Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other  Issued  1/87 


Reference: 

1 . Eliakim  R Ophir  M,  Rachmilewitz  D:  J Clin  Gasfroenfero/ 1987:9(4):395-399. 
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Carafate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  ^^j^H^users to  become 
prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  > therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to  infection 


in  smokers  and 


older  adults 


Experience  counts 


Pulvules' 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms 


1*1 1 

LniEMiiitt  ] 1 

Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  mfluemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococcil. 
Contraindication:  Known  allergy  lo  cephalosporins 
Warnings:  ceclor  should  be  administered  cautiously  to  penicillin- 

SENSITIVE  patients  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it, 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old,  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal:  2,5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
includerJ  erythema  multiforme  (rarely,  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  15%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  In  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reporterJ  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children), 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  fehling's 

solution  and  Clinitest^  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly)  loeioeen 

Additional  information  available  from  PV  2351  amp 

Ell  Lilly  and  Company  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Pue  to  Rico  00630 


© 1988.  ELI  LILLY  AND  COMPANY 
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Reporting  peer  review  actions  to 
the  Texas  State  Board  of  Medical 
Examiners 

This  article  originally  was  prepared  for  presentation  at  the 
1988  Texas  Health  Law  Conference,  Nov  4,  1988,  in  Austin.  It 
appears  this  month  in  Texas  Medicine  to  emphasize  the  im- 
portance of  state  and  federal  laws  that  require  reporting  of 
certain  peer  review  actions  by  hospitals,  medical  societies, 
and  other  organizations  to  the  Texas  State  Board  of  Medi- 
cal Examiners  (TSBME).  The  author,  Michael  G.  Young  is 
staff  counsel  for  the  TSBME.  He  formerly  was  staff  attor- 
ney and  director,  Office  of  Medical  Ethics,  at  Texas  Medical 
Association. 

On  Nov  14,  1986,  the  Health  Care  Quality  Improvement  Act  of 
1986,  PL  99-660  (HCQIA)  became  law.  Congress  stated  in  the 
“Findings”  section  of  the  act  that  there  exists  a national  need 
to  restrict  the  ability  of  incompetent  physicians  to  move  from 
state  to  state  without  disclosure  or  discovery  of  their  prior 
damaging  or  incompetent  performance,  that  this  nationwide 
problem  can  be  remedied  through  effective  professional  peer 
review,  and  that  there  is  an  overriding  national  need  to  pro- 
vide incentive  and  protection  for  physicians  who  engage  in 
effective  professional  peer  review  ( 1 ). 

The  provisions  of  HB  2560,  containing  the  70th  Legislature’s 
amendments  to  the  Texas  Medical  Practice  Act  ( MPA ) took  ef- 
fect Sept  1,  1987.  Section  5.06(a)  of  the  MPA  as  amended 
states  that  the  provisions  of  the  HCQIA  apply  to  a professional 
review  action  taken  by  a professional  review  body  in  this 
state  on  or  after  the  effective  date  of  the  act. 

Both  the  state  and  federal  acts  require  “health  care  entities” 

( 2 ) to  report  to  the  TSBME  professional  review  actions  that  ad- 
versely affect  a physician’s  clinical  privileges  for  more  than  30 
days,  as  well  as  the  entity’s  acceptance  of  the  surrender  of  a 
physician’s  clinical  privileges  under  certain  circumstances  ( 3 ). 

This  article  provides  guidance  concerning  what  sorts  of  pro- 
fessional review  actions  taken  by  health  care  entities  should  be 
reported  to  the  TSBME. 

Unfortunately,  precise  and  unchanging  determinations  about 
professional  review  actions  that  health  care  entities  must  re- 
port to  the  TSBME  have  not  been  available.  The  HCQIA  con- 
tains a target  implementation  date  of  Nov  14,  1987.  However, 
Congress  only  recently  has  appropriated  funds  for  the  opera- 
tion of  the  National  Data  Bank,  which  is  to  be  the  final  re- 
pository of  the  reports  of  professional  peer  review  actions 
from  health  care  entities.  On  March  21,  1988,  the  US  Public 
Health  Service  issued  proposed  rules  for  the  operation  of  the 
National  Data  Bank  (4),  but  those  rules  have  not  been  adopted 
in  their  final  form. 

While  the  reporting  requirements  for  health  care  entities 
under  the  HCQIA  will  not  become  effective  until  the  National 
Data  Bank  is  operational,  virtually  identical  language  in  state 
law  has  mandated  reporting  of  professional  review  actions  to 


the  TSBME  since  Sept  1,  1987  (5).  ITiis  seeming  contradiction 
arises  because  the  TSBME  receives  reports  of  professional  re- 
view actions  for  two  purposes.  First,  the  TSBME  will  collect  re- 
ports for  eventual  transmittal  monthly  to  the  National  Data 
Bank  after  the  bank  becomes  operational  in  the  next  six  to 
twelve  months.  Second,  the  TSBME’s  staff  reviews  the  reports 
to  determine  whether  a violation  of  the  Medical  Practice  Act 
may  have  occurred.  Section  3-08(19)  of  the  MPA  states,  in 
effect,  that  a physician  may  be  subject  to  disciplinary  action  by 
the  TSBME  for 

. . . being  removed,  suspended,  or  having  disciplinary  ac- 
tion taken  by  his  peers  in  any  professional  medical  associa- 
tion or  society,  whether  the  association  or  society  is  local, 
regional,  state,  or  national  in  scope,  or  being  disciplined  by  a 
licensed  hospital  or  medical  staff  of  a hospital,  including  re- 
moval, suspension,  limitation  of  hospital  privileges,  or  other 
disciplinaiy'  action,  if  that  action  in  the  opinion  of  the  board 
was  based  on  unprofessional  conduct  or  professional  incom- 
petence that  was  likely  to  harm  the  public,  provided  that 
the  board  finds  that  the  actions  were  appropriate  and  rea- 
sonably supported  by  evidence  submitted  to  it.  The  action 
does  not  constitute  state  action  on  the  part  of  the  associa- 
tion, society,  or  hospital  medical  staff. 

Thus,  reports  of  professional  review  action  now  received  by 
the  TSBME  can  form  the  basis  for  further  investigation  and  pos- 
sible disciplinary  action  as  specified  by  the  MPA  (6). 

The  TSBME  has  adopted  rules  to  clarify  the  meaning  of  the 
phrase  “results  and  circumstances”  of  a professional  review  ac- 
tion that  must  be  reported  under  section  5.06(b)  of  the  MPA 
( 7 ).  However,  those  rules  would  become  applicable  only  if 
there  already  existed  a consensus  on  whether  a particular  peer 
review  action  is  reportable  under  state  or  federal  law.  The 
TSBME  has  not  adopted  additional  rules  or  official  policy  state- 
ments on  this  question,  perhaps  expecting  the  federal  govern- 
ment to  define  more  precisely  what  sorts  of  peer  review  ac- 
tions must  eventually  be  reported  and  forwarded  to  the  Na- 
tional Data  Bank.  Fhat  detailed  clarification  is  not  yet  available, 
so  members  of  the  TSBME’s  staff  have  attempted  to  answer 
questions  about  reporting  from  health  care  entities,  profes- 
sional societies,  and  their  attorneys  as  best  they  can.  The  re- 
mainder of  this  article  contains  unofficial  suggestions  from  the 
TSBME’s  staff  on  whether  particular  transactions  between 
physicians  and  health  care  entities  should  be  reported  to  the 
board. 

Definitions 

The  Health  Care  Quality  Improvement  Act  defines  “profes- 
sional review  action”  as 

an  action  or  recommendation  of  a professional  review  body 
which  is  taken  or  made  in  the  conduct  of  professional  re- 
view activity,  which  is  based  on  the  competence  or  profes- 
sional conduct  of  an  individual  physician  (which  conduct 
affects  or  could  affect  adversely  the  health  or  welfare  of  a 
patient  or  patients),  and  which  affects  (or  may  affect)  ad- 
versely the  clinical  privileges,  or  membership  in  a profes- 
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sional  society,  of  the  physician.  Such  term  includes  a formal 
decision  of  a professional  review  body  not  to  take  an  action 
or  make  a recommendation  described  in  the  previous  sen- 
tence and  also  includes  professional  review  activities  relat- 
ing to  a professional  review  aetion.  In  this  chapter,  an  action 
is  not  considered  to  be  based  on  the  competence  or  pro- 
fessional conduct  of  a physician  if  the  action  is  primarily 
based  on 

(A)  the  physician’s  association,  or  lack  of  association, 
with  a professional  society  or  association, 

( B ) the  physician’s  fees  or  the  physician’s  advertising  or 
engaging  in  other  competitive  acts  intended  to  solicit  or 
retain  business, 

(C)  the  physician’s  participation  in  prepaid  group 
health  plans,  salaried  employment,  or  any  other  manner  of 
delivering  health  services  whether  on  a fee-for-service  or 
other  basis, 

(D)  a physician’s  association  with,  supervision  of,  dele- 
gation of  authority  to,  support  for,  training  of,  or  participa- 
tion in  a private  group  practice  with  a member  or  mem- 
bers of  a particular  class  of  health  care  practitioner  or  pro- 
fessional, or 

(E)  any  other  matter  that  does  not  relate  to  the  compe- 
tence or  professional  conduct  of  a physician  ( 8 ). 

The  Medical  Practice  Act  also  defines  “professional  review 
action,”  but  not  in  exactly  the  same  terms: 

‘Medieal  peer  review’  or  professional  review  action’  means 
the  evaluation  of  medical  and  health-care  services,  ineluding 
evaluation  of  the  qualifications  of  professional  health-care 
praetitioners  and  of  patient  care  rendered  by  those  practi- 
tioners and  determinations  or  recommendations  regard- 
ing those  complaints.  The  term  specifically  includes  evalua- 
tion of: 

(A)  accuracy  of  diagnosis; 

(B)  quality  of  the  eare  rendered  by  a health-care  prac- 
titioner; 

(C)  reports  made  to  a medical  peer  review  commit- 
tee concerning  activities  under  the  committee’s  review 
authority; 

(D)  reports  by  a medical  peer  review  committee  to 
other  committees  or  to  the  board  as  permitted  or  re- 
quired by  law;  and 

(E)  implementation  of  the  duties  of  a medical  peer  re- 
view committee  by  its  members,  agents,  or  employees  (9). 

Interpretation  of  these  two  different  definitions  is  further 
complicated  by  the  fact  that  Section  5.06(a)  of  the  Medical 
Practice  Act  states  that  the  provisions  of  the  federal  act  apply 
in  Texas  on  or  after  Sept  1,  1987,  to  professional  review  ac- 
tions taken  by  a professional  review  body. 

Actions  that  are  not  reportable 

The  following  actions  or  recommendations  by  a health  care 
entity  arguably  are  not  based  upon  the  competence  or  profes- 
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stand the  law  by  providing  legal  information  on  selected  topics.  This 
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sional  conduct  of  a physician,  and  thus  are  not  reportable  as 
“professional  review  actions”: 

1 . Suspension  of  a physician’s  clinical  privileges  or  medical 
staff  membership  due  to  failure  to  complete  medical  records 
on  time.  (However,  if  the  physician’s  delinquency  has  actually 
compromised  patient  care  and  thus  does  involve  professional 
conduct,  the  health  care  entity  should  note  that  conclusion 
and  report  the  suspension.) 

2.  Denial  of  clinical  privileges  or  staff  membership  because 
of  a perceived  lack  of  need  for  the  physician’s  services  in  the 
community  or  in  the  hospital.  (This  includes  denial  due  to  an 
existing  exclusive  contract  between  the  hospital  and  another 
physician  or  physicians. ) 

3.  Denial  of  clinical  privileges  or  staff  membership  because 
the  hospital  lacks  the  facilities  or  personnel  needed  to  support 
the  professional  services  to  be  offered. 

4.  Suspension,  denial,  or  nonrenewal  of  clinical  privileges 
or  staff  membership  due  to  failure  to  obtain  or  maintain  a 
specified  level  of  professional  liability  insurance  coverage. 

5.  Suspension,  denial,  or  nonrenewal  of  clinical  privileges 
or  staff  membership  because  the  physician  lives  further  from 
the  hospital  than  the  medical  staff  bylaws  allow  for  appropriate 
response  time. 

6.  Denial  of  clinical  privileges  or  staff  membership  due  to 
failure  to  comply  with  threshold  eligibility  requirements  im- 
posed by  the  health  care  entity  on  all  applicants,  such  as  board 
certification,  board  eligibility,  or  completion  of  a residency  if 
said  failure  does  not  inherently  reflect  problems  with  the  phy- 
sician’s competence  or  professional  conduct. 

7.  Denial  of  an  application  for  clinical  privileges  or  staff 
membership  due  to  failure  to  complete  the  application  process 
(ie,  abandonment  of  the  application)  if  no  information  reflect- 
ing adversely  on  the  physician’s  competence  or  professional 
conduct  has  emerged. 

8.  Acceptance  of  a physician’s  withdrawal  of  his  or  her 
completed  application  for  clinical  privileges  if  at  the  time  the 
request  for  withdrawal  was  made,  investigation  had  yielded  no 
information  that  reflected  adversely  on  the  physician’s  compe- 
tence or  professional  conduct. 

9.  Reduction  or  limitation  of  a physician’s  existing  privi- 
leges if  the  change  reflects  a new  or  amended  interpretation  of 
minimum  staffing  standards  that  is  applied  uniformly  to  all 
members  of  the  staff. 

10.  Reduction  or  nonrenewal  of  privileges  due  to  the  physi- 
cian’s failure  to  admit  a minimum  number  of  patients  to  the 
hospital  within  a specified  period. 

1 1 . Denial  of  the  request  of  a physician  who  has  privileges 
for  additional  privileges  unless  the  denial  reflects  problems 
with  competence  or  professional  conduct. 

12.  Denial,  suspension,  or  revocation  of  clinical  privileges 
or  staff  membership  due  to  the  physician’s  refusal  as  a condi- 
tion of  appointment  or  reappointment  to  agree  to  a hospital 
medical  staff  bylaws  provision  that  is  applied  uniformly  to  all 
staff  members  similarly  situated,  such  as  providing  emergency 
room  coverage  or  backup. 

Actions  that  are  reportable 

Both  the  state  and  federal  acts  contain  three  threshold  require- 
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ments  for  mandatory'  reporting: 

1.  The  transaction  between  the  health  care  entity  and  the 
physician  must  be  a professional  review  action  ( with  the  con- 
nection to  professional  competence  or  conduct  discussed 
above ); 

2.  The  professional  review  action  must  “adversely  affect” 
the  physician’s  clinical  privileges;  (10)  and 

3-  The  adverse  effect  must  last  for  more  than  30  days. 

The  Health  Care  Quality  Improvement  Act  specifically  de- 
fines “adversely  affecting”  as  including  “reducing,  restricting, 
suspending,  revoking,  denying  or  failing  to  renew”  clinical 
privileges  or  membership  in  a health  care  entity  (10).  The 
HCQIA  also  includes  a determination  of  “.  . . whether  the  phy- 
sician may  have  clinical  privileges  with  respect  to,  or  member- 
ship in  ...”  a health  care  entity  as  part  of  the  definition  of  the 
phrase  “professional  review  activity”  (11).  That  phrase  also  in- 
cludes an  activity  by  a health  care  entity  to  determine  “.  . . the 
scope  or  conditions  of  such  privilege  or  membership  . . .”(12). 

Therefore,  a denial  of  a physician’s  initial  application  for 
clinical  privileges  or  staff  membership  would  be  reportable  if 
the  health  care  entity’s  decision  was  based  at  least  in  part  on 
competence  or  professional  conduct. 

Similarly,  a partial  granting  of  requested  privileges  coupled 
with  a partial  denial  would  be  reportable  to  the  TSBME  if  the 
denial  was  based  upon  questions  relating  to  competence  or 
professional  conduct. 

Only  final  decisions  that  meet  the  other  threshold  require- 
ments under  state  and  federal  law  should  be  reported  to  the 
TSBME.  Neither  state  nor  federal  law  directly  addresses  the 
question  of  whether  interim  determinations  by  health  care  en- 
tities must  be  reported.  The  HCQIA  imposes  a reporting  obli- 
gation only  upon  “health  care  entities”  rather  than  upon  “each 
medical  peer  review  committee  or  health  care  entity,”  as  is 
required  by  the  Medical  Practice  Act  ( 3 ).  The  definition  of 
“health  care  entity”  in  the  Health  Care  Quality  Improvement 
Act  does  not  include  committees  of  hospitals  or  of  other  en- 
tities. except  professional  societies.  Thus,  the  HCQIA  would 
not  seem  to  require  reports  from  most  health  care  entities  ex- 
cept when  a final  decision  has  been  made.  A professional  re- 
view action  should  be  considered  final  after  the  health  care 
entity  makes  the  last  decision,  regardless  of  whether  any  judi- 
cial appeal  or  injunction  is  filed  or  threatened. 

If  there  is  no  specific  requirement  under  federal  law  to  re- 
port interim  peer  review  actions  or  recommendations,  the 
TSBME’s  interest  in  such  reports  would  seem  to  focus  again  on 
the  language  in  Section  3.08(  19)  of  the  Medical  Practice  Act. 
In  order  to  constitute  grounds  for  disciplinary  action  under 
Section  3.08(  19),  the  TSBME  must  find  that  actions  by  a hospi- 
tal, medical  staff,  or  professional  society  based  on  unprofes- 
sional conduct  or  professional  incompetence  “were  appropri- 
ate and  reasonably  supported  by  evidence  submitted  to  it” 
(13).  A report  of  a committee  recommendation  that  has  not 
been  reviewed  or  acted  upon  by  the  hospital’s  governing 
board  would  seem  to  pose  threshold  problems  with  the  stan- 
dards for  review  by  the  board  stated  in  Section  3.08(  19). 

The  essential  criterion  for  determining  whether  certain  peer 
review  actions  are  reportable  seems  to  be  whether  they  were 
based  in  whole  or  in  part  upon  questions  relating  to  a physi- 


cian’s competence  or  professional  conduct.  State  and  federal 
law  contain  no  definitive  guidance  concerning  whether  the 
TSBME  or  the  health  care  entity  should  make  the  initial  deci- 
sion on  reportability  of  a peer  review  action.  Obviously,  the 
TSBME  cannot  make  a determination  unle.ss  some  communica 
tion  is  fir.st  sent  to  the  board.  However,  mandating  a report  of 
every  peer  review  action  that  adversely  affects  a physician’s 
clinical  privileges  for  more  than  30  days  without  any  decision 
by  the  health  care  entity  concerning  whether  the  action  in- 
volves competence  or  professional  conduct  often  would  re- 
quire the  pointless  production  of  paperwork  by  health  care 
entities,  which  in  turn  would  require  the  TSBME  to  expend  re- 
sources to  confirm  that  the  peer  review  action  is  in  fact  not 
reportable. 

Health  care  entities  have  strong  incentives  under  state  and 
federal  law  to  report  those  peer  review  actions  covered  by  ei- 
ther .statute  ( 14).  Under  the  federal  law,  loss  of  immuniU'  from 
civil  lawsuits  for  three  years  or  the  possibility  of  disciplinary’ 
action  by  the  health  care  entity’s  licensing  agency  should  in- 
sure that  reports  due  under  the  law  are  in  fact  forwarded  to 
the  TSBME. 

Summary 

The  Texas  State  Board  of  Medical  Examiners  hxs  not  promul- 
gated rules  pursuant  to  the  Administrative  Procedure  and 
Texas  Register  Act  (15)  concerning  the  substance  of  the  fore- 
going suggestions.  The  TSBME  may  choose  to  do  so  at  some 
time  in  the  future,  especially  if  the  federal  government  adopts 
rules  that  clarify  these  issues.  However,  the  responses  to  vari- 
ous reporting  issues  outlined  in  this  paper  will  be  followed  by 
the  TSBME  until  formal  changes  are  made. 

Health  care  entities  play  a key  role  in  the  succe.s.sful  opera- 
tion of  the  reporting  system  outlined  by  the  Health  Care  Qual- 
ity Improvement  Act  of  1986.  Health  care  entities  make  many 
peer  review  decisions  that  obviously  have  an  adverse  effect  on 
a physician’s  clinical  privileges  for  more  than  30  days,  but  do 
not  involve  questions  of  competence  or  professional  conduct. 
ITiese  decisions  should  not  be  reported  to  the  TSBME  under 
state  or  federal  law.  However,  a peer  review  decision  that  is 
ba.sed  on  several  issues,  at  least  one  of  which  involves  compe- 
tence or  professional  conduct,  should  be  reported.  I’he  health 
care  entity  may  add  any  explanation  it  feels  is  appropriate  and 
should  be  prepared  to  respond  to  a subsequent  request  by  the 
TSBME  for  further  information  or  details. 

'Hie  potential  penalties  for  knowingly  failing  to  report  pro 
fessional  review  actions  as  required  by  law  are  significant,  and 
the  Texas  State  Board  of  Medical  Examiners  will  forward  evi- 
dence of  such  failure  to  the  appropriate  authorities.  I’hus,  if  a 
health  care  entity  is  uncertain  whether  a peer  review  action 
should  be  reported,  consultation  with  the  TSBME  staff  or  a 
local  attorney  is  encouraged. 

MICHAEL  G.  YOUNG,  JD 

Staff  C'.ounsel,  Texas  State  Board  of  Medical  Examiners 
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OMH  Medical  Center 

seeks  candidates  for  physician-director  of 
geriatric  psychiatry  program.  Candidate 
must  be  board  certified  or  board  eligible  in 
psychiatry.  Salary  comparable  to  upper 
range  of  national  average  for  psychiatry.  If 
you  have  interest  in  locating  in 
Oklahoma’s  Green  Country,  40  minutes 
from  Tulsa,  and  becoming  associated  with 
goal  oriented  health  care  providing,  send 
Vita  or  personal  profile  to:  P.O.  Box  1038, 
Okmulgee,  Oklahoma  74447  or  contact 
Jerry  Johnson,  1-918-756-4233. 


1401  Morris  Drive 
Okmulgee,  Oklahoma  74447 


ATTENTION  PRIMARY  CARE  PHYSICIANS 
INCREASE  YOUR  SKILLS 
Accredited  16  Hours  AAFP,  AMA,  AOA  (Category  I) 


ATTEND  . . . Procedural  Skills  for  Primary  Care  Physicians  FEE:  $375 
LEARN  . . . Allergy  testing,  audiometry,  cryosurgery,  dermatologic  procedures,  flexible  sigmoid- 
oscopy, bolter  monitoring,  joint  injection  techniques,  nasopharyngoscopy,  pulmonary  function 
testing,  vascular  flow  testing,  including  an  introduction  to  colposcopy  and  office  ultrasonography. 

LOCATIONS  - DATES 

LOS  ANGELES  DALLAS  PHOENIX  PHILADELPHIA 

January  1 4-1 5, 1 989  February  1 1 -1 2, 1 989  March  1 8-1 9, 1 989  April  1 5-1 6, 1 989 


TAKE  A TAX  DEDUCTIBLE  VACATION 


Attend  A Medical  Malpractice  Risk  Management  Seminar  & Receive 
AMA  Category  5 CME  Credit  — Programs  Available  Weekly  At: 

Disney  World  • Steamboat  Springs,  CO  • North  Conway,  NH 
AND  5 CLUB  MED  VILLAGES  AT: 

Copper  Mtn,  CO  • Port  St.  Lucie,  FL  • Nassau,  Bahamas 
Huatuico,  Mexico  • Punta  Cana,  Dominican  Repubiic 

CALL  Or  WRITE 

CURRENT  CONCEPT  SEMINARS  • 3301  Johnson  Street  • Hollywood,  Florida  33021 

(305)966-1009  • (800)225-0227+991-1911 

2 Day  Program:  $1 25.00  / 5 Day  Program;  $225.00  (Spouse  Free) 
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Crisis  in  black  and  w 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Bruce  Grim,  Keith  H.  Prince  L,  Wayne  Kirk,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S.  Marley  Rick  Bedingfield 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  346,  950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A.  Weisinan 
14800  San  Pedro,  Suite  224 
San  Antonio,  TX  78232,  (512)  490-1081 


Cardio- 

pulmonary 

Referral 

CARDIOLOGY  EVALUATION 

Cardiac  Catheterization 
Non  invasive  testing 
— Treadmill  stress  test 

— Electrocardiography 

— Echocardiography 
Esophageal  evaluation 
Coronary  Angioplasty  (PTCA) 

Cardiovascular  Risk  Reduction 
Cardiac  Rehabilitation 
Hypertension  Consultation 

CARDIOVASCULAR  SURGERY 

Coronary  artery  bypass 
and  endarterectomy 
Cardiac  valve  replacement 
and  valvuloplasty 
Pacemaker  Implantation 
Peripheral  vascular  surgery 

ONCOLOGY  SERVICE 

Breast  Diagnostic  Center 
Lung  Cancer 

Other  Tumors  of  the  Chest 

ADULT  PULMONARY  SERVICE 

Asthma 

Acute  & Chronic  Respiratory  Eailure 
Evaluation  of  Mass  Lesions 
in  the  Chest 

Pulmonary  Function,  Inhalatinal 
Challenge  and  Exercise  Testing 
Sleep  Disorders 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 
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Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows; 

“Possibly”  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications;  Glaucoma;  prostatic  h3^ertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {e  g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni* 
tal  malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially, 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  vrith  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis) , jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  penodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  S3miptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abnipt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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When  it’s  brain  versus  bowel, 
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In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
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possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 
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Federal  antidumping  law — 
hospital  and  physician 
responsibility 

National  attention  has  been  directed  to  the  problem  of 
"dumping”  of  uninsured  patients  upon  public  hospitals.  Fed- 
eral law  addresses  only  transfers  of  emergency  room  patients 
without  regard  to  possible  financial  motivation.  All  transfers, 
including  those  requested  by  patients,  must  meet  criteria  for 
appropriateness.  A substantial  proportion  of  confirmed  vio- 
lations have  involved  failure  to  adequately  screen  the  patient 
for  emergency  conditions.  Both  the  hospital  and  the  physi- 
cian responsible  for  the  care  of  a patient  who  is  transferred 
in  violation  of  the  law  may  be  subject  to  Medicare  sanctions, 
including  termination  or  suspension  from  participation  and 
fines  up  to  $50,000 for  each  occurrence.  Proposed  regula- 
tions affirm  that  private  practitioners  who  provide  uncom- 
pensated emergency  room  services  under  an  oral  agreement 
may  be  subject  to  sanctions  in  the  event  of  a violation. 

KEY  WORDS:  MEDICARE  TRANSFER  REGULATIONS,  EMERGENCY  CARE  OBU- 
GATIONS,  COBRA  (CONSOUDATED  OMNIBUS  BUDGET  RECONCILIATION 
ACT),  HCFA  (HEALTH  CARE  FINANCING  ADMINISTRATION ). 

Earlier  this  year,  a 23-year-old  woman  at  term  in  her  third 
pregnancy  woke  up  with  labor  pains  at  3 am.  She  had  received 
no  prenatal  care,  but  had  experienced  no  particular  medical 
problems.  Her  contractions  became  regular,  about  six  to  seven 
minutes  apart,  and  her  friend  drove  her  to  the  local  commu- 
nity hospital  where  she  had  delivered  her  first  two  children.  By 
6 : 1 5 am  she  had  concluded  the  familiar  ritual  of  talking  to  a 
clerk  and  a triage  nurse,  and  although  she  lacked  insurance  be- 
cause of  her  husband’s  recent  and  recurring  unemployment, 
she  intended  to  pay  something  towards  the  cost  of  her  stay  as 
she  had  done  before. 

Within  minutes  the  patient  was  wheeled  to  the  labor  and  de- 
livery suite,  where  a nurse  examined  her  and  telephoned  one 
of  the  five  obstetricians  who  received  calls  for  unassigned  pa- 
tients. The  doctor  was  informed  that  fetal  heart  tones  were 
normal,  there  was  a slight  bloody  show,  the  patient’s  cervix 
was  effaced  and  dilated  to  4 cm,  and  the  membranes  were 
intact  and  bulging  with  contractions  that  were  moderately 
strong  and  occurring  every  four  to  five  minutes. 

The  physician  asked  the  nurse  to  have  the  patient  trans- 
ferred to  a teaching  hospital  in  a major  city  about  70  miles 
away,  since  the  patient  was  in  early  labor  and  he  judged  that 
there  would  be  little  or  no  hazard  to  her  or  her  unborn  child. 
He  reasoned  that  because  she  had  no  prenatal  care  she  would 
benefit  from  the  full  services  available  there.  The  obstetrician 
then  called  the  attending  physician  on  duty  at  the  public  teach- 
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ing  hospital,  who  accepted  the  transfer.  Despite  a hospital  pol- 
icy requiring  him  to  examine  newly  admitted  patients  in  labor, 
the  referring  physician  elected  to  stay  at  home,  relying  upon 
the  nurse’s  findings. 

The  nurse  informed  the  patient  of  the  doctor’s  order,  and 
the  patient  objected.  The  nursing  supervisor  was  called,  and 
the  physician  was  contacted  again  to  clarify  his  wishes.  He  was 
angered  because  of  the  delay,  but  again  directed  the  transfer. 
Soon  the  ambulance  arrived  to  transport  the  patient.  By  now  it 
was  7:45  am,  and  the  status  of  her  labor  had  not  been  carefully 
redetermined  and  documented.  Thirty  minutes  later,  about  25 
miles  from  the  referring  hospital,  the  patient’s  membranes  rup- 
tured, and  she  began  to  bear  down.  The  ambulance  turned 
around,  and  a viable  infant  was  born  about  ten  miles  away 
from  the  hospital.  Mother  and  baby  were  returned  to  the  hos- 
pital for  the  third  stage  of  labor,  and  both  were  discharged  in 
excellent  condition  two  days  later. 

Either  the  patient,  one  of  the  hospital  nurses,  an  ambulance 
attendant,  or  perhaps  all  three  subsequently  complained  to  the 
state  health  department.  An  investigation  ensued.  The  sur- 
veyors informed  the  hospital  administrator  that  his  hospital 
had  violated  its  emergency  services  obligations.  He  protested, 
saying  that  the  alleged  transgression  occurred  at  the  discretion 
of  an  attending  physician,  who  did  not  adhere  to  hospital  poli- 
cies which,  if  followed,  would  have  surely  prevented  the  inci- 
dent. Nonetheless,  a public  notice  placed  in  the  local  news- 
paper announced  that  the  hospital’s  Medicare  agreement  would 
be  terminated  within  1 5 days  if  the  hospital  failed  to  comply 
with  Medicare  requirements  for  emergency  services  and  with 
section  1867  of  the  Social  Security  Act. 

The  hospital  promptly  complied  and  continued  Medicare 
participation,  but  soon  representatives  of  the  Office  of  the  In- 
spector General  (OIG)  arrived  to  ask  questions  and  take  depo- 
sitions. Both  the  hospital  and  the  obstetrician  involved  in  the 
care  of  the  patient  now  face  the  possibility  of  a fine  of  up  to 
S50,000. 

This  account  summarizes  a recently  alleged  violation  of  re- 
sponsibilities of  Medicare  hospitals  in  emergency  cases  as  set 
out  in  the  Consolidated  Omnibus  Budget  Reconciliation  Act  of 
1985,  commonly  known  as  the  COBRA  prohibition  against  pa- 
tient dumping.  In  effect,  the  law  states  that  if  a woman  in  ac- 
tive labor  comes  to  a hospital  emergency  room  she  may  not  be 
transferred  to  another  hospital  for  delivery  unless  she  requests 
the  transfer  or  there  is  certification  that  the  medical  benefits  of 
the  transfer  outweigh  the  risks.  One  might  argue  that  the 
desires  of  the  patient  should  not  be  accorded  such  great  weight, 
and  that  a physician  should  be  free  to  choose  whether  he 
or  she  wishes  to  deliver  a patient  who  has  had  no  prenatal 
care.  However,  COBRA  places  obligations  upon  the  hospital, 
which  in  turn  must  secure  the  cooperation  of  its  medical  staff 
if  the  hospital  wishes  to  maintain  its  agreement  as  a Medicare 
provider. 

Application  of  the  COBRA  anti-dumping  provisions 

Section  1867  of  the  Social  Security  Act,  as  amended  by  COBRA, 
became  effective  on  Aug  1,  1986.  It  applies  particularly  to  hos- 
pitals that  have  emergency  departments  and  participate  in  the 
Medicare  program.  However,  the  obligations  involve  the  han- 
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dling  of  any  patient,  regardless  of  payment  source  or  entitle- 
ment, who  comes  to  the  emergency  department  and  on  whose 
behalf  a request  is  made  for  examination  or  treatment  for  a 
medical  condition.  The  term  “department”  encompasses  any 
organized  arrangement  for  the  provision  of  unscheduled  ur- 
gent services.  Psychiatric  conditions  are  ordinarily  considered 
“medical”  under  the  law. 

Medical  screening  requirement 

The  first  obligation  set  out  in  the  law  is  that  the  hospital  must 
provide  for  an  appropriate  medical  screening  examination 
within  the  capability  of  the  emergency  department,  the  pur- 
pose of  which  is  to  determine  whether  or  not  an  emergency 
medical  condition  exists,  or  whether  the  patient  is  in  active  la- 
bor. An  emergency  medical  condition  is  defined  specifically  to 
include  any  condition  in  which  the  absence  of  treatment  could 
reasonably  be  expected  to  result  in  placing  the  patient’s  health 
in  serious  jeopardy,  serious  impairment  to  bodily  functions,  or 
serious  dysfunction  of  any  bodily  organ  or  part.  Active  labor 
is  also  defined  as  labor  at  a time  at  which  delivery  is  imminent, 
there  is  inadequate  time  to  effect  safe  transfer  to  another  hos- 
pital prior  to  delivery,  or  a transfer  may  pose  a threat  to  the 
health  and  safety  of  the  patient  or  the  unborn  child. 

Failure  to  provide  an  adequate  medical  examination  within 
the  hospital’s  capacity,  even  where  the  patient  is  not  trans- 
ferred, violates  Section  1867.  Likewise,  if  a hospital  ordinarily 
has  a physician  examine  patients  who  come  to  the  emergency 
department,  and  the  emergency  is  of  the  type  ordinarily  de- 
tected by  a physician’s  examination,  failure  of  the  physician  to 
examine  the  patient  may  result  in  a valid  complaint.  Hospital 
bylaws  must  determine  who  is  qualified  to  conduct  examina- 
tions. Even  though  the  condition  may  appear  to  be  relatively 
minor  to  a lay  person,  qualified  personnel  must  medically 
screen  a patient  to  rule  out  an  emergency  medical  condition 
or  active  labor. 

Necessary  stabilizing  treatment 

Once  having  examined  the  patient  and  determined  that  an 
emergency  medical  condition  or  active  labor  is  present,  the 
law  expects  the  hospital  to  provide  for  further  medical  exami- 
nations and  treatment  necessary  to  stabilize  the  patient  or  to 
assist  the  patient  in  active  labor.  The  hospital  may  provide  for 
an  “acceptable”  transfer  of  the  patient  to  another  medical  facil- 
ity, unless  the  patient  or  a legally  responsible  person  acting  on 
his  or  her  behalf  refuses  to  consent  to  the  examination,  treat- 
ment, or  transfer.  The  law  makes  it  clear  that  the  treatment  or 
transfer  must  first  be  offered.  In  some  cases  involving  viola- 
tions of  the  COBRA  anti  dumping  law,  patients  were  asked  to 
sign  out  “against  medical  advice”  without  evidence  that  addi- 
tional examinations,  treatment,  or  appropriate  transfer  had  first 
been  offered  to  them. 

Failure  to  stabilize  and  treat  a patient  who  is  not  transferred 
may  constitute  a COBRA  violation.  In  one  case,  a patient  re- 
quired lifesaving  surgery  that  was  normally  available  at  the 
hospital,  but  none  of  the  several  medical  staff  members  who 
practiced  that  specialty  responded  when  asked  to  come  to  the 
hospital.  The  patient  could  not  be  stabilized  through  medical 
measures  alone.  This  problem  might  have  been  prevented  if 


medical  staff  bylaws  had  clearly  obligated  “on-call  ” specialists 
to  respond  to  life-threatening  emergencies.  Here,  the  cause  for 
Medicare  termination  of  the  hospital  included  failure  of  the 
medical  staff  and  governing  body  to  ensure  accountability  for 
the  quality  of  care  provided  to  patients. 

Restricting  transfers  until  patient  stabilized 
A hospital  may  not  transfer  a person  who  has  an  unstable  emer- 
gency medical  condition  or  who  is  in  active  labor,  unless 
the  patient  (or  the  patient’s  legal  representative)  requests  a 
transfer  or  a physician  certifies  in  writing  that  the  benefits  of 
transfer  outweigh  the  risks.  If  a physician  is  not  readily  avail- 
able in  the  emergency  department,  other  qualified  medical 
personnel  may  sign  the  certification,  which  should  be  sup- 
ported by  information  in  the  medical  record.  Whether  the  pa- 
tient requests  the  transfer  or  the  physician  directs  it  with  or 
without  the  patient’s  consent,  the  transfer  must  be  “appropri- 
ate” as  defined  by  the  law. 

Transfer  and  stabilization  defined 

In  addition  to  defining  active  labor  and  an  emergency  medical 
condition,  the  law  also  defines  transfer  and  stabilization.  Trans- 
fer is  any  movement  of  a patient  outside  a hospital’s  facilities  at 
the  direction  of  any  person  employed  by  (or  affiliated  or  asso- 
ciated, directly  or  indirectly,  with ) the  hospital.  Thus,  a patient 
who  is  sent  home  is  considered  to  have  been  transferred,  as  is 
one  who  dies  or  delivers  en  route  to  an  intended  receiving 
hospital.  A person  who  has  been  declared  dead,  or  one  who 
leaves  the  facility  without  permission,  is  not  considered  to 
have  been  transferred.  In  the  context  of  the  law,  the  transfer 
must  involve  a person  who  had  entered  the  hospital  by  way  of 
the  emergency  room.  It  does  not  necessarily  exclude  someone 
who  subsequently  becomes  an  inpatient.  COBRA  does  not  ad- 
dress the  transfer  of  a person  who  is  transferred  after  develop- 
ing an  emergency  medical  condition  while  an  inpatient.  The 
term  to  stabilize  means  to  provide  the  emergency  medical 
treatment  necessary  to  assure,  within  reasonable  medical  prob- 
ability, that  no  significant  deterioration  is  likely  to  result  from 
the  transfer. 

Appropriate  transfer 

In  order  for  a transfer  to  be  considered  ‘“appropriate”  under 
the  law,  it  must  meet  three  requirements.  First,  the  receiv- 
ing facility  must  have  available  space  and  qualified  personnel 
for  the  treatment  of  the  patient  and  have  agreed  to  accept  the 
transfer  and  provide  appropriate  treatment.  (While  Texas  law 
requires  the  transferring  physician  to  secure  a receiving  physi- 
cian and  hospital  appropriate  to  the  patient’s  needs,  COBRA 
does  not  specifically  require  separate  contacts  with  both  the 
physician  and  a representative  of  the  facility.  In  this  instance, 
state  law  prevails. ) Second,  the  transferring  hospital  must  pro- 
vide the  receiving  facility  with  copies  of  medical  records  of 
the  treatment  provided  prior  to  the  transfer.  Third,  the  transfer 
must  be  undertaken  by  qualified  personnel  with  adequate 
transportation  equipment,  including  life  support  measures  as 
may  be  medically  necessary  and  appropriate  during  the  tratis- 
fer.  Regulations  may  specify  additional  requirements  in  the  in- 
terest of  the  health  and  safety  of  patients  transferred. 
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Penalties  and  enforcement 

Presently,  the  Health  Care  Financing  Administration  ( HCFA ) is 
the  primary  federal  agency  enforcing  Medicare  emergency 
care  requirements  for  participating  hospitals.  HCFA  may  termi- 
nate a violator’s  Medicare  agreement,  or  the  OIG  may  suspend 
the  hospital’s  Medicare  participation  and  fine  the  hospital  and 
the  “responsible  physician”  (A  responsible  physician  may  be 
employed  by,  or  under  contract  with,  the  hospital  and  in  that 
capacity  have  professional  responsibility  for  the  examination, 
treatment,  or  transfer  in  question. ) The  upper  limit  of  the  pen- 
alty was  raised  from  $25,000  to  $50,000  for  each  violation  oc- 
curring on  or  after  Dec  22,  1987. 

Outlook 

On  March  25,  1988  the  House  Committee  on  Government 
Operations  filed  a report  on  patient  dumping.  The  committee 
concluded  that  thousands  of  patients  were  being  dumped  from 
one  hospital  emergency  room  to  another  for  economic  rea- 
sons and  that  the  problem  was  increasing.  The  Department  of 
Health  and  Human  Services  was  criticized  for  not  issuing  regu- 
lations implementing  the  COBRA  prohibitions,  and  HCFA  was 
judged  deficient  in  using  its  enforcement  powers  and  in  failing 
to  notify  the  general  public  of  the  protections  under  the  law. 
The  committee  report  recommended  that  the  COBRA  anti- 
dumping amendment  or  the  regulations  should  be  further 
strengthened,  most  notably  by  making  them  apply  to  all  pa- 
tient transfers. 

Proposed  regulations,  issued  June  16,  1988,  permitted  a 60- 
day  comment  period  on  such  issues  as  the  extension  of  the 
definition  of  “responsible  physician”  to  include  physicians  who 
provide  uncompensated  services  under  an  oral  agreement  to 
examine  and  treat  patients  in  a hospital’s  emergency  room. 
Under  the  proposed  rules,  offending  hospitals  may  be  termi- 
nated from  Medicare  with  as  little  as  two  days’  notice.  A re- 
ceiving hospital  that  fails  to  promptly  report  a suspected  viola- 
tion may  itself  be  terminated  by  HCFA.  Copies  of  complaints 
and  reports  of  HCFA-directed  investigations  must  be  referred 
to  the  OIG  and  the  Office  of  Civil  Rights  as  well  as  to  the  Peer 
Review  Organization,  the  state  Medicaid  agency,  and  state  li- 
censing bodies. 

Dallas  regional  office  experience 

From  Jan  1,  1987,  through  May  31,  1988,  the  Dallas  Regional 
Office  of  HCFA  has  received  69  allegations  of  violations  of  the 
COBRA  antidumping  provisions  in  the  five-state  region,  con- 
sisting of  Arkansas,  Louisiana,  New  Mexico,  Oklahoma  and 
Texas.  Investigation  of  these  allegations  by  the  respective  state 
health  departments  revealed  violations  in  33  of  the  67  cases 
completed  to  date. 

Fourteen  violations  involved  obstetrical  patients,  of  whom 
all  but  one  were  in  active  labor.  Twelve  patients  in  active  labor 
were  determined  to  have  been  transferred  inappropriately.  The 
other  two  were  inadequately  screened.  Among  the  19  viola- 
tions involving  nonobstetrical  patients,  failure  to  provide  an 
appropriate  medical  screening  examination  within  the  capabil- 
ity of  the  hospital’s  emergency  department  was  found  in  1 2 
cases.  Twenty-tw'O  (66.6%  ) of  the  33  hospitals  with  violations 
were  located  outside  of  Standard  Metropolitan  Statistical  Areas. 


Eleven  of  the  33  COBRA  violations  surfaced  in  the  course  of 
a health  survey  by  one  of  the  state  agencies,  either  during  a 
scheduled  annual  inspection  or  a complaint  investigation.  Ad- 
ministrators of  receiving  hospitals  have  been  the  source  of 
complaints  in  nine  confirmed  violations,  while  Peer  Review 
Organizations  have  originated  three.  Only  four  of  the  33 
COBRA  violations  in  the  Dallas  region  were  turned  up  by  in- 
vestigating a complaint  from  a patient  or  a family  member.  Vio- 
lations were  found  as  a result  of  complaints  from  ambulance 
crews,  law  enforcement  officers,  and  other  medical  personnel 
in  three  cases,  and  anonymous  complaints  in  three  other  cases. 
Despite  the  perception  that  large  urban  medical  centers  are 
experiencing  a disproportionate  number  of  illegally  dumped 
patients,  only  two  of  the  33  confirmed  violations  originated  as 
complaints  from  administrators  of  hospitals  with  over  500  beds. 

Conclusion 

Physicians  who  have  emergency  room  coverage  responsibili- 
ties should  be  familiar  with  the  COBRA  antidumping  provi- 
sions. While  the  law  does  not  strictly  require  a physician  to 
personally  examine  each  patient  who  seeks  emergency  care, 
hospital  medical  staff  bylaws  should  clearly  set  out  procedures 
to  assure  that  every  patient  is  under  the  care  of  a physician  and 
that,  within  the  hospital’s  capacity,  designated  qualified  per- 
sonnel perform  appropriate  medical  screening  examinations. 
Where  necessary,  physicians  must  be  readily  available  to  ren- 
der further  examinations  and  stabilizing  treatment.  Transfer  of 
a woman  in  active  labor  or  of  an  unstable  patient  requires 
prior  arrangement  with  the  receiving  hospital,  exchange  of 
medical  records,  and  documented  assessment  of  the  risks  and 
benefits  of  transfer. 

KENNETH  C.  SCHNEIDER,  MD,  MPH 

Associate  Regional  Administrator  for  Health  Standards  and  Quality,  Health  Care 
Financing  Administration,  Dallas,  TX. 

EDITOR’S  NOTE 

The  views  expressed  are  those  of  the  author  and  are  not  the  official 
position  of  the  Health  Care  Financing  Administration  or  the  Depart- 
ment of  Health  and  Human  Services. 
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When  the  doctor  dies 

This  article  addresses  the  unpleasant  subject  of  death — the 
death  of  a physician.  Unlike  the  demise  of  other  profes- 
sionals, a doctor's  death  leaves  a unique  set  of  problems 
for  a spouse  to  deal  with. 

In  addition  to  the  legal  requirements  of  returning  the 
license  to  practice  medicine,  both  the  state  and  federal 
narcotics  licenses,  and  the  triplicate  prescription  forms,  a 
doctor’s  spouse  is  also  responsible  for  disposing  of  office 
equipment  and  making  provisions  for  patient  records. 

A 12-point  outline  offers  a guide  for  physicians  to  follow 
in  preparing  a spouse  for  dealing  with  these  problems. 

KEY  WORDS:  DEATH,  WIDOW,  WIDOWHOOD,  SPOUSE,  INSURANCE,  EXECU- 
TRIX, EXECUTOR,  CLAIMS,  ESTATE,  WILL. 

In  May  1985  I became  a doctor’s  widow. 

In  March  1988  I am  still  coping  with  the  unique  details  of 
closing  the  doors  on  a doctor’s  life. 

Three  years  ago,  armed  only  with  limited  subliminal  widow 
training  but  knowing  I needed  more,  I contacted  the  Texas 
Medical  Association  (TMA)  for  help.  Within  two  days,  a rather 
lengthy  packet  arrived.  ITie  material,  however,  was  geared  to  a 
retiring  physician  or  one  moving  his  practice  to  another  site. 

Although  death  certainly  changes  a doctor’s  address,  it  also 
removes  him/her  physically  as  a source  of  information,  so  I was 
still  left  with  unanswered  questions.  Ultimately,  with  the  help 
of  the  TMA  staff  and  close  medical  friends,  I managed. 

Will  your  spouse  be  able  to  do  the  same? 

Every  year  approximately  1 50  Texas  physicians  die,  leaving 
roughly  1 50  medical  spouses.  Since  there  is  no  simple  guide- 
line available  to  help  prepare  them  for  widowhood,  perhaps 
the  following  1 2 points  will  aid  you  in  preparing  your  spouse 
for  that  possibility: 

1 . Make  sure  your  will  is  current  and  meets  the  legal  re- 
quirements set  by  both  state  and  federal  regulations. 

2.  Be  sure  your  spouse  knows  where  your  will  is,  is  aware 
of  its  provisions,  especially  if  there  is  any  reference  to  your 
practice,  and  is  well  acquainted  with  your  attorney. 

3.  If  your  spouse  is  not  the  executor/executrix  of  your  es- 
tate, be  sure  he/she  has  a good  working  relationship  with  who- 
ever is.  Also,  explain  to  your  family  who  controls  your  estate 
during  and  after  probate.  If  someone  other  than  the  family  is 
responsible  for  patient  records,  see  that  that  person  gets  them 
as  soon  as  possible. 

4.  Tell  a close  friend  to  call  either  your  attorney  or  executor 
immediately  after  your  death,  and  arrange  to  have  all  calls 
(other  than  those  from  people  wishing  to  express  sympathy) 
directed  to  that  person.  Since  all  doctors  are  perceived  as 
being  rich,  a doctor’s  widow  is  perceived  as  being  richer.  As 
soon  as  a physician’s  obituary  appears,  open  season  is  declared 
on  his/her  assets. 

Two  financial  scams  were  attempted  on  me  within  the  first 
weeks  after  my  husband,  Sidney,  died.  A man  who  was  suing  us 
said  he  was  certain  I would  not  want  my  husband’s  memory 
tarnished  over  past  conflicts,  so  for  SI 0,000  he  would  drop 


the  suit  and  forget  old  offenses. 

And,  a “friend”  called  to  say  Sidney  had  promised  him  and 
his  wife  S5,000  to  buy  a new  car,  and  he  knew  I would  want 
to  honor  Sidney’s  intent. 

Both  attempts  at  fraud  were  averted  by  my  lawyer,  who  also 
succeeded  in  winning  the  lawsuit. 

5.  Make  certain  your  spouse  knows  your  CPA  and/or  your 
tax  consultant,  because  the  working  relationship  between 
them  will  be  as  close  as  the  ones  between  your  executor/ 
executrix  and  your  attorney.  Office  personnel  will  have  to  be 
retained  for  a while,  bills  sent,  and  accounts  paid. 

6.  Tell  someone  in  your  family  where  you  keep  your  cur- 
rent narcotics  licenses,  your  current  license  to  practice 
medicine,  and  your  triplicate  prescription  forms. 

Also,  tell  that  person  to  contact  the  Texas  State  Board  of 
Medical  Examiners  (TSBME)  as  soon  as  possible  after  your 
death  so  they  can  instruct  your  family  about  returning  the 
above  documents.  You  need  to  make  certain  your  family 
understands  that  the  job  of  contacting  the  TSBME  and  fol- 
lowing the  board’s  directions  is  their  responsibility  and  no 
one  else’s. 

7.  Tell  your  spouse  whether  you  or  your  associates,  if  you 
belong  to  a group,  pay  the  premiums  for  office  overhead,  dis- 
ability, and  malpractice  insurance. 

If  you  pay  for  these  policies  as  an  individual,  refunds  will  be 
due  on  unused  premiums.  Checks  will  be  sent  within  weeks 
after  the  companies  have  been  notified  of  your  demise. 

8.  Insist  your  spouse  file  a claim  for  any  disability  or  office 
overhead  you  are  entitled  to,  even  if  it’s  only  one  day.  If  you 
have  coverage  through  the  TMA,  the  amount  paid  will  be  three 
full  months  of  disability  payments  plus  payment  for  the  month 
of  the  claim  itself.  (There  are  some  variables,  but  they  are 
clearly  stated  in  the  policy. ) It  would  also  be  wise  to  check 
your  current  policies  to  see  what  benefits  they  contain  so  you 
can  advise  your  family  ahead  of  time. 

I don’t  think  my  husband  was  aware  he  had  the  type  of  cov- 
erage that  provided  a terminal  payment.  If  he  did,  he  never 
mentioned  it.  Since  he  was  only  disabled  five  days,  I wasn’t 
going  to  file  a claim.  It  was  through  the  insistence  of  a close 
friend  who  had  sat  on  the  Committee  on  Association  Insurance 
that  I finally  did. 

9.  Explain  in  great  detail  to  your  spouse  how  to  dispose  of 
your  practice,  including  any  drugs  on  hand.  Be  sure  patient 
records  and  retention  times  are  understood.  This  is  important 
whether  you  are  a solo  practitioner,  a partner,  or  a member  of 
an  association.  And,  of  course,  any  contractual  arrangements 
need  to  be  known. 

In  our  case,  Sidney  and  his  partner  had  a limited  partnership 
contract  between  their  respective  Professional  Associations. 
Both  wives  were  thoroughly  familiar  with  the  arrangements. 

In  retrospect,  I would  have  insisted  on  different  terms,  but 
at  least  I knew  what  to  expect. 

10.  Explain  the  value  of  your  personal  medical  library  and 
how  to  dispose  of  it.  Also,  what  furniture  and  equipment  in  the 
practice  needs  to  be  sold,  where  to  get  appraisals,  and  where 
to  sell  it.  If  any  equipment  is  leased,  you  need  to  designate  it, 
so  it  can  be  returned  to  lessors. 

1 1 . Don’t  keep  secrets  about  tax  shelters  you  are  involved 
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in,  your  position  in  them,  any  bank  accounts,  or  property  you 
own.  Thank  God,  Sidney  shared  all  this  with  me  or  1 would 
have  lost  thousands  of  dollars. 

1 2.  Discuss  the  possibility  of  death  through  the  years.  As 
situations  change,  alter  your  will;  as  laws  change,  be  aware  of 
their  implications;  as  the  marriage  years  lengthen,  share  it  all. 

There  are  dozens  of  other  details  you  might  discuss  with 
your  family  that  aren’t  unique  to  medicine.  They’re  just  things 
that  will  alleviate  some  of  the  confusion  and  take  away  many 
of  the  surprises. 

Some  of  my  biggest  jolts,  excluding  the  legal  fees,  were 
having  to  obtain  an  estate  tax  identification  number,  having  to 
open  an  estate  checking  account,  and  the  necessity  of  running 
an  advertisement  in  the  local  newspaper  to  advise  debtors 
about  making  claims  against  the  estate.  I’ve  also  learned  about 
burial  benefits  from  Social  Security  and  the  Veterans  Admin- 
istration, appraisals  and  Letters  of  Testamentary.  In  addition, 
my  battles  with  the  Internal  Revenue  Service  and  the  problems 
of  storing  records  continue  today. 

Although  Sidney’s  affairs  were  in  order,  the  hundreds  of  little 
decisions  to  be  made  became  so  traumatic  I soon  found  myself 
turning  every  molehill  into  a mountain.  This  might  have  been 
avoided  if  we’d  taken  the  time  to  talk  about  the  1 2 items 
above. 

But  our  lives  were  not  geared  toward  death. 

Death,  after  all,  is  depressing  and  certainly  not  a favorite 
topic.  Dying  isn’t  a subject  to  be  bantered  about  the  breakfast 
table  or  discussed  on  vacation. 

Death  is  miserable  and  morbid  but  it  eventually  comes  to 
every  household,  and  in  the  case  of  the  doctor,  its  ramifications 
go  far  into  the  future. 

KATYE  KOWIERSCHKE 
2822  Oakside  Dr,  Bryan,  TX  77802. 

EDITOR’S  NOTE 

Reprints  of  “Before  the  Doctor  Dies — A Checklist,”  by  Michael  G.  Young,  JD, 
Texas  Medicine  79(5):  70-72,  1983,  are  available  from  the  Texas  Medical  Asso- 
ciation, Office  of  the  General  Counsel,  1801  N Lamar  Blvd,  Austin,  TX  78701. 
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It’s  a fact.  A shortage  of  funds  can  prevent  an 
impaired  physician  from  getting  the  help  he  or 
she  needs  and  wants. 

The  Physician  Health  and  Rehabilitation  Assis- 
tance Fund  was  established  by  the  Texas  Medi- 
cal Association  Committee  on  Physician  Health 
and  Rehabilitation  primarily  to  provide  assis- 
tance to  impaired  physicians  who  cannot  afford 
treatment  for  substance  abuse  or  other 
problems. 

Financial  assistance  is  provided  in  the  form  of  a 
loan,  with  funds  usually  sent  directly  to  providers 
of  care. 

Please  help  TMA  help  your  colleagues.  Support 
the  TMA  Physician  Health  and  Rehabilitaton 
Assistance  Fund.  Your  contribution  is  tax 
deductible. 

If  you  would  like  to  know  more  about  how  the 
fund  assists  indigent,  impaired  physicians,  call 
TMA  at  512/477-6704,  ext.  141. 

TMA  PHYSICIAN  HEALTH 
AND  REHABILITATION 
ASSISTANCE  FUND 

I want  to  support  the  Physician  Health  and  Re- 
habilitation Assistance  Fund.  Enclosed  is  my  tax 
deductible  contribution  in  the  amount  of: 


$25 

$50 


-$100 


$ 


Name 


Address 


Please  return  this  form  to:  Texas  Medical  Asso- 
ciation, Physician  Health  and  Rehabilitation  As- 
sistance Fund,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 
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Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by'  the  TMA  Memorial  lA- 
brary.  In  1989  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,035  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477-6704. 
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ing and  Preventing  Work-Related  Disease,  ed  2.  Boston,  Little, 
Brown  and  Co,  1988. 

The  1988  Report  of  the  Joint  National  Committee  on  Detec- 
tion, Evaluation,  arui  Treatment  of  High  Blood  Pressure. 
Washington,  DC,  National  Institutes  of  Health,  1988. 

Sleisenger  MH,  Fordtran  JS:  Gastrointestinal  Disease.  Patho- 
physiology, Diagnosis,  Management,  ed  4,  vols  1—2.  Philadel- 
phia, W.B.  Saunders  Co,  1989. 

The  Surgeon  General’s  Report  on  Nutrition  and  Health.  Wash- 
ington, DC,  US  Department  of  Health  and  Human  Services, 
1988. 


It’s  called  talking.  If  your  older  patients  don’t 
ask  you  about  the  prescriptions  they’ve  been 
given,  make  it  a point  to  tell  them  what  they 
need  to  know.  Make  sure  they  know  the 
medicine’s  name,  how  and  when  to  take  it, 
precautions,  and  possible  side  effects.  En- 
courage them  to  write  down  the  information  and 
ask  you  questions  about  things  they  don’t 
understand. 

You’ll  also  want  to  take  a complete  medica- 
tions history  including  both  prescription  and 
non-prescription  medicines.  The  history  can 
alert  you  to  the  potential  for  drug  interactions 
and  help  you  simplify  their  regimen. 

Re-introduce  the  oldest  advance  in 
medicines.  Make  talking  a crucial  part  of  your 
practice.  Because  good,  clear  communication 
about  medicines  isn’t  a thing  of  the  past.  It’s  the 
way  to  a healthier  future. 

Before  they  take  it, 
talk  about  it. 

^ ^ National  Council  on 
^ K Patient  Infonnnation  and  Education. 

ti66  Eleventh  St.  N.W,  Suite  810 

Washington.  D C.  20001 


Re  -INTRODUCE 

The  Oldest 
Advance 
In  Medicines. 
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ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


)ohn  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
loseph  T.  Queng,  MD 
Lawrence  C.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

lames  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D,  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long,  ill,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Ayenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMACE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


MEDICLINICS,  HOUSTON 

Family,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 

Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  411B,  Dallas  75246 
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Texas  Medicine 


DERMATOLOGY 


ENDOCRtNOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas, 

Texas  75231;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  biock  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermato'ogic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physicai  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


MOHS  SURGERY  HERBERT  A.  BAILEY,  MD 

For  Primary  and  Recurrent  Diseases  of  the  Digestive  System 

Cancer  of  the  Skin 

Forrest  C.  Brown,  MD  3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Mark  your  calendar  for  future 
TMA  meetings: 


Winter  Leadership  Conference,  March  4,  1989 — ^Austin 


Annual  Session,  May  10-14, 1989 — Fort  Worth 


Fall  Leadership  Conference,  September  16,  1989 — Austin 

TMA  Student  Loan  Program 

Interim  Session,  November  17-18,  1989 — Austin 

. . . Another  service  of  your  association 
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HAND  SURGERY 


INFECTIOUS  DISEASES 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave,,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 


ALLAN  R.  KELLY,  MD 
KAREN  S.  JURGENSEN,  MD 
Infectious  Diseases 

929  College  Avenue,  Fort  Worth,  Texas  76104 

Telephone  817  334-0003 

Twenty-four  Hour  Number  817  927-6100 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Ayenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 


8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1S22  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


WILLIAM  J.  VAN  WYK,  MD,  PA 
Surgery  of  the  Hand 


Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 


803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


WEST  HOUSTON  HAND  CENTER,  PA 
Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 
7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 
12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 
7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 
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. . . One  strong  voice 


Texas  Medicine 


NUCLEAR  MEDICINE 


EDWIN  C.  AUGUSTAT,  MD 


Ophthalmic  Plastic  and  Reconstructive  Surgery 

HERBERT  C.  ALLEN,  MD,  FACNM  ^4qq  south  Main,  suite  503,  fort  Worth,  Texas  76104;  817  338-4183 

Practice  Limited  to  Nuclear  Medicine 


100  Hermann  Professionai  Bidg.,  Houston,  Texas  77030;  713  790-0540 
Dipiomate  American  Board  of  Nuciear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director— 713  790-0540 
Dipiomate  American  Board  of  Nuclear  Medicine 


OCCUPATIONAL  MEDICINE 


RETINA-VITREOUS  ASSOCIATES 


W.  Rex  Hawkins,  MD 
Limited  to  Retina  and  Vitreous 
1200  Binz,  Suite  400,  Houston,  Texas  77004; 
713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Cranek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Eort  Worth,  Texas  76104;  817  332-6200 


ERIC  G.  COMSTOCK,  MD 

Dipiomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  C.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B,  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  G.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 


Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 


Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 

713  797-1777 

Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 


ORTHOPEDIC  SURGERY 


TEXAS  EYE  INSTITUTE 
Disease  and  Surgery  of  the  Eye 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Ereeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 
A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  3,15-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Dipiomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


F.  Carlton  Hodges,  MD 
I.  Price  Brock,  Jr,  MD 
Robert  L,  Dickey,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


TMA  Practice  Management  Workshops  TMA  Physician  Placement  Service 

. . . Another  service  of  your  association  • ■ • Another  service  of  your  association 
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LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — 'Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DOS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendei,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vayrin,  MD,  Emphasis  on  Sports  Medicine 
Dipiomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randoi  Miii  Road,  Ariington,  Texas  76012;  817  261-8284 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Bilingual  (Spanish)  Program 
Neuromuscular 

Accredited  by:  Joint  Commission 
Commission  on  A 


Sports  Arts  Center 

Polytrauma 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Cerebral  Palsy 

Neurophysiology 

Accreditation  of  Hospitals 

iditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1 -800-44REHAB 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOGIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ARTHRITIS  SURGICAL  CENTER 

Specializing  in  Joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 

Cecil  M.  Christensen,  MD 

Board  Certified 


OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Dipiomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


TMA  Memorial  Library 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


...  Another  service  of  your  association  TMA  FOTUm  OH  M6diC3l  ISSU6S 
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STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  7S705;  214  593-8296 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation.  Mclnnis,  MD 

lohn  E.  Carter,  MD  _ Donald  Novick,  MD 

David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 

BURN  CARE  ASSOCIATES 


Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
)oe  Ford,  MD 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


\ 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services: 

® Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 
Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for 
Adolescents 


Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PLASTIC  SURGERY  SPECIALISTS 

Neal  R.  Reisman,  MD,  FACS  William  B.  Riley,  Jr.,  MD,  FACS 
Richard  K.  Vanik,  MD  Joseph  M.  Perlman,  MD,  FACS 

Medical  Center-Creenpark  Two,  7505  S.  Main,  Suite  150,  Houston, 

Texas  77030;  713  558-5353 

West  Houston,  Southwest,  Sugar  Land,  Galleria,  Cy-Fair 

Diplomates  American  Board  Plastic  Surgery 


• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Cary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
loan  R.  Hebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 


Art  Mirzatuny,  MD 
lohn  L.  Peake,  MD 
Rebecca  M.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood,  MD 
lohn  M.  Zimburean,  MD 


Offices;  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center, 
Medical  City,  The  Irving  Hospital  & Trinity  Medical  Center 
Phone  214  247-1150 


PSYCHIATRY 


RHEUMATOLOGY 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN;  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  G.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 
Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and 
Adolescent,  Substance  Abuse,  Short-Term,  ACCEL,  and 
Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee,  MD 
Tom  G.  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Joseph  P.  Caspar!,  MD 
Paul  M.  Hamilton,  MD 
David  J.  Korman,  MD 
Jerry  M.  Lewis,  III,  MD 

P.O.  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  75228 


Ruth  A.  MarDock,  MD 
Charles  G.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
James  K.  Peden,  MD 
Catherin  A.  Roberts,  MD 
Tony  Romack,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 
Paula  Dobbs-Wiggins,  MD 


214  381-7181 
1-800-426-4944 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 
Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


GONZALO  A.  AILLON,  MD  Representing  TMA's  legislative  views 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 

Dallas,  Texas  75237;  214  296-6241  . . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  j.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 

C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual 
Dysfunction,  Laser  Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $48.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


TMA  Action  monthly  newsletter 


. . . Another  service  of  your  association 


fiL  DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 

If  you  can  answer  "yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won’t 
you  give  us  an  opportunity  to  help?  (Strictly 
confidential  contacts  can  be  made  through  our 
HOTLINE.  Call  us  collect,  anytime.) 

HOTLINE— 512  477-5575 

TMA  Committee  on 
Physician  Health  & Rehabilitation 

Richard  L.  Weddige,  M.D.,  Lubbock, 

Chairman 
(806)  743-2800 

G.  Hulse  Wagner,  M.D.,  Wichita  Falls, 

Vice  Chairman 
(817)  322-1196 

Neal  H.  Gray,  M.D.,  San  Antonio 
(512) 697-9792 

Adib  R.  Mikhail,  M.D.,  Houston 
(713)  440-4911 

Gretchen  L.  Megowen,  M.D.,  Dallas 
(214)  696-8227 

Thomas  H.  Allison,  M.D.,  Mabank 
(214)  563-6452 

Edgar  P.  Nace,  M.D.,  Dallas 
(214)  381 -71 81,  ext.  278 

J.P  Graves,  M.D.,  Marshall 
(214)938-1383 

Mark  J.  Wegleitner,  M.D.,  El  Paso 
(915)  779-5866 

Scott  Conard,  M.D.,  Dallas, 

Resident  Representative 
(214)  941-0877 

Misty  Dawn  Laughlin,  M.D.,  Temple, 

Alternate  Resident  Representative 

Mrs.  Lowell  Kepp,  Corpus  Christi, 

Auxiliary  Representative 
(512)  854-0686 

Allan  McCorkle,  Lubbock, 

Student  Representative 
(806)  797-2229 

Sam  Colley,  Lubbock, 

Alternate  Student  Representative 
(806)  799-7615 


Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Lubbock  Stale  School — General  physician  position 
available,  to  care  for  mentally  retarded  clients.  Valid 
Texas  license.  Excellent  benefits,  including  40-hour 
workweek,  malpractice  protection,  paid  holidays, 
vacation/sick  accruals,  retirement  and  tax  sheltered 
income  program.  Salary  negotiable,  includes  aug- 
mentation. Contact  Lonnie  Willis,  Superintendent, 
Lubbock  State  School,  P.O.  Box  5396,  Lubbock, 
Texas  79417,  806  763-7041.  EOE. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 


EPA,  an  expanding  Emergency  Physi- 
cian Group  is  seeking  physicians  in  the 
following  specialties:  Emergency  Medi- 
cine, Family  Practice,  Internal  Medicine, 
and  General  Surgery.  We  offer  an  op- 
portunity to  demonstrate  your  skills  in  a 
variety  of  settings  throughout  Central, 
East/Central,  and  Southern  Texas. 

We  offer  excellent  opportunities  for  staff 
and  directorship  positions  with  lucrative 
compensation  and  paid  malpractice  in- 
surance. Call  EPA  at  1-800-999-3728, 
or  send  your  CV  to: 

Amy  A.  Schafers,  Physician  Recruiter 
Emergency  Physicians  Associates 
8700  Crownhill  Road,  Suite  600 
San  Antonio,  Texas  78209 


Texas:  Dallas/Fort  Worth  and  East  Texas — Full-time 
positions  available  with  EmCare,  a progressive  phy- 
sician-oriented group  committed  to  excellence  in 
emergency  medicine.  Opportunities  include  staff 
and  directorship  positions,  in  high-volume.  Level  I 
Trauma  Centers,  as  well  as  smaller  community  hos- 
pitals. We  offer  very  desirable  geographic  locations 
including  the  Dallas/Fort  Worth  area.  East  Texas, 
Amarillo,  and  Austin.  Competitive  compensation 
rates  range  from  $85,000  to  $150,000  annually. 
Positions  available  for  both  part-time  and  full-time 
emergency  medicine  physicians.  Positions  are  also 
available  for  primary  care  physicians  in  clinic  set- 
tings. Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204  or  call  collect  214 
823-6850,  out  of  state  1-800-527-2145. 

Physician  needed  to  help  staff  established  family 
practice/ambulatory  care  clinic.  Good  salary  and 
benefits.  Evening  hours,  with  an  occasional  week- 
end. Call  713  469-8163  for  additional  information. 
Non-smoker  please. 

Part-time  or  full-time  physician  needed  for  low- 
volume  emergency  department  in  a nice  area  of 
Houston.  Please  call  713  784-1720  anytime. 

Texas:  Full-time  and  part-time  emergency  depart- 
ment positions  available  at  224-bed  hospital. 
Recreational  area  north  of  Dallas.  Excellent  compen- 
sation including  malpractice  insurance.  Benefit  pack- 
age available  to  full-time  physicians.  Contact 
Emergency  Consultants,  Inc.,  2240  S.  Airport  Road, 
Room  29,  Traverse  City,  Ml  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496. 


Family/General  Practice 

Urgent — FP/CP  physicians  needed  for  practice  op- 
portunities within  Arizona  and  throughout  the 
United  States.  Excellent  group  and  solo  opportuni- 
ties available.  For  additional  information,  call  602 
990-8080;  or  send  CV  in  confidence  to  Mitchell  & 
Associates,  Inc.,  P.O.  Box  1804,  Scottsdale,  Arizona 
85252. 


Needed — General  practitioner  who  does  OB  and 
surgery  for  rural  practice.  Excellent  location  in  the 
heart  of  Central  Texas  near  several  large  cities. 
Practice  in  a recently  created  hospital  district.  Please 
inquire  at  409  542-3141,  ext.  150. 

South  Texas  Family  Practice — -Small  town  near  beach 
and  four  metropolitan  areas.  Gross  exceeds  $270K. 
Hospital  and  OB  ayailable  but  optional.  512  275- 
6759. 

$100,000  Practice  Opportunity — Immediate  opening 
for  family  practitioner.  Rolling  Plains  Regional, 
Texas  Panhandle.  Clinic  fully  equipped  adjacent  to 
42-bed  hospital.  Hospital  will  provide:  billing,  nurs- 
ing, housekeeping,  maintenance,  etc.  $100,000  first 
year  guarantee.  For  more  information  contact  Ad- 
ministrator, Hall  County  Hospital,  806  259-3504. 


Obstetrics/ Gynecology 

OBG — North  Central  Texas.  Seeking  BC/BE  OBG  to 
join  expanding  OBG  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  5W  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 
associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded,  American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 

OBG,  board  eligible  or  board  certified,  needed  im- 
mediately for  large  well-established  multispecialty 
group.  Gulf  Coast  area.  Salary  with  progress  to 
shareholder.  Fringe  benefits  include  malpractice  in- 
surance, vacation,  CME,  health,  life,  LTD  insurance, 
sick  and  personal  leave  time.  Financial  assistance  in 
relocating.  Send  CV  to  Kelsey-Seybold  Clinic,  PA, 
6624  Fannin,  Houston,  Texas  77030,  Attn:  Physician 
Recruitment  Services  Office. 


Much  obliged.  Our  group 
owes  a debt  of  gratitude  to 
the  health  care  professionals  of 
Texas.  Thanks  to  you,  we  have  just 
completed  the  busiest  year  in  our 
history.  Your  continuing  trust  is 
sincerely  appreciated. 


PRN,  Ltd. 

Physician  Staffing 

locum  tenens  • practice  trials 
permanent  placements 

positions  and  physicians 
now  available 


1-800-531-1122 

One  Thousand  North  Walnut 
Suite  B 

New  Braunfels,  Texas  78130 


A physician-owned  company 
— established  1982  — 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 

Orthopedic  Surgeons,  Texas  Gulf  Coast — An  attrac- 
tive financial  and  recruitment  package  will  be  pro- 
vided to  an  orthopedic  surgeon  in  a new  medical 
office  building  next  to  our  191-bed  hospital  in 
Baytown.  Immediate  referrals  will  be  forthcoming. 
Baytown,  population  60,000,  is  located  just  20  miles 
southeast  of  Houston.  For  more  information,  send 
your  CV  to:  Gordon  Crawford,  Professional  Rela- 
tions, Humana  Inc.,  Dept.  11-1,  500  West  Main 
Street,  Louisville,  Kentucky  40201-1438.  Or  call 
TOLL-FREE  1-800-626-1590. 


Pediatrics 

Pediatricians,  Texas  Gulf  Coast — Another  pediatri- 
cian is  needed  to  establish  practice  next  to  our 
191-bed  hospital  in  Baytown,  Texas.  The  only  pedi- 
atrician here  is  extremely  busy  and  will  share  call. 
Attractiye  financial  and  marketing  assistance  will  be 
provided.  Baytown,  population  60,000,  is  located 
just  20  miles  southeast  of  Houston.  For  more  infor- 
mation, send  your  CV  to:  Cordon  Crawford,  Pro- 
fessional Relations,  Humana  Inc.,  Dept.  11-1,  500 
West  Main  Street,  Louisville,  Kentucky  40201-1438. 
Or  call  TOLL  FREE  1-800-626-1590. 


Psychiatry 


iychiatrist — new  position  in  expanding  medical 
‘rvices  division  of  a community  mental  health 
inter.  Requires  Board  Eligible  or  Board  Certified 
id  Texas  license.  A base  salary  of  $73,000,  higher 
insidering  experience  and  certification.  Fringe 
snefit  package  of  23%  plus  administrative  and 
alpractice  liability  coverage.  El  Paso  has  more 
ays  of  sunshine  than  any  city  in  the  U.S.  Our 
7erage  daily  high  temperature  in  January  is  57 
agrees;  average  nightly  low  temperature  July  'S 
) degrees.  Mountain  resorts  with  skiing  and  fish- 
g are  two  hours  away.  A culturally  diverse  major 
etropolitan  area,  El  Paso  has  a population  of 
/er  500.000.  Bilingual  Spanish/English  required. 
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For  more  information  call  or  write  W.  M.  Smith, 
Personnel  Director,  Life  Management  Center,  P.O. 
Box  9997,  El  Paso,  Texas  79990;  915  594-1069. 

Psychiatrist,  Texas  Gulf  Coast — Our  191-bed  hos- 
pital in  Baytown,  Texas  is  rapidly  expanding  psychi- 
atric services  and  another  general  or  child  psychi- 
atrist is  needed  to  establish  practice  here.  We  now 
have  34  psych,  10  adolescent  and  six  chemical 
dependency  beds.  Attractive  financial  and  marketing 
assistance.  Baytown,  population  60,000,  is  located 
just  20  miles  southeast  of  Houston.  For  further  in- 
formation, send  your  CV  to:  Cordon  Crawford, 
Professional  Relations,  Humana  Inc.,  Dept.  11-1, 
500  West  Main  Street,  Louisville,  Kentucky  40201- 
1438.  Or  call  TOLL-FREE  1-800-626-1590. 


Radiology 

BE/BC  radiologist  needed  for  locum  tenens  in 
Laredo,  Texas.  Full  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Radiologist — Part-time  position  available.  No  spe- 
cials or  MRI.  Ideal  for  semi-retirement  in  resort/ 
retirement  area  in  South  Texas  on  Mexican  border 
near  Gulf  of  Mexico.  Contact  Max  Roeder,  MD, 
1315  E.  6th  Street,  Weslaco,  Texas  78596. 

Expanding  15-physician  multispecialty  group  has 

excellent  opportunity  for  a radiologist.  We  offer  a 
high  beginning  guaranteed  salary  in  addition  to 
benefits  with  no  first  year  expenses.  Send  CV  to 
Pam  Shuttlesworth,  Personnel  Director,  Malone  and 
Hogan  Clinic,  1501  W.  11th  Place,  Big  Spring,  Texas 
79720. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  I’/r  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 


PRIVATE  PRAOICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  8i  Sunbelt  States 
Call  1-800-284-4560 

Houston  785-3722  Reuben 

or  send  CV:  11140  Westheimer  R q n s t e i n 

Suite  144  

Houston,  TX  77042  & Associates 


Expanding  Texas  Multispecialty  Croup — Dallas/Fort 
Worth  area,  requires  BE/BC  physicians:  internal 
medicine  and  subspecialties,  OBG,  orthopedics, 
pediatrics,  psychiatry,  urology,  ENT,  ophthalmology. 
Competitive  salary  and  benefits.  CV  to:  Medical 
Director,  Permanente  Medical  Association  of  Texas, 
12720  Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Permanente  Medical  Association  of  Texas — Rapidly 
expanding,  multispeciaity  prepaid  group  practice  in 
Dallas/Fort  Worth  seeking  BE/BC  physicians:  allergy, 
anesthesiology,  dermatology,  family  practice,  gastro- 
enterology, general  surgery,  internal  medicine,  neu- 
rology, OBG,  oncology,  ophthalmology,  orthopedics, 
otolaryngology,  pediatrics,  psychiatry,  radiology, 
vascular  surgery,  urology.  Extensive  benefit  package. 
Send  CV  or  contact  Medical  Director,  Permanente 
Medical  Association  of  Texas,  12720  Hillcrest,  Suite 
600,  Dallas,  Texas  75230;  214  458-5015.  Equal  op- 
portunity employer. 

Primary  Care  Clinic,  Oklahoma — Physicians  needed 
in  the  Lawton,  Oklahoma,  area  serving  the  health- 
care needs  of  military  dependents,  retirees,  and 
their  dependents.  Each  physician  will  be  provided 
with  their  own  fully  equipped  office  which  includes 


two  exam  rooms.  Patient  census  will  consist  of 
minor  emergencies  and  primary  care.  Full-time 
position  will  be  day  hours,  Monday  through  Friday. 
Part-time  hours  will  be  available  evenings  and 
Saturdays.  Annual  reimbursement  of  $90,000  plus, 
based  on  a 40-hour  week,  high-limit  occurrence 
malpractice  insurance  coverage,  allowance  for  CME 
and  professional  dues.  For  additional  information 
on  this  opportunity  and  others,  contact  Ben  Hatten, 
Spectrum  Emergency  Care,  Inc.,  P.O.  Box  27352,  St. 
Louis,  Missouri  63141;  1-800-325-3982. 


PHYSICIANS 

• Some  want  to  move. 

• Some  want  to  stay. 

• Some  want  to  quit. 

• Some  want  to  start. 

We  get  them  together. 


Please  contact;  Doug  McSwane 
Harold  Whittington  & Associates 
12959  Jupiter  Road,  Suite  200 
Dallas,  Texas  75238 

214/343-7176 


Retired  or  thinking  of  retiring?  Any  physician,  med- 
ical directorships  available.  Please  send  in  confi- 
dence your  resume,  with  telephone  numbers,  active 
licenses,  liability  insurance  paid,  no  fee,  35  hours/ 
week;  $45,000  year.  Frederick  V.  Hrachovina,  DO, 
Suite  23,  740  North  Miami  Beach  Blvd.,  North 
Miami  Beach,  Florida  33162. 

Opportunity  for  family  practice  physician  and  gen- 
eral surgeon.  Friendly  town  in  the  heart  of  Texas. 
Modern  hospital.  Three-man  clinic;  space  for  five. 
Hunting,  fishing.  A great  place  to  raise  your  family. 
Contact  S.  Merlin  McAnelly,  MD,  915  597-2114; 
Charles  Butts,  915  597-2901,  Heart  of  Texas  Me- 
morial Hospital,  Brady,  Texas. 

Opportunity  for  private  practice  pathology,  guar- 
anteed salary  and  early  partnership.  Dermatopath- 
ology  experience  helpful.  Please  reply  to  Ad-707, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PHYSICIANS-NORTH  CENTRAL  TEXAS 

Expanding  multispecialty  medical  center  in 
Cleburne,  near  D/FW  Metroplex,  composed 
of  21  physicians  serving  area  with  population 
of  91 ,000.  Top  salary,  benefits,  partnership 
opportunities. 

Openings  in:  Internal  Medicine  ♦OB/GYN 
♦Ophthalmology  ♦Orthopaedics 
♦Radiology 

Board  certified/eligible  physicians  send  CV: 
Sandra  Arnold,  Kimbro  Medical  Center, 

PO  Box  157,  Cleburne,  Texas  76033 


Physicians  wanted  in  Texas,  Oklahoma,  California; 

Major  cities  to  rural  communities.  Cardiology,  ENT, 
family  practice,  general  surgery,  internal  medicine, 
OBG,  oncology,  orthopedic  surgery,  pulmonology, 
pediatrics,  psychiatry,  radiology,  urology.  Excellent 
quality  of  life,  excellent  compensation,  etc.  Reply 
with  CV  to  Medical  Support  Services,  8806  Balcones 
Club  Dr.,  Austin,  TX  78750;  Office  512  331-4164, 
24  Hr  FAX  512  331-6741. 

AOA  Physician  Recruiting  is  actively  seeking  primary 
care,  OBG  and  pediatric  physicians  to  practice  in 
New  Hampshire,  Montana,  Oregon,  California, 
Idaho  and  Washington.  We  have  30  open  positions 
in  these  states.  Excellent  salaries  and  benefits.  Call 
206  747-7902  or  send  CV  to  AOA,  16429  SE  22, 
Bellevue,  WA  98008. 

We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  lohn  Smith,  Locum  Tenens,  Inc.  (A 
Division  of  Jackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT9,  Atlanta,  GA  30346, 
telephone  1-800-544-1987. 


OPPORTUNITIES  SOUGHT 

Board  certified  internist  and  endocrinologist  seek- 
ing a practice  in  Texas  where  there  is  a real  need 
for  such  physician  and  where  other  physicians  will 
give  him  referrals.  Please  contact  P.O.  Box  177, 
Austin,  Texas  78767. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Marquette  Stress  Systems — Model  #3500  and  Model 
"Case,"  Del  Mar  Stress  System  Model  #3100, 
Siemens  Siremobil  2 C-Arm,  Phillips  BV-22,  C-Arm, 
QBCs,  QBC  Ms,  Olympus  sigmoidoscopes,  Ritter 
procto  tables,  Sequoia-Turner  900,  Kodak 
Ektachems,  Autoclaves  and  much,  much  more. 
Please  call  for  photos  and  prices.  Inventory  lists 
sent  by  writing  or  by  phoning  Medexchange,  Inc., 
3021  Carmel  St.,  Dallas,  Texas  75204,  USA;  214 
824-5040,  214  823-9428  FAX. 


Everything  you  need  to  start  and  run  an  office. 

Retired  OBG  offers  entire  office  contents.  Take  all 
for  discount  price.  Possession  anytime  after  March 
1,  1989.  512  696-7400  or  512  828-1605  after  hours. 

Clay  Adams  Hematology  unit.  WBC,  RBC,  Hb,  Hct. 
Very  good  condition.  Recently  internally  cleaned. 
50  test  kit  package  included.  Does  finger  stick  or 
yenipuncture,  $1,950.  Call  806  872-2112  or  872-9332. 

For  Sale — Burdick  Treadmill  EKC  with  monitor 
TA-520.  Burdick  Defibrillator  DC-190.  Datamed 
Transmitter  Model  331-A.  Burdick  T500  Treadmill — 
like  new.  $12,000.  Contact  Nilon  Tallant,  MD,  705 
W.  Hopkins  St.,  San  Marcos,  Texas  78666-4398;  512 
396-3361. 


Office  Space/Property 

For  Sale  or  Rent — Fully  equipped  clinic,  3000  sq.  ft. 
including  lab,  x-ray,  and  physical  therapy.  Ideal 
for  family  practitioner.  Located  in  rapidly  growing 
community,  only  a few  miles  from  IBM's  new 
facility  on  Highway  114,  in  Roanoke,  Texas.  For 
more  information,  please  call  817  481-5525,  ext.  16. 

Outstanding  Opportunity  for  Physicians — Medical 
office  space  available  In  Houston  area.  Luxury  two- 
story  medical  building  next  to  a community  hos- 
pital. Excellent  practice  opportunities  in  different 
specialties.  One  of  a kind!  Call  713  691-6192. 


Practices 

Internal  Medicine/Family  Practice  For  Sale — North 
East  Texas,  beautiful  area.  Not  too  big,  not  too 
small  community.  Gross  $400,000,  Gontact  Gary 
Clinton,  PMA,  Practice  Appraisals/Sales;  214  327- 
7765. 

Surgery  Practice  for  Sale,  Dallas  Suburb — Crosses 
oyer  %'/i  million  annually  for  10  years.  Vascular/ 
oncology  emphasis.  Excellent  growth  potential. 
Seller  willing  to  continue  12-24  months  on  salary; 
retirement  for  health  reasons.  Principals  only, 
please.  Call  214  563-8126  after  7 pm. 

Gynecology,  Dallas  County — Solo  practice  for  sale. 
Seller  semi-retiring  and  leaving  state.  This  15-j- 
year  old  practice  will  require  a purchaser  with 
clinical  experience  and  financial  stability.  Obstetrics 
can  be  reinstated.  Attractive  three  year  old  facility 
for  sale  with  practice.  Yearly  collections  low  $200s. 
Good  transition  availab'e.  Contact  Lewis  Health 
Profession  Services,  214  437-1180. 

Practice  For  Sale — Average  gross  income  in  last  five 
years  of  $175,000.  Includes  all  office  and  medical 
equipment  and  established  patient  base.  "Turn  key" 
situation.  Owner  relocating.  Price  is  negotiable  and 
very  reasonable.  Call  214  595-3647,  9 am  to  2 pm. 
Call  214  592-2076  after  4 pm. 

Colorado  College  Town — General  internal  medicine 
and  geriatric  practice  and  building  for  sale.  $250K, 
variable  terms.  Solo  corporation.  Great  place  to 
live.  Call  303  482-4510  evenings. 

Dallas  Area  Practice  For  Sale — Lake  Highlands  East 
Lake  area.  Solo  family  practice  or  internal  medicine. 
Doctor  retiring  after  30  years.  Cross  over  $200,000, 
excellent  net.  Very  attractive  lease  space  in  a med- 
ical complex.  Flexible  financial  arrangements.  Strict- 
Iv  confidential.  Interested  purchasers  only.  Contact 
Cary  Clinton,  Dallas,  Practice  Appraisal/Sales,  214 
327-7765. 

Family  Practice — Houston.  Fully  equipped  office 
with  x-ray  and  lab  located  in  professional  building 
close  to  hospital.  Seeking  physician  interested  in 
equity  ownership.  Excellent  call  coverage  and  com- 
pensation. Retiring  physician  willing  to  remain  in 
practice  part-time.  Contact  Ad-709,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  seryice.  Competitive  fixed  rate.  Physicians 

Texas  Medicine 


Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 

Attorney — representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  contracts;  profes- 
sional associations;  partnerships;  and  leases.  Robert 
).  Ratcliffe,  1104  Nueces,  Suite  4,  Austin,  Texas 
78701;  512  477-2335.  (Fully  licensed  attorney  in 
Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 

Selling  your  practice?  We  offer  on-site  appraisals, 

practice  brokerage,  physician  recruiting,  and  part- 
nership buy-in  services.  We  can  help  you  make  the 
right  decisions.  For  a free  brochure,  call  or  write 
Practice  Dynamics,  Dept.  T,  P.O.  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911. 


CONTINUING  EDUCATION 

1989  CME  Cruise/Conferences  on  Medicolegal 
Issues  and  Risk  Management — Caribbean,  Mexico, 
Alaska/Canada,  China/Orient,  Scandinavia/Russia, 
Meciiterranean,  Black  Sea,  Trans  Panama  Canal.  Ap- 
proved for  24-28  CME  Category  1 credits  (AMA/ 
PRA)  and  AAEP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Prescheduled  in  compliance 
with  IRS  requirements.  Information:  International 
Conferences,  189  Lodge  Avenue,  Huntington  Sta- 
tion, New  York  11746.  1-800-521-0076  or  516  549- 
0869. 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD.  510 
West  26th  Street.  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 
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Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $45.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $80.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Support  Americans  colleges.  Because 
college  is  more  than  a place  where  young 
people  are  preparing  for  their  future.  It^s 
where  America  is  preparing  for  its  future. 

If  our  country's  going  to  get  smarter^ 
stronger— and  more  competitive  — our  col- 
leges and  universities  simply  must  become 
a national  priority. 

Government.  Business.  And  you.  We^re 
all  in  this  together.  Because  it^s  our  future. 

So  help  America  prepare  for  the  future 
by  giving  to  the  college  of  your  choice— and 
you^U  know  youVe  done  your  part. 


Give  to 
the  college  of 
your  choice. 


A PuMc  Service  of  Tins  PuUcation 


COUNCIL  FOR  AID  TO  EDUCATION 
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If  you  think  epilepsy 
stands  in  the  way 
of  job  performance . . . 


Rita  McLaughlin 
Rainwear  Manufacturer 

Boston.  Mass 


...think  again. 

Thanks  to  medical  progress,  the  vast 
majority  ot  Americans  with  epilepsy  can 
do  just  about  any  job.  People  like  Rita 
McLaughlin  are  proving  it  every  day.  So  if 
you  still  cling  to  outdated  ideas  about 
epilepsy,  you're  missing  out  on  some  very 
good  people.  Get  the  facts.  Call  Epilepsy 
Foundation  of  America,  1-800-EFA-1000,  or 
contact  your  local  EFA  affiliate. 


Epilepsy  Foundation  of  America 


AMA/NET  Simplifies  the  Task 
of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network 
sponsored  by  the  AMA,  it's  easy  to  keep  up  with  the  latest 
clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the 
information  you  need.  . . when  you  need  it.  . . with  just 
your  computer,  a modem  and  your  phone.  No  computer 
expertise  required! 

■ Literature  Searches 

EMPIRES/Excerpta  Medica  • Disease  Information 
MEDEINE  • Social  & Economic  Aspects  of  Medicine 

■ Associated  Press  Medical  News  Service 

■ Professional  Programs 

DXplain’”  - A new  medical  resource  to  expand  the 
physician's  diagnostic  considerations.  From  the 
Massachusetts  General  Hospital  (MGH). 

MEDICOM®  Drug  Interaction 
Database  - The  only  on-line, 
generic  ingredient-based  drug 
interaction  database.  From 
Professional  Drug  Systems,  Inc. 

■ Public  Information  Services 

■ Electronic  Communications 

For  Immediate  Sign-Up 
Call  1-800-426-2873 

Sponsored  by  the  American  Medical  Association. 

AMA/NET  IS  a service  of  SoftSearch,  Inc  and  American  Medical  Compuling,  Ltd  . a subsidiary  of  the  AMA. 


Texas  Medicine 


Ocnituiuing  Education  'Oirecto)y 


COURSES 


FEBRUARY 

Cancer 

Feb  17-18,  1989 

ADVANCES  IN  SKIN  CANC:ER  MANAGEMENT:  A MULTISPECIALIT 
APPROACH.  Ramada  Renaissance  Hotel,  San  Erancisco.  Eee  S250.  Cate- 
gory I,  AMA  Physician’s  Recognition  Award;  10  hours.  Contact  Univer- 
sity of  California,  Extended  Programs  in  Medical  Education,  Rm  U-569, 
San  Erancisco,  CA  94143-0742  (415)  476-4251 

Cardiovascular  Disease 

Feb  2-4,  1989 

CARDIOVASCUIAR,  DIAGNOSTIC  AND  THERAPEUTIC  FRONTIERS  IN 
THE  90s.  Fairmont  Hotel,  New  Orleans.  Fee  S290  members  American 
College  of  Cardiology’,  S355  nonmembers  ACC,  S175  residents  and  fel- 
lows in  training.  Category’  1,  AMA  Physician’s  Recognition  Award;  18 
hours.  Contact  the  American  College  of  Cardiology,  Extramural  Pro- 
grams, Dept  5080,  Washington,  DC  20061-5080  (800)  253-4636 

Eeb  6-10,  1989 

4TH  ANNUAL  CARDIOVASCULAR  CONEERENCE.  Hyatt  Regency 
Waikoloa,  Kohala  Coast,  Hawaii.  Fee  S375  members  American  College 
of  Cardiology,  S470  nonmembers  ACC,  SI 75  residents  and  fellows  in 
training.  Category  1 , AMA  Physician’s  Recognition  Award;  2 1 hours. 
Contact  the  American  College  of  Cardiology,  Extramural  Programs, 
Dept  5080,  Washington,  DC  20061-5080  (800)  253-4636 

Dermatology 

Feb  18-25,  1989 

POSTGRADUATE  COURSE/SYMPOSIUM  ON  DERMATOLOGICAL  AND 
RHEUMATOLOGICAL  DISEASES.  Marriott’s  Mark  Resort,  Vail,  Colo.  Fee 
8400  physicians,  8300  residents,  interns.  Category  1,  AMA  Physician’s 
Recognition  Award;  20  hours.  Contact  Angelika  Langen,  Duke  Univer- 
sity Medical  Center,  Box  3135,  Durham,  NC  27710  (919)  684-2504 

Family  Medicine 

Feb  5-8,  1989 

A S PE  N ’S  1 3TH  CLINICAL  CONGRESS.  Eontainebleau  Hilton,  Miami. 
Fee  S240.  Category  1,  AMA  Physician’s  Recognition  Award;  28  hours. 
Contact  Karen  MacFarland,  American  Society  for  Parenteral  and  En- 
teral Nutrition,  8605  Cameron  St,  Suite  500,  Silver  Spring,  MD  20910 
(301)  587-6315 

Gastroenterology 

Feb  23-25,  1989 

ADVANCES  AND  CONTROVERSIES  IN  THERAPEUTIC  ENDOSCOPY. 
Doubletree  Hotel,  Tucson.  Fee  S400.  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  13  5 hours.  Contact  the  University  of  Arizona  Health 
Sciences  Center,  Office  of  Medical  Education,  Tucson,  AZ  85724  (602) 
626-7832 

General  Medicine 

Feb  23-26,  1989 

7TH  ANNUAL  INTERNATIONAL  S'YMPOSIUM  ON  MAN  AND  HIS  EN- 
VIRONMENT IN  HEALTH  AND  DISEASE.  Sheraton  Park  Central  Hotel, 


Dallas.  Fee  TBA.  Credit  TBA.  Contact  Kim  Rice,  American  Environmen- 
tal Health  Foundation,  Inc,  8345  Walnut  Hill  Lane,  Suite  205,  Dallas, 

TX  75231  (214)  324-1731  or  (214)  368-4132 

Geriatrics 

Feb  18-19,  1989 

lOTH  ANNUAL  GERIATRIC  MEDICINE  COURSE.  I’he  University  of 
Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA. 
Contact  UTHSC,  Continuing  Medical  Education  Office,  770,3  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Neurology 

Feb  15-17,  1989 

RECENT  ADVANCES  IN  NEUROLOGY.  Fairmont  Hotel,  San  Francisco. 
Fee  8345  physicians,  8185  interns,  residents,  and  fellows.  Category 
1,  AMA  Physician’s  Recognition  Award;  15.5  hours.  Contact  University 
of  California,  Extended  Programs  in  Medical  Education,  Registration 
Office,  Rm  575-U,  San  Francisco,  CA  94143-0766  (415)  476-5808 

Feb  27-March  2,  1989 

POST-CONCUSSION  SWUROME,  ADVANCES,  UPDATE  AND  REVIEW 
Caesars  Palace,  Las  Vegas.  Fee  TBA.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  2 1 hours.  Contact  Shern'  Ryan,  Southern  California 
Neuropsychiatric  Institute,  6794  l,a  Jolla  Blvd,  I,a  Jolla,  CA  92037 
(619)  454-2102 

Obstetrics  and  Gynecology 

Feb  3-4,  1989 

G’VTMECOLOGIC  lASER  WORKSHOP.  Margot  Perot  Women’s  and  Chil- 
dren’s Hospital,  Presbyterian  Hospital,  Dallas.  Fee  TBA.  Credit  TBA. 
Contact  Linda  Spino,  PhD,  Presbyterian  Healthcare  System,  8200  Wal- 
nut Hill  I^e,  Dallas,  TX  75231  ( 214)  696-8458 

Feb  9- 11,  1989 

G'mECOLOGIC  SURGER’)  AND  UROCO’NECOLOGY  San  Antonio, 

Tex.  Eee  8515.  Category'  1,  AMA  Physician’s  Recognition  Award;  16 
hours.  Contact  the  American  College  of  Obstetricians  and  Gynecolo- 
gists, Registrar,  409  12th  St,  SW,  Washington,  DC  20024-2188  (202) 
6.38-5577 

Feb  24-25,  1989 

PREVENTION  AND  TREATMENT  OF  PREMATURE  lABOR.  La  Mansion 
del  Rio  Hotel-Downtown,  San  Antonio,  Tex.  Fee  8100,  8125  late  regis- 
tration. Category  1,  AMA  Physician’s  Recognition  Award;  8 hours.  Con- 
tact The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284-7980  (512)  567-4444 

Occupational  Medicine 

Feb  22-25,  1989 

OCCUPATIONAL  MEDICINE.  Westin  Galleria,  Houston.  Fee  TBA.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  hours  TB.V.  Contact  Carol 
Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  799-6020 

Pathology 

Feb  16-19,  1989 

7TH  ANNUAL  CYTOPATHOLOGY  REVIEW  COURSE.  Doubletree 
Hotel-Post  Oak,  Houston.  Fee  8450  physicians,  8325  residents.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  28  hours.  Contact  Tamara 
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Greiner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
■^7030  ( 7 1 3 ) 799-6020 

Pediatrics 

Feb  10-12,  1989 

CURRENT  CONCEPTS  IN  PEDIATRIC  MEDICINE.  Marriott  and  Marina, 
San  Diego,  Calif.  Fee  $220  American  Academy  of  Pediatric  resident 
and  candidate  fellows,  $300  AAP  fellow,  $365  nonmember  physicians. 
Category’  1,  AMA  Physician's  Recognition  Award;  18  hours.  AAEP  pre- 
scribed. Contact  the  American  Academy  of  Pediatrics,  PO  Box  927,  Elk 
Grove  Village,  IL  60009-0927  (800)  433-9016 

Eeb  20-22,  1989 

NESTLE  S NUTRITION  WORKSHOP  Children's  Nutrition  Research 
Center,  Baylor  College  of  Medicine,  Houston.  Fee  TBA.  Credit  TBA. 
Contact  Lila  Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (71 3 ) 799-6020 

Psychiatry 

Feb  2-3,  1989 

1988-  1989  PSYCHIATRIC  QUALITY  ASSURANCE  SEMINAR.  Wyndham 
Greenspoint  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  The  Na- 
tional Association  of  Quality  Assurance  Professionals,  104  Wilmont  Rd, 
Suite  201,  Deerfield,  IL  60015-5195  (312)  940-8800 

Feb  17-18,  1989 

UNCOVERING  THE  VEIL  OE  SLEEP.  Westin  Hotel,  Dallas.  Pee  $150 
physicians,  $25  residents  and  students.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 1 hours.  Contact  Linda  Spino,  PhD,  Presbyterian 
Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214) 
696-84  58 

Radiology 

Feb  6- 10,  1989 

BASIC  RADIOLOGICAL  HEALTH  The  University  of  Texas  Health  Sci- 
ence Center.  San  Antonio,  Tex.  Fee  $600.  Category  1,  AMA  Physician’s 
Recognition  Award;  40  hours.  Contact  UTHSC,  Continuing  Medical 
Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

Feb  27-March  3,  1989 

6TH  ANNUAL  PRACTICAL  RADIOLOGY  COURSE.  Loews  Ventana 
Canyon  Resort,  Tucson.  Fee  TBA.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  hours  TBA.  Contact  the  University  of  Arizona  Health  Sci- 
ences Center,  Office  of  Medical  Education,  Tucson,  AZ  85724  (602) 
626-7832 

Risk  Management 

Feb  24,  1989 

A CASE  STLIDY  APPROACH  TO  RISK  MANAGEMENT  AND  MALPRAC- 
TICE, FLINDAMENTAL  PRINCIPLES.  Sheraton  Bal  Harbour,  Bal  Har 
hour.  Fla.  Fee  TBA.  Credit  TBA.  Contact  the  University  of  Miami  School 
of  Medicine,  Division  of  Continuing  Medical  Education  D23-3,  PO  Box 
016960,  Miami,  FL  33101  ( 305  ) 547-6716 

Urology 

Feb  3-4,  1989 

INNOVATIONS  IN  UROLOGIC  PRACTICE,  1989:  ADVANCES  IN  THE 
MANAGEMENT  OF  UROLOGIC  CANCERS.  Houstonian  Hotel  and  Con- 
ference Center,  Houston.  Pee  $300  physicians,  $150  residents  and  fel- 
lows. Credit  TBA.  Contact  Tamara  Greiner,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Feb  12-15,  1989 

GENITOURINARY'  PATHOLOGY  AND  RADIOLOGY.  Kansas  City,  Mo. 
Pee  $225.  Category  1,  AMA  Physician’s  Recognition  Award;  25  hours. 
Contact  Kimberly  Ishee,  American  Urological  Association,  6750  West 
Loop  South,  Suite  900,  Bellaire,  TX  77401  (713)  665-7500 


MARCH 

AU>S 

March  17-18,  1989 

HEMATOLOGY  AND  AIDS.  NEONATAL  AND  PEDIATRIC  PERSPEC- 
TIVES IL  Berkeley  Marina  Marriott  Hotel,  Berkeley,  Calif.  Fee  $160. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact 
Kim  Leadon,  Children’s  Hospital  Oakland,  747  52nd  St,  Oakland,  CA 
94609  (415)  428-3021 

Allergy 

March  8-12,  1989 

PAN  AMERICAN  ALLERGY  SOCIETY  1989  TRAINING  COURSE  AND 
SEMINAR.  Plaza  San  Antonio,  San  Antonio,  Tex.  Pee  $440  members  of 
the  Pan  American  Allergy  Society,  $515  nonmembers  of  PAAS.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  31  hours.  Contact  Betty 
Kahler,  Pan  American  Allergy  Society,  4 1 1 E College,  Fredericksburg, 
TX  78624  (409)  297-5636 

Anesthesiology 

March  3-5,  1989 

5TH  TEXAS  ANESTHESIA  CONFERENCE  OF  OBSTETRICS.  Hotel  Inter- 
continental, Houston.  Fee  $260.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  16  hours.  Contact  Marjorie  Kraft,  6431  Faimin,  G.  104, 
Houston,  TX  77030  (713)  792-5346 

Cardiovascular  Disease 

March  28-30,  1989 

THE  IMPACT  OP  CARDIAC  SURGERY  ON  THE  QUALITY  OP  LIFE- 
NEUROLOGICAL  AND  PSYCHOLOGICAL  ASPECTS.  New  York  Hilton, 
New  York.  Pee  $350  before  Jan  16,  $375  after  Jan  16.  Category  1, 

AMA  Physician’s  Recognition  Award;  1 7 hours.  Contact  Ann  Boehme, 
CMP,  Long  Island  Jewish  Medical  Center,  New  Hyde  Park,  I9Y  1 1042 
(718)  470-8650 

Chest  Disease 

March  30— April  1,  1989 

25TH  ANNUAL  ARIZONA  CHEST  S'VMPOSIUM.  Westin  LaPaloma,  Tuc- 
son. Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award;  1 5 
hours.  Contact  Susan  Thornton,  RN,  MS,  Symposium  Coordinator,  PO 
Box  42195,  Tucson,  AZ  85733  (602)  327-5461,  ext  5110 

Emergency  Care 

March  5-10,  1989 

lOTH  ANNUAL  MAMMOTH  MOUNTAIN  EMERGENCY  MEDICINE 
CONFERENCE.  Mammoth  Lakes,  Calif.  Pee  $395  physicians,  $275  resi- 
dents. Category  1 , AMA  Physician’s  Recognition  Award;  20  hours.  Con- 
tact Daniel  Abbott,  MD,  Medical  Conferences,  Inc,  PO  Box  52-B,  New- 
port Beach,  CA  92662  ( 7 1 4 ) 650-4 1 56 

Family  Medicine 

March  9-12,  1989 

14TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  RE-VIEW.  Holi- 
day Inn  Riverwalk-Downtown,  San  Antonio,  Tex.  Fee  $300.  Credit  TBA. 
Contact  The  University  of  Texas  Health  Science  Center,  Continuing 
Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284- 
7980  (512)  567-4444 

Gastroenterology 

March  2,  1989 

THERAPEUTIC  ADVANCES  IN  THE  ENDOSCOPIC  THERAPY  FOR 
TREATMENT  OP  PANCREATIC  AND  BILIARY  DISEASES.  The  Univer- 
sity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  TBA.  Credit 
TBA.  Contact  June  Bovill,  Continuing  Education,  UT  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

General  Medicine 

March  3—4,  1989 

3RD  INPECTIOUS  DISEASES  SYMPOSIUM.  Marriott  Hotel,  El  Paso,  Tex. 


Texas  Medicine 


Fee  J150  physicians,  S'^S  interns,  residents  and  students  no  charge. 
Category  1,  AMA  Physician's  Recognition  Award;  IS  hours.  <;ontact 
Karen  Greenup,  Registrar,  Providence  Memorial  Hospital,  2001  N Ore- 
gon, El  Paso,  TX  79902  (9 IS)  S42-6660 

March  11,  1989 

CONTEMPORARY  0T0RH1N01AR\'NG01.0C;Y.  Grand  Kempinski 
Hotel,  Dallas.  Fee  *90  physicians,  *S0  residents.  Category  1 , AMA 
Physician’s  Recognition  Award;  7 hours.  Contact  Diane  Pitkin,  St  Paul 
Medical  Center,  S909  Harry  Hines  Blvd,  Dallas,  TX  7S23S  (214) 
879-3789 

Neurology 

March  8-12,  1989 

lOTH  ANNUAL  COURSE  ON  INTENSIVE  CARE  FOR  NEUROLOGICAL 
TRAUMA  AND  DISEASE.  Walt  Disney  World  Contemporary  Resort, 
Orlando,  Fla.  Fee  TBA.  Credit  TBA.  Contact  the  University  of  Miami 
School  of  Medicine,  Division  of  Continuing  Medical  Education,  D23-3, 
PO  Box  016960,  Miami,  FL  33101  (305)  547-6716 

Obstetrics  and  Gynecology 

March  2-3,  1989 

1ST  ANNUAL  CONFERENCE/ADVANCES  IN  OBSTETRICS  AND  GYNE- 
COLOGY. Grand  Hotel,  Houston.  Fee  TBA.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  14  hours.  Contact  Lila  Lerner,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  798-6020 

Oncology 

March  5-9,  1989 

CRITICAL  DETERMINANTS  IN  CANCER  PROGRESSION  AND  METAS- 
TASIS. Intercontinental  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Shirley  Roy,  Conference  Services,  Box  131,  MD  Anderson  Cancer  Cen- 
ter, 1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

March  17-19,  1989 

THE  CULLEN  COURSE.  Houstonian  Hotel,  Houston.  Fee  *250  phy- 
sicians, *125  residents,  fellows.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 1 hours.  Contact  Carol  Soroka,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030 

March  31 -April  1,  1989 

9TH  ANNUAL  OPHTHALMOLOGY  CLINICAL  CONFERENCE.  The  Uni 
versity  of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA. 
Credit  TBA.  Contact  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  567-4444 

March  31— April  1,  1989 

1 ITH  ANNUAL  DALLAS  SPRING  OPHTHALMOLOGY  SYMPOSIUM/ 
GLAUCOMA— ADVANCED  MEDICAL  AND  SURGICAL  MANAGE- 
MENT-OPHTHALMOLOGY IN  THE  1990s.  Location  TBA.  Fee  *250 
before  March  1,  *275  after  March  1.  Category  1,  AMA  Physician’s 
Recognition  Award;  10  hours.  Contact  Linda  Spino,  PhD,  Presbyte- 
rian Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231 
(214)696-8458 

Pathology 

March  13-17,  1989 

CURRENT  CONCEPTS  IN  TOXICOLOGY.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact 
UTHSC,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 

Pediatrics 

March  29-April  1,  1989 

SYMPOSIUM  ON  GU  AND  GI  INFECTIONS  IN  CHILDREN/9TH  AN- 
NUAL PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR.  Shoreham  Hotel, 
Washington,  DC.  Fee  *325  physicians,  *250  residents  and  fellows. 
Category  1 , AMA  Physician’s  Recognition  Award;  22  hours.  AAFP  pre- 
scribed. Contact  Marian  Troup,  Dept  of  Pediatrics,  The  University  of 
Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas, 

TX  75235  (214)  688-3439  or  (214)  688-2166 


March  30-April  1,  1989 

PEDIATRK;  trends  Walohai  Hotel.  Kauai,  Hawaii.  Fee  *220  resident 
and  candidate  fellows  of  American  Academy  of  Pediatrics,  *300  fellows 
AAP,  *365  nonmember  physicians.  (Category  I.  A.MA  Pliysici;in’s  Recog- 
nition Award,  16  hours.  AAFP  prescribed.  Contar  t the  American  Acad- 
emy of  Pediatrics,  IH)  Bt)x  927,  Elk  Grove  Village,  11.  (>0009  (1927 
(800)  433-9016,  ext  7657 

Physical  Medicine  and  Rehabilitation 

March  2-4,  1989 

4TH  ANNUAL  SYMPOSIUM  ON  ADVANCES  IN  HEAD  INJURY  RE 
HABILITATION.  Loews  Anatole  Hotel.  Dallas.  Fee  *395.  Credit  TBA 
Contact  the  Dallas  Rehabilitation  Institute,  9^13  Harr\'  Hines  Blvd, 
Dalla.s,  TX  75220-544 1 (214)  358-8-440 

Plastic  Surgery 

March  3-5,  1989 

RHINOPLASTY;  AN  EDUCATIONAL  SYMPOSIUM.  The  University  of 
Texas  Southwestern  Medical  Center,  Dallas.  Fee  *550  physicians,  *350 
residents.  Category  1,  AMA  Physician’s  Recognition  Award;  21  hours. 
Contact  Ann  Parchem,  Division  of  Continuing  Education,  UT  South- 
western Medical  Center,  5323  Harr}-  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Risk  Management 

March  9-20,  1989 

LEGAL  MEDICINE  AND  RISK  MANAGEMENT.  Trans  Panama  Canal 
cruise,  Caribbean.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  28  hours.  AAFP  prescribed.  Contact  International  Conferences, 
Suite  C,  189  Lodge  Ave,  Huntington  Station,  NY  1 1 746  ( 800  ) 52 1 -0076 

Surgery 

March  30-April  1,  1989 

CURRENT  TOPICS  IN  GENERAL  SURGERY  Room  D 1.600,  The  Univer 
sity  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  *400  physicians 
before  March  10,  *450  physicians  after  March  10;  *200  residents  be- 
fore March  10,  *250  residents  after  March  10.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  21  hours.  AAFP  prescribed.  Contact  June 
Bovill,  Continuing  Education,  UT  Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Urology 

March  3—5,  1989 

GENITOURINARY  ONCOLOGY.  St  Louis.  Fee  *275  members  of  the 
American  Urological  Association,  *375  nonmembers  of  AUA.  Categor>’ 
1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact  Kimberly 
Ishee,  American  Urological  Association,  6750  West  Loop  South,  Suite 
900,  Bellaire,  TX  77401  (713)  665-7500 

March  10-12,  1989 

FEMALE  UROLOGY.  Philadelphia.  Fee  *275  members  of  the  American 
Urological  Association,  *375  nonmembers  of  AUA.  Categor>’  1,  AMA 
Physician’s  Recognition  Award;  1 6 hours.  Contact  Kimberly  Ishee, 
American  Urological  Association,  6750  West  Loop  South,  Suite  900, 
Bellaire,  TX  77401  (713)  665-7500 

APRIL 

Allergy 

April  6-9,  1989 

SOUTHWEST  ALLERGY  FORUM,  1989.  Registr>'  Resort,  Scottsdale, 

Ariz.  Fee  * 1 50.  Credit  TBA.  Contact  Carol  Soroka,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Cancer 

April  17-19,  1989 

ORAL  COMPLICATIONS  OF  CANCER  THERAPIES;  DIAGNOSIS,  PRE 
VENTION,  AND  TREATMENT.  Masur  Auditorium,  National  Institute 
of  Health,  Bethesda,  Md.  Fee  TBA.  Credit  T'BA.  Contact  Kathleen  Ed- 
munds, Prospect  Associates,  Suite  500,  1801  Rockville  Pike,  Rockville, 
MD  20852  (301  ) 468-MEET 
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Cardiovascular  Disease 
April  14-16,  1989 

FRONTIERS  IN  CARDIOLOGY;  1989-  Sonesta  Beach  Hotel,  South- 
hampton, Bermuda.  Fee  8360  members  of  the  American  College  of 
Cardiology,  8425  nonmembers  of  ACC.  Category  1,  AMA  Physician’s 
Recognition  Award;  16  hours.  Contact  American  College  of  Cardi- 
ology, Extramural  Programs,  Dept  5080,  Washington,  DC  20061-5080 
(800)  253-4636 

Critical  Care  Medicine 

April  17-20,  1989 

16TH  ANNUAL  HARVARD  MEDICAL  SCHOOL  COURSE  ON  INTEN- 
SIVE CARE  MEDICINE/CRITICAL  CARE— FROM  METABOLISM  TO 
MONOCLONALS.  Marriott  Hotel,  Cambridge,  Mass.  Fee  8395.  Category 
1,  AMA  Physician’s  Recognition  Award;  27  hours.  Contact  Bart  Cher- 
now,  MD,  Dept  of  Anesthesia,  Massachusetts  General  Hospital,  Boston, 
MA  02114  (617)  726-2858 

Emergency  Care 

April  22,  1989 

MODERN  CHALLENGES  FACING  EMS.  Hilton  Hotel,  College  Station, 
Tex.  Fee  TBA.  No  credit  available.  Contact  Kelli  Bobbitt,  Texas  A&M 
University  Emergency  Care  Team,  A.P.  Beutel  Health  Center,  College 
Station,  TX  77841-1264  (409)  845-4321 

Endocrinology 

April  1,  1989 

DIABETES  MELLITUS  SYMPOSIUM  1989-  Wilson  Turner  Auditorium, 
Memorial  Southwest  Hospital,  Houston.  Fee  TBA.  Category  1 , AMA 
Physician’s  Recognition  Award;  8 hours.  Contact  Beverly  Osterloh, 
Office  of  Continuing  Education,  The  University  of  Texas  Health  Sci- 
ence Center,  6431  Fannin  St,  MSB  G.104,  Houston,  TX  77030  (713) 
792-5346 

Family  Medicine 

April  7,  1989 

AUDIOLOGY  SEMINAR.  College  Station,  Tex.  Fee  875.  Category  1, 

AMA  Physician’s  Recognition  Award;  6 hours.  Contact  Susan  Hughes, 
Scott  and  White  Clinic,  2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

April  10-14,  1989 

1989  FAMILY  PRACTICE  REVIEW.  San  Luis  Hotel,  Galveston,  Tex.  Fee 
8500.  Category  1,  AMA  Physician’s  Recognition  Award;  50  hours. 
Contact  Gayle  Norris,  Shearn  Moody  Plaza,  Suite  7.101,  Galveston, 

TX  77550  (409)  761-2934 

April  12-16,  1989 

NORTH  AMERICAN  PRIMARY  CARE  GROUP  CONFERENCE.  Hilton 
Palacio  del  Rio  Hotel,  San  Antonio,  Tex.  Fee  8250.  Category  1,  AMA 
Physician’s  Recognition  Award;  24  hours.  Contact  The  University 
of  Texas  Health  Science  Center,  Continuing  Medical  Education  Office, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

April  19-23,  1989 

5TH  ANNUAL  FAMILY  MEDICINE  REVIEW.  Austin,  Tex.  Fee  8350. 
Category  1 , AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Susan  Hughes,  Scott  and  White  Clinic,  2401  S 31st  St,  Temple,  TX  76508 
(817)774-4083 

General  Medicine 

April  1,  1989 

DIABETES  1989:  NEWEST  DEVELOPMENTS  IN  PATIENT  CARE.  Stouf- 
fer  Dallas  Hotel,  Dallas.  Fee  890  physicians,  850  residents.  Category’  1, 
AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Diane  Pitkin, 

St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)879-3789 

Geriatrics 

April  2-5,  1989 

GERIATRIC  MEDICINE  1989.  Copley  Plaza  Hotel,  Boston.  Fee  8500. 
Category  1,  AMA  Physician’s  Recognition  Award;  27.5  hours.  Contact 


the  Harvard  Medical  School,  Dept  of  Continuing  Education,  Boston, 

MA  02115  (617)  732-1525 

Health  Administration 

April  2-4,  1989 

HOSPITAL  PROPERTY  MANAGEMENT  SEMINAR.  Austin,  Tex.  Fee 
8275.  No  credit  available.  Contact  Susan  Hughes,  Scott  and  White 
Clinic,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

April  22,  1989 

CURRENT  CLINICAL  PRACTICE  IN  OBSTETRICS  AND  GYNECOLOGY. 
Grand  Kempinski  Hotel,  Dallas.  Fee  890  physicians,  850  residents. 
Category  1 , AMA  Physician’s  Recognition  Award;  7 hours.  Contact 
Diane  Pitkin,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas, 

TX  75235  (214)  879-3789 

April  30,  1989 

CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOLOGY;  FOCUS- 
ING ON  HFV  AND  HEPATITIS.  Westin-Galleria,  Houston.  Fee  TBA. 
Category  1 , AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact 
Carol  Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)  799-6020 

Oncology 

April  6-8,  1989 

2ND  INTERNATIONAL  MYELOMA  CONFERENCE.  Houstonian  Hotel 
and  Conference  C^enter,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley 
Roy,  Conference  Services,  Box  131,  MD  Anderson  Cancer  Center, 

1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

April  14-16,  1989 

INTERNATIONAL  SYMPOSIUM  ON  ACANTHAMOEBA  AND  THE  EYE. 
The  Woodlands  Inn,  The  Woodlands,  Tex.  Fee  8100.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 4 hours.  Contact  Tamara  Greiner, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Orthopedic  Surgery 

April  14-16,  1989 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anatole 
Hotel,  Dallas.  Fee  8425.  Category  1,  AMA  Physician’s  Recognition 
Award;  25  hours.  Contact  June  Bovill,  Continuing  Education,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Otorhinolaryngology 

April  22-23,  1989 

ENDOSCOPIC  SINUS  SURGERY,  5TH  COURSE.  Room  D 1.600,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  8625.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  UT  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pathology 

April  29,  1989 

NEWER  TECHNIQUES  IN  DIAGNOSTIC  PATHOLOGY/HOUSTON  SO- 
CIETY OF  CLINICAL  PATHOLOGISTS  29TH  ANNUAL  MEETING.  Inn 
on  the  Park,  Houston.  Fee  TBA.  Category'  1 , AMA  Physician’s  Recogni- 
tion Award;  hours  TBA.  Contact  Tamara  Greiner,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Pediatrics 

April  14—16,  1989 

2ND  ANNUAL  PEDIATRICS  IN  PROGRESS.  Tropicana  Hotel,  Las  Vegas. 
Fee  8220  members  American  Academy  of  Pediatrics,  8365  nonmember 
AAP.  Category  1,  AMA  Physician’s  Recognition  Award;  18  hours.  Con- 
tact the  American  Academy  of  Pediatrics,  CME  Registration,  Depart- 
ment of  Education,  PO  Box  927,  Elk  Grove  Village,  IL  60009-0927 
(800)  433-9016,  ext  7657 


Texas  Medicine 


April  28-29,  1989 

PEDIATRIC  POS  TGRADUATE  SY  MPOSIUM:  PEDIATRICS  1989.  Mar- 
riott-Mcdical  ('.enter,  Houston.  Fee  S21()  physicians,  SI 05  non-Uaylor 
residents  and  fellows,  S 1 25  single  day  fee.  Credit  TBA.  Contact  l.ila 
l.erner,  Baylor  (a)llege  of  Medicine,  One  Baylor  Pla/.a,  Houston,  TX 
77030  (713)  799-6()2() 

April  28-29,  1989 

PEDIATRICS  AND  ALL  THAT  JAZZyCURREN  T PRACTICE  AND  RE 
CENT  ADVANCES.  Brent  House  Hotel,  Oclisner  Campus,  New  Orleans. 
Fee  TBA.  Category’  1,  AMA  Physician’s  Recognition  Award;  12  hours. 
AAFP  prescribed.  Contact  Martha  LcTard,  (T)ntinuing  Medical  Educa- 
tion, Alton  Ochsner  Medical  Foundation,  1516  Jefferson  Hwy,  New  Or- 
leans, lA  70121  (50-1)  838-3702 

Physical  Medicine  and  Rehabilitation 

April  3-13,  1989 

23RD  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Marriott-Medical  Center,  Houston.  Fee  S450 
physicians,  $420  non-Baylor  residents,  fellows.  Category  1,  AMA  Phy- 
sician’s Recognition  Award;  hours  TBA.  Contact  Tamara  Greiner,  Bay- 
lor College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Radiology 

April  5—8,  1989 

FUNDAMENTALS  OF  MRI.  The  University  of  Texas  Health  Science  Cen- 
ter, San  Antonio,  Tex.  Fee  $395.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  28  hours.  Contact  The  University  of  Texas  Health  Science 
Center,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-7980 

Urology 

April  6-8,  1989 

ENDOUROLOGY/URETEROSCOPY.  Boston.  Fee  $275  members  of 
American  Urological  Association,  $375  nonmembers  of  AUA.  Category 
1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact  Kimberly 
Ishee,  American  Urological  Association,  6750  West  Loop  South,  Suite 
900,  Bellaire,  TX  77401  (713)  665-7500 

April  22,  1989 

TRANSRECTAL  ULTRASONOGRAPHY  OF  THE  PROSTATE.  Marriott 
Hotel-Medical  Center,  Houston.  Fee  TBA,  Credit  TBA.  Contact  Lila 
Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston  77030 
(713)  799-6020 

MAY 

Arthritis  and  Rheumatism 

May  20,  1989 

THE  ST  PAUL  TEACHING  DAY  IN  RHEUMATIC  DISEASES.  Dallas.  Con- 
tact Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Cardiovascular  Disease 

May  18-20,  1989 

VASCULAR  SURGERY  1989.  New  York.  Contact  Ann  Boehme,  CMP, 
Long  Island  Jewish  Medical  Center,  New  Hyde  Park,  NY  1 1042  (718) 
470-8650 

Family  Medicine 

May  22-26,  1989 

1 3TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  MEDICINE,  Houston. 
Contact  Carol  Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 

General  Medicine 

May  6,  1989 

THE  14TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR.  Dallas.  Contact 
Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 


Internal  Medicine 

May  30-June  3,  1989 

12  rH  ANNUAL  UPDA  TE  IN  INTERNAL  MEDICINE.  Dallas.  Contact 
Ann  Parchem,  Continuing  Education,  The  University  of 'Texas  .South- 
western Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  '’^5235 
(214)688-2166 

Ophthalmology 

May  26,  1989 

YAG/AR(;ON  WORKSHOP  FOR  OPH'THAIMOLOGIS'TS.  Dallas.  Con 
tact  Linda  Spino,  PhD,  Presbyterian  Healthcare  System,  8200  Walnut 
Hill  Lane,  Dallas,  TX  75231  (214)696-8458 

Orthopedic  Surgery 

May  5-6,  1989 

OR'THOPEDIC  UPDATE.  Location  TBA.  Contact  Linda  Spino,  PhD,  Pres- 
byterian Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231 
(214)  696-8458 

Pathology 

May  18-20,  1989 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY,  VIll.  Location  TBA. 
Contact  Ann  Parchem,  Division  of  Continuing  Education,  The  Univer- 
sity of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

May  18-20,  1989 

ADVANCES  IN  PEDIATRICS.  Hilton  Head  Island,  SC,  Contact  the  Ameri- 
can Academy  of  Pediatrics,  CME  Registration,  PO  Box  927,  Elk  Grove 
Village,  IL  60009-0927  (800)  433-9016,  ext  7657 

Physical  Medicine  and  Rehabilitation 

May  4—6,  1989 

6TH  ANNUAL  CHRONIC  PAIN  COURSE;  LOW  BACK  PAIN  EVALUA 
TION  AND  MANAGEMENT.  Houston.  Contact  Tamara  Greiner,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Radiology 

May  8-12,  1989 

ADVANCED  RADIOLOGICAL  HEALTH.  San  Antonio,  Tex.  Contact  The 
University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 

May  15-19,  1989 

RADIATION  SAFETY  OFFICER’S  COURSE.  San  Antonio,  Tex.  Contact 
The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr, 

San  Antonio,  TX  78284-7980  (512)  567-4444 

JUNE 

Emergency  Care 
June  10,  1989 

ANATOMY  OF  CRITICAL  PROCEDURES  IN  EMERGEN(7V  MEDICINE. 
Dallas.  Contact  Linda  Spino,  PhD,  Presbyterian  Healthcare  System, 

8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214)  696-8458 

Family  Medicine 

June  3,  1989 

FAMILY  PRACTICE;  CLINICAL  ENCOUNTERS  1989.  Dallas.  Contact 
Freddie  Heitman,  Division  of  Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas, 

TX  75235  (214)  688-2166 

General  Medicine 

June  10,  1989 

HEART  FAILURE.  Dallas.  Contact  Diane  Pitkin,  Continuing  Phy.sician 
Education,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas, 

TX  75235  (214)879-3735 
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Obstetrics  and  Gynecology 
June  1-4,  1989 

COMPREHENSIVE  WORKSHOP  IN  REPRODUCTIVE  SURGERY/GYNE- 
COLOGICAL MICROSURGERY  USE  OF  LASER  AND  OPERATIVE  LAP 
ROSCOPY.  Dallas.  Contact  Linda  Spino,  PhD,  Presbyterian  Healthcare 
System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214)  696-8458 

Pediatrics 

June  12—  16,  1989 

ACUTE  CARE  PEDIATRICS;  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Hilton  Head  Island,  SC.  Contact  Lila  Lerner,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

June  16-18,  1989 

26TH  ANNUAL  PEDIATRICS  FOR  THE  PRACTITIONER.  San  Antonio, 
Tex.  Contact  The  University  of  Texas  Health  Science  Center,  Con- 
tinuing Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio, 

TX  78284-7980  (512)  567-4444 

Urology 

June  21-24,  1989 

DIALOGUES  IN  UROLOGY.  Orlando,  Fla.  Contact  Kimberly  Ishee, 
American  Urological  Association,  6750  West  Loop  South,  Suite  900, 
Bellaire,  TX  77401  (713)  665-7500 

AUGUST 

Cancer 


hours;  81,200  residents  and  fellows  for  80  hours.  Category  1,  AMA 
Physician’s  Recognition  Award.  Contact  Monica  Joerger,  Microsurgery 
Lab,  Room  443E,  Baylor  College  of  Medicine,  Houston,  TX  77030 
(713)  799-4536 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex,  and  teleconference  network  sites. 
Fee  835  program,  hospital  subscription  program.  Category  1,  AMA 
Physician’s  Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director, 
Teleconference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284(512)691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Phy- 
sician’s Recogtnition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704. 


Aug  19.  1989 

CANCER:  PREVENTION  AND  EARI.Y  DETECTION.  Houston.  Contact 
Diane  Pitkin,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas, 
TX  75235  ( 2 1 4 ) 879-3789 


JANUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 
Jan  17-18,  1989,  Ft  Worth 
Jan  19—20,  1989,  San  Antonio 
Jan  31— Feb  1,  1989,  Houston 


REGULARLY  SCHEDULED  ACTIVITIES 


Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month  ) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex,  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  1-hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)  476-6461 
ext  5172 

Thursdays,  12:15  pm 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Ho.spital,  Aus- 
tin, Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

601  E 15th  St,  Austin,  TX  78701  (512)  480-1869 

Fridays,  1 2 pm  ( 2nd  and  4th ) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur, 

Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
983-4951 


FEBRUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 

Feb  2-3,  1989,  Dallas 

Feb  10-11,  1989,  Galveston 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


January 

■TEXAS  SOCIETY  OF  PATHOLOGISTS  ANNUAL  MEETING,  Austin, 
Jan  27—29,  1989.  Contact  Carrie  Laymon,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

February 

■AMERICAN  ACADEMY  OF  ALLERGY  AND  IMMUNOLOGY  45TH  AN 
NUAL  MEETING,  San  Antonio,  Feb  24-March  1,  1989.  Contact  Sarah 
Kaluzny,  Executive  Office,  American  Academy  of  Allergy  and  Immu- 
nology, 61 1 E Wells  St,  Milwaukee,  WI  53202  (4l4)  272-6071 

AMERICAN  MEDICAL  ASSOCIATION  LEADERSHIP  CONFERENCE, 
Chicago,  Feb  24—26,  1989.  Contact  the  AMA,  535  N Dearborn  St, 
Chicago,  IL  60610  (312)  645-5000 


Date  assigned  by  individual  request 

VISITING  FELLOWSHIP  IN  MRl.  The  Methodist  Hospital,  Houston.  Fee 
81,000  physicians;  8500  residents  and  fellows.  Category  1,  AMA  Phy- 
sician’s Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office 
of  Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  ( 7 1 3 ) 799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  Lab,  Room  443E,  Baylor 
College  of  Medicine,  Houston.  Fee  8 1 ,000  physicians  for  40  hours; 
81,600  physicians  for  80  hours;  8800  residents  and  fellows  for  40 


■THREE  DECADES  OF  PEDIATRIC  LEADERSHIP:  A MEETING  TO 
HONOR  C.  WILLIAM  DAESCHNER,  JR,  MD,  Galveston,  Feb  24,  1989. 
Contact  The  University  of  Texas  Medical  Branch,  Office  of  Continuing 
Education,  Route  J-34,  Galveston,  TX  77550  (409)  761-2934 

March 

■Texas  Medical  Association  Winter  Leadership  Conference,  Aus- 
tin, March  4,  1989.  Contact  Ann  Gregg,  TMA,  1801  N Lamar  Blvd,  Aus- 
tin, TX  78701  (512)  477-6704 


Texas  Medicine 


TMLT.  A DECADE  OF  SECURITY. 

TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community. . .providing  distinctive  liability  protection  for  Texas 
physicians. 

Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 


SCOTT  & WHITE 

Some  of  the  services  offered  . . . 


Serving  Texas  Since  1897 


Bdlmcad 

Waco 


McGregor  ^ 
Gatcsville  • Hewitt 

• • 

Moody 


CSATlII 


Killeen  • 


Belton 


Taylor 


• Hospital  and  Main  Cdinic 
Temple 

College  Station 
Caldwell  • 


•ACUTE  CARE  PSYCHIATRIC  UNIT 

•alcohol/drug  dependence  treatment 
•cardiac  rehabiutation 

•CLEET  PALATE  TEAM 
•cosmetic  SLJRGERY 
•craniofacial  anomalies  team 
•dialysis 
•drug  screening 
•home  care  agencv^ 

•ldperbaric  0X\'GEN  service 
•occupational  medicine 
•chronic  pain  program 

•PITTSICAL  MEDICINE  AND  REHABILITATION 
•reference  laboratory  SERVICES 
•sleep  disorders  center 


• Regional  Clinics 


2401  South  31st  Street 
Temple,  Texas  76508 

(817)  774-2111 


PHYSICIAN  REFERRALS 

(817)  774-2218  - In  Temple 
(800)  792-3368  - In  Texas 


Timberlawn  Psychiatric  Hospital 


ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 
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Our  team  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse.  (■ Spring 


For  additional 
information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessner,  Houston,  Texcks  77080  ( 713)  462-4000 


PHTSIGIMIS 


We  are  announcing  opportunities  for 
vou  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained  as 
well  as  low  cost  life  insurance,  one 
F weekend  a month  plus  two  weeks  a 
year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your 
country. 


2610  RRS/RSH,  Bergstrom 


Name  _ 


Office 

, TX  787436002 


Address  - 


City. 


, State . 


.Zip. 


Phone . 


-Prior  Service?  Yes . 


. No . 


Medical  Specialty . 


-Date  of  Birth . 


AMR  FOIMX  RESERVE 


10-915-0005 


A GREAT  WAY  TO  SERVE 


YOUR  PAHENTS 


FOR  IV\ANY  HYPERTENSIVE  PATIENTS 

START  WITH  ONCE-A-DAY 


ENALAPRIL  MALEATE 


For  a Brief  Summary  of  Prescribing  Information 
please  see  next  page  of  this  advertisement 


Copyright  © 1987  by  Merck  & Co  , Inc 


VASOTEC 


(ENMAPRIL  MALEATEI MSD) 


Contraindications:  VASOTEC*  (Enalapril  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  of  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patients  treated  withACEinhibilors,  includingVASOTEC,  Insuch  cases,  VASOTEC  should  bepromplly  discontinued  and  the 
patient  carefully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms. 
Angioedema  associated  with  laryngeal  edema  may  be  fatal.  Where  there  Is  Involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. , subcutaneous  epinephrine  solution 
1 1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone.  Heart 
failure  patients  given  VAS()TEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ol  Iherapy  for  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  lailure  and/or  death,  include  those  with  the  following  conditions  or  characteristics;  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patienis),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patienis  should  be  followed  closely  lor  the  first  two  weeks  of  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  if  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline,  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  If  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary, 
NeulropenialAgranuloc^osis.  Another  ACE  inhibitor,  caplopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  if  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  while  blood  cell 
counts  In  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precaullons:  General  Impaired  Henal  Function  As  a consequence  ol  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patienis  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  Ihe  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patienis.  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy.  In  such  patienis,  renal  function  should  be  monitored  during  the  first 
lew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  of  Ihe  diurefic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  lailure  should  always  include  assessment  ot  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia:  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patienis  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ot  discontinuation  ot  Iherapy  in  0.28%  of  hypertensive  patients  In  clinical  trials  in  heart  lailure.  hyperkalemia  was 
observed  in  3,8%  ol  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  Ihe  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all.  with  VASOTEC,  (See  Drug  Interactions.) 

Surgery/AnesIhesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Halients: 

Angioedema:  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  Ihe  firsi  dose  of  enalapril 
Palients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
of  lace,  extremilies,  eyes,  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician. 

Hypotension:  Patienis  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  lew  days  ol  Iherapy  It 
actual  syncope  occurs,  the  patienis  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  Ihe  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 

pressure  because  of  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  consult  with  Ihe  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g, , sore  throat,  fever)  which  may  be 
a sign  ol  neutropenia. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  Ihe  sate  and  effective  use  ol  this  medication.  It  is  not  a disclosure  ot  all  possible  adverse  or  intended 
effects. 

Drug  Interactions 

Hypotension.  Palients  on  Diuretic  Therapy.  Patients  on  diuretics  and  especially  those  in  whom  diuretic  Iherapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  Iherapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  Ihe  salt  intake  prior  to  initiation  of  treatment  with  enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  Ihe  initial  dose  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release  The  aniihypertensive  etiect  ol  VASOTEC  is  augmented  by  aniihypertensive  agenis  that 
cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agenis:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agenis  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g,,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium.  Therefore,  if  concomilani  use  of  these 
agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing ol  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 
VASOTEC. 

Lithium:  A lew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ot  both  drugs.  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 


Pregnancy-  Category  C:  There  vras  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose).  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  of  enalapril  but  did  not  occur  virhen  these  animals  were  supplemented  with  saline.  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  Ihe  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  Ihe  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  VASOTEC®  (Enalapril  Maleate.  MSD)  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  Milk  in  lactating  rats  contains  radioactivity  following  administration  ol  '<C  enalapril  maleate.  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10,000  patients,  including  over  lOOO 
patients  treated  lor  one  year  or  more,  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients. 

Hypertension:  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  headache  (5.2%),  dizziness 
(4.3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were;  diarrhea  (1.4%),  nausea  (1,4%),  rash  (1.4%),  cough  (1.3%),  orthostatic  effects  (1.2%),  and  asthenia  (1.1%). 

Heart  Failure:  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizziness 
(79%),  hypotension  (6.7%),  orthostatic  effects  (2,2%),  syncope  (2.2%),  cough  (2.2%),  chest  pain  (2.1%),  and  diarrhea 
(2.1%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were:  latigue  (1.8%),  headache  (1,8%),  abdominal  pain  (1,6%),  asthenia  (1.6%),  orthostatic  hypo- 
tension (1,6%),  vertigo  (1.6%),  angina  pectoris  (1.5%),  nausea  (1.3%),  vomiting  (1.3%),  bronchitis  (1.3%),  dyspnea 
(13%),  urinary  tract  infection  (13%),  rash  (1.3%),  and  myocardial  infarction  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  vras  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  of  pafienis  with  hypertension  or  heart  lailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category. 

Cardiovascular:  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patienis  (see  WARNINGS,  Hypotension),  cardiac  arrest;  pulmonary  embolism  and  infarction;  rhythm  distur- 
bances. atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis. 
NervousIPsychialric.  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital:  Renal  lailure,  oliguria,  renal  dyslunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory:  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection. 

Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity. 

Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present.  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared alter  discontinuation  ot  therapy 

Angioedema  Angioedema  has  been  reported  In  patients  receiving  VASOTEC  (0.2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal.  If  angioedema  ol  Ihe  lace,  extremilies,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  In  0.9%  and  syncope  occurred  in  0.5%  ol  palients 
following  Ihe  initial  dose  or  during  extended  therapy,  Hypotensioh  or  syncope  was  a cause  lor  discontinuation  ol  Iherapy 
in  0.1%  ol  hypertensive  patients  In  heart  lailure  palients,  hypotension  occurred  in  6,7%  and  syncope  occurred  in  2,2% 
of  patients.  Hypotension  or  syncope  vras  a cause  lor  discontinuation  ol  therapy  in  1.9%  ol  patienis  with  heart  failure. 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ot  therapy,  were  observed  in  about  0,2%  ol  patients  with  essential  hyttertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  palients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  palients.  Increases  In  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1.2%  ot  patients. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0.3  g % 
and  1 0 vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  lailure  patienis  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ot  anemia  coexists.  In  clinical  trials,  less  than  0,1%  ot  palients  discon- 
tinued Iherapy  due  to  anemia. 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported. 

Liver  Function  Tests.  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension:  In  palients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC.  The  diuretic  should,  if  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  Ihe  likelihood  ol  hypotension.  (See 
WARNINGS.)  If  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 

It  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2.5  mg  should  be  used  under  medical  supervision  for  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  palients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses.  In  some  palients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  Ihe  end  of  the  dosing  interval. 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  If  blood  pressure  is  not  con- 
trolled with  VASDTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ot  serum  potassium  (see  PRECAUTIDNS) 

Dosage  Adjustment  in  Hypertensive  Palients  with  Renal  Impairment:  The  usual  dose  ot  enalapril  is  recommended  for 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  of  up  to  approximately  3 mg/dL).  For  palients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  ^3  mg/dL),  the  first  dose  is  2.5  mg  once  daily.  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily. 

Heart  Failure:  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daiiy.  After  Ihe  initial  dose  of  VAS()TEC,  Ihe  patient  should  be  observed  under  medical  supervision 
tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  It  possible,  Ihe  dose  of  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
ol  hypotension.  The  appearance  ol  hypotension  after  the  initial  dose  of  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  ol  the  hypotensioh.  The  usual  therapeutic  dosing  range  for 
the  treatment  ol  heart  lailure  Is  5 to  20  mg  daily  given  in  two  divided  doses.  The  maximum  daily  dose  is  40  mg.  Once-daily 
dosing  has  been  effective  in  a controlled  study  but  nearly  all  palients  in  this  study  were  given  40  mg,  the  inaximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  lailure  (NYHA  Class  IV),  patients  were 
treated  with  2.5  to  40  mg  per  day  of  VASOTEC,  almost  alvrays  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Ettects)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response.  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Patienis  with  Renal  Impairment  or  Hyponatremia:  In  heart  lailure  patienis  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1.6  mg/dL,  therapy  should  be  initiated  at  2.5  mg 
daily  under  close  medical  supervision.  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure,  WARNINGS,  and  PRE- 
CAUTIONS. Drug lnleraclions.)lhe  dose  may  be  increased  to  2,5 mg  b.i.d.,  then  5 mg  b.i.d.  and  higher  . . d-, 
as  needed,  usually  at  intervals  of  four  days  or  more,  if  at  the  lime  of  dosage  adjustment  there  is  not  IvISD 
excessive  hypotension  or  significant  deterioration  ot  renal  function.  The  maximum  daily  dose  is  40  mg. 

For  more  detailed  inlormalion,  consult  your  MSD  representative  or  see  Prescribing  Inlormalion.  Merck  SHARF\ 
Sharp  & Dohme,  Division  ol  Merck  & Co.,  Inc.,  West  Point,  PA  19436.  jevstentais)  DOHME 
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“Skin  cancer:  a primer  for  the 
nondermatologist"  is  this  month’s  cover 
article  (page  52).  Written  by  William  M. 

Ramsdell,  MD,  the  article  is  intended  to 
alert  physicians  to  the  extent  of  the  skin 

cancer  problem  and  to  familiarize  them 
with  the  various  forms  of  skin  cancer.  An 
accompanying  editorial  by  Michael  P Dany 
appears  on  page  6.  Cover  design  by  Ed 
Triggs. 
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Scheduled  for  the  March  issue  of  Texas 

Medicine  are  articles  on  lung  cancer 
mortality  in  Texas,  hyperaaive  children, 
inflammatory  bowel  disease,  brucellosis 

and  thrombocytopenic  purpura,  and 
sclerosing  cholangitis  and  oxalate 
urolithiasis. 

YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity,  it  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicoiytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug,T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  ^ 

How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10, 
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~vicodiii^ 

(fiyOrocodone  bilarfrofe  5 mg  {Warning  Moy  be  hob'l  forming! 
ana  ocefaminophen  500  mg) 


INDICATIONS  ANDU5AGE:  For  the  relief  of  moderatetomoderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hyorocodone. 

WARNINGS: 

Allergic-Type  Reaction:  VICODIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allergic-type  reactions  including  anaphylactic  symptoms  and  life- 
threateninq  or  less  severe  asthmatic  episodes  in  certain  susceptible  people. 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low.  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people. 

Respiratory  Depression;  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride,  (see  ADVERSE  REACTIONS:  Respiratory  Depression). 
Head  Injury  and  Increas^  Intraaanial  Pressure:  The  respiratory  depressant 
effects  of  narcotic  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore, 
narcotic  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotic  may  obscure 
the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  anij  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatic  hypertrophy  or  urethral  stricture.  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  should  be  kept  in  mind. 
Information  for  Patients;  VICODIN,  like  all  narcotic,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  ot  potentially  hazard- 
ous tasks  such  as  driving  a car  or  operating  machinery;  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all  narcotic, 
caution  should  oe  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesic,  antipsychotic, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  additive  CNS  depression.  When  combined 
therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone. 
The  concurrent  use  of  anticholinergic  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adequate  and  well-controlled  studies  In  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  nsk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazine  0.7  to  1.0  mg/kq  q6h,  and  paregoric  2 
to  4 drops/kg  (34h,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
The  duration  or  therapy  is4  to  28  days,  with  the  dosage  decreased  as  tolerated. 
Labor  and  Delivery:  As  with  all  narcotic,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  In  some  degree  of  respiratory 
depression  in  tne  newborn,  especially  if  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  marw  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
aztnes  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  while  other  phenothiazinesreduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION;  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
effects  IS  dose  related. 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets. 
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pain  relief  therapy.:^ 

Vicodin  provides  exceptional 

patient  acceptance - 

700  million  doses  in  ten  years. 


TEN  YEARS  OF  PATIENT  ACCEPTANCE 


projected 


♦ In  ten  years  of  clinical  experience,  nausea, 
sedation  or  constipation  have  rarely  been 
reported.^ 

. ..and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine. 

In  one  study,10  mg  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg  of  codeine.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lastingpainreliefthanGOmg 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll  ' 

prescribing.  ^ 

♦ Dosage  flexibility- 1 tabletevery4to  6 hojjrs^j^ 
or  2 tablets  every  4 to  6 hours  (up  to  3 tablets  irt^l^f 

24  hours).  l . Data  on  file,  Knoll  pharmaceuticals  Sj^ 

2.  Hopkinson  JH  III.  Cun  TherRes  24:503-516^^  1978 

3.  Bea'^er  WT.  Arch  Intern  Med,  T41;;593-300,;  .198l>/^y^^ 


hydrocodone  bitartrate  5 mg  (Warnihg:  May  be  habit 
forming)  and  acetaminophen  SOO  mg.  . v v:?  •' 


The  original  hydix}codone 

Please  see  adjacent  page  for  brief  summary  of  prescrtbipg  irtfprm^ttipftj 
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Editorials 


1989  Texas  Skin  Cancer/ 
Melanoma  Project 

This  year  more  than  500,000  Americans  will  be  diagnosed 
with  skin  cancer  and  27,000  diagnosed  with  a very  serious 
form  of  skin  cancer — malignant  melanoma.  The  tragedy  in 
these  numbers  is  that  there  will  be  7,800  deaths  nationwide 
and  350  deaths  in  Texas.  Alarmingly,  the  incidence  of  mela- 
noma is  increasing  at  the  rate  of  3.4%  per  year  ( 1 ). 

But  there  is  hope  in  these  otherwise  pessimistic  statistics. 
Many  skin  cancers  and  melanomas  are  preventable,  and  when 
they  are  not  prevented  they  can  often  be  detected  early  and 
effectively  treated. 

This  is  the  purpose  of  the  Texas  Skin  Cancer/Melanoma 
Project,  sponsored  by  the  Texas  Division  of  the  American  Can- 
cer Society  and  the  Texas  Dermatological  Society.  In  May,  we 
will  initiate  activities  including  an  awareness  campaign,  public 
and  professional  education,  and  screening  activities  to  reduce 
the  incidence  and  mortality  of  skin  cancer.  The  project  will  be 
centered  around  the  theme  of  “Don’t  Get  Burned.”  Our  cam- 
paign will  reach  Texans  with  information  about  skin  cancer 
warning  signals,  risk  factors,  prevention,  early  detection,  and 
proper  treatment. 

Any  of  several  signs  can  serve  as  warning  signals.  For  ex- 
ample, any  unusual  skin  condition,  especially  a change  in  the 
size  or  color  of  a mole  or  other  darkly  pigmented  growth  or 
spot  may  indicate  cancer.  Scaliness,  oozing,  bleeding  or  the  ap- 
pearance of  a bump  or  nodule,  the  spread  of  pigment  beyond 
the  border,  a change  in  sensation,  itchiness,  tenderness,  or  pain 
are  all  warning  signs  of  melanoma. 

Risk  factors  for  skin  cancer  include  excessive  exposure  to 
the  sun;  fair  complexion;  occupational  exposure  to  coal  tar, 
pitch,  creosote,  arsenic  compounds,  or  radium.  Among  blacks, 
because  of  heavy  skin  pigmentation,  skin  cancer  is  negligible. 
One  study  has  found  that  severe  sunburn  in  childhood  carries 
with  it  an  excessive  risk  of  melanoma  in  later  life. 

To  prevent  skin  cancer,  one  should  use  protective  clothing 
and  avoid  sun  exposure,  especially  between  10  am  and  3 pm 
when  ultraviolet  rays  are  strongest.  It  is  also  advisable  to  use 
one  of  a number  of  sun  screen  preparations,  especially  those 
containing  such  ingredients  as  PABA  (para-aminobenzoic  acid). 

They  come  in  varying  strengths,  ranging  from  those  that  per- 
mit gradual  tanning  to  those  allowing  practically  no  tanning  at 
all.  We  recommend  an  SPF  number  of  at  least  15.  Children,  in 
particular,  should  be  protected  from  traumatic  sunburns. 

Early  detection  is  critical.  Recognition  of  changes  in  skin 
growths  or  the  appearance  of  new  ones  is  the  best  way  to  find 
early  skin  cancer.  Basal  and  squamous  cell  skin  cancers  often 
take  the  form  of  a pale,  wax-like,  pearly  nodule,  or  a red  scaly, 
sharply  outlined  patch.  A sudden  or  continuous  change  in  a 
mole’s  appearance  should  be  checked  by  a physician.  Mela- 
nomas often  start  as  small,  mole-like  growths  that  increase  in 
size,  change  color,  become  ulcerated,  and  bleed  easily  from  a 
slight  injury. 

A simple  ABCD  rule  will  help  individuals  remember  the 


warning  signals  of  melanoma:  A is  for  asymmetry.  One  half  of 
the  mole  does  not  match  the  other  half.  B is  for  border  irregu- 
larity. The  edges  are  ragged,  notched  or  blurred.  C is  for 
color.  The  pigmentation  is  not  uniform.  D is  for  diameter 
greater  than  6 mm.  Any  sudden  or  continuing  increase  in  size 
should  be  of  special  concern.  Adults  should  practice  skin  self- 
examination  once  a month. 

There  are  four  methods  of  treatment  for  early  skin  cancer: 
surgery  (used  in  90%  of  cases),  radiation  therapy,  electrodesic- 
cation (tissue  destruction  by  heat),  or  cryosurgery  (tissue  de- 
struction by  freezing).  For  malignant  melanoma,  adequate 
surgical  excision  of  the  primary  growth  is  indicated.  Nearby 
lymph  nodes  may  be  removed.  The  microscopic  examination 
of  all  suspicious  moles  is  essential.  Advanced  cases  of  mela- 
noma are  treated  on  an  individual  basis. 

We  ask  that  all  physicians  help  raise  in  their  patients  an  in- 
creased awareness  of  this  life-saving  information. 

More  information  on  the  Texas  Skin  Cancer/Melanoma 
Project  is  available  from  your  local  American  Cancer  Society. 

MICHAEL  P.  DANY 

Vice  President  for  Program,  American  Cancer  Society,  Texas  Division  Inc, 

2433  Ridgepoint  Dr,  Austin,  TX  78754. 
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RBRVS  offers  chance  for 
compromise — or  fragmentation 

The  release  of  the  Harvard  Resource-Based  Relative  Value  Scale 
(RBRVS)  marks  one  more  stage  in  a process  that  will  very 
likely  end  in  major  changes  in  the  way  Medicare  pays  for  phy- 
sician services.  What  those  changes  will  be  is  extremely  im- 
portant but  equally  unpredictable.  In  fact,  a long  political  pro- 
cess lies  ahead  as  the  Physician  Payment  Review  Commission 
(PPRC)  and  the  new  Congress  and  the  new  administration 
have  their  say  on  where  the  Medicare  Part  B dollars  will  ulti- 
mately go. 

In  theory,  the  RBRVS  creates  a level  playing  field  by  breaking 
down  the  resources  necessary  for  the  production  of  each 
medical  procedure  into  time,  training,  and  practice  costs.  The 
overall  conclusion  of  William  Hsiao  (the  Harvard  economist 
who  developed  the  RBRVS)  and  his  research  team  is  that  evalu- 
ation and  management  services  are  undervalued  by  the  present 
Medicare  payment  system,  particularly  in  regard  to  invasive 
and  surgical  services,  which  are  (in  their  view)  correspond- 
ingly overvalued.  A number  of  external  researchers  will  be 
evaluating  the  complex  research  methodology  that  generated 
this  conclusion,  and  no  doubt  their  perspectives  will  cause  all 
involved  to  rethink  and  modify  the  Hsiao  report.  It  is  highly 
unlikely  that  the  PPRC  will  recommend  the  Hsiao  report  with- 
out a number  of  changes. 
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Within  the  medical  profession,  RBRVS  is  threatening  to  be- 
come a divisive  issue,  and  in  the  long  run,  our  ability  to  man- 
age that  divisiveness  may  be  as  important  as  the  Medicare 
payment  reforms  themselves.  The  RBRVS  holds  out  the  pros- 
pect of  winners  and  losers,  of  specialties  that  would  see  in- 
creases and  those  that  would  sec  decreases  in  their  Medicare 
revenue.  The  Harvard  researchers  themselves  see  the  realloca- 
tion of  Part  B dollars  as  the  logical  implementation  of  their  re- 
search findings.  The  scale  is  designed  to  redress  what  Hsiao 
and  his  associates  view  as  Medicare’s  tendency  to  pay  exces- 
sively for  surgical  and  invasive  procedures  and  inadequately  for 
management  and  evaluation  services,  particularly  office  visits. 

Faced  with  such  a divisive  issue,  physicians  need  to  look  be- 
yond the  relatively  short-range  prospect  of  gain  or  loss,  a pros- 
pect that  may  indeed  be  illusory.  From  a political  perspective, 
the  federal  government’s  severe  budgetary  constraints  may 
mean  that  physician  payment  reform  will  result  in  no  addi- 
tional money  for  anybody.  But  if  the  medical  profession  allows 
a specialty-based  civil  war  between  physicians,  we  will  have 
permanently  impaired  organized  medicine’s  effectiveness  as  an 
advocate  for  the  interests  and  values  of  our  profession. 

TMA’s  strategy  in  addressing  the  many  issues  raised  by  RBRVS 
combines  education  and  advocacy.  RBRVS  and  the  work  of  the 
Physician  Payment  Review  Commission  will  occupy  a major 
place  in  the  association’s  winter  leadership  conference  and 
May  annual  meeting,  and  we  will  bring  to  those  sessions  speak- 
ers of  national  stature  on  the  topics.  Our  TMA  staff  has  been 
closely  monitoring  the  many  critiques,  analyses,  and  simula- 
tions of  the  RBRVS  and  making  that  information  available  to 
the  association’s  leadership  and  membership.  Your  association 
is  also  making  the  voice  of  Texas  physicians  heard  in  PPRC  and 
in  the  Texas  congressional  delegation.  These  are  two  groups 
that  will  have  a decisive  role  in  determining  the  directions  that 
Medicare  physician  payment  reform  will  take. 

In  the  final  analysis,  the  major  burden  of  leadership  is  going 
to  fall  to  the  American  Medical  Association.  Certainly,  TMA, 
along  with  other  state  medical  societies  and  national  medical 
specialty  societies,  is  representing  the  grassroots  concerns  of 
our  members  and  playing  a major  role  in  formulation  of  AMA 
policy  and  strategy.  AMA  will  also  have  to  undertake  the  deli- 
cate task  of  achieving  a consensus  among  specialties  on  what  is 
both  fair  and  politically  feasible.  And  AMA  will  have  to  reach 
that  consensus  in  a political  environment  where  the  issue  of 
Medicare  payment  reform — with  its  very  large  implications  for 
any  effort  to  control  the  federal  budget  deficit — is  likely  to 
move  very  quickly. 

To  a large  degree,  organized  medicine’s  success  through  this 
difficult  period  will  depend  on  the  willingness  of  individual 
physicians  and  their  medical  societies  to  work  together  to 
avoid  the  divisive  potential  of  this  issue.  In  practical  terms,  this 
translates  into  two  practical  steps.  First,  the  RBRVS  should  be 
discussed  by  physicians  as  a study  that  presents  a plausible  but 
not  definitive  view  of  how  physician  payment  might  be  re- 
formed. From  this  perspective,  there  is  room  for  compromise 
and  for  an  interspecialty  debate  that  will  remain  within  the 
boundaries  of  collegial  disagreement.  Second,  physicians  of  all 
specialties  have  to  look  to  the  AMA  as  the  forum  in  which 
compromise  and  consensus  should  ultimately  take  place.  As 


the  debate  over  physician  payment  moves  first  to  the  PPRC  and 
then  to  the  Congress,  the  worst  possible  outcome  would  be  to 
have  individual  specialties  attempting  to  make  their  own  deals. 

If  the  medical  profession  fragments  itself  and  physicians  pur- 
sue only  their  interests  as  specialists,  the  consequences  will  be 
extraordinarily  damaging,  for  we  will  have  proven  that  a di- 
vide-and-conquer  strategy  works. 

VAL  F.  BORUM,  MD 

Resident.  Texas  Medical  Association,  1801  N Lamar  Blvd.  Austin,  TX  78701. 


Physician  payment  reform 

Physician  payment  reform,  more  than  any  medical  program  in 
the  past,  may  improve  access  to  health  care — or  destroy  the 
fabric  of  American  medicine  as  we  now  know  it.  The  release  of 
the  Harvard  Resource-Based  Relative  Value  Scale  ( RBRVS ) and 
the  work  of  the  congressionally-mandated  Physician  Payment 
Review  Commission  (PPRC)  already  point  toward  substantial 
changes  in  the  payment  for  and  the  utilization  of  Medicare 
services. 

AMA  and  TMA  are  responding  to  these  imminent  changes — 
by  identifying  and  understanding  the  issues,  by  establishing 
policy  on  behalf  of  medicine,  and  by  making  their  stand  known 
to  representatives,  the  Health  Care  Financing  Administration, 
and  the  Physician  Payment  Review  Commission. 

At  the  December  AMA  House  of  Delegates  meeting  in  Dallas, 
the  House  agreed  that  the  Harvard  Resource-Based  Relative 
Value  Scale — when  sufficiently  expanded,  corrected,  and  re- 
fined— would  provide  an  acceptable  basis  for  a Medicare  in- 
demnity payment  system.  This  position,  combined  with  1 7 
recommendations  addressing  such  issues  as  the  importance  of 
maintaining  balance  billing  and  AMA’s  firm  opposition  to  any 
form  of  mandatory  assignment,  forms  the  basis  of  medicine’s 
approach  to  the  “price  side”  of  physician  payment  reform.  The 
other  side  of  the  debate  over  payment  reform  revolves  around 
the  issue  of  utilization  of  health  services.  Several  utilization 
proposals  are  already  on  the  table,  such  as  caps  on  health  care 
expenditures  and  national  guidelines  for  medical  practice. 

In  March  of  this  year,  the  third  report  of  the  Physician  Pay- 
ment Review  Commission  will  make  recommendations  on  vol- 
ume or  utilization  controls.  These  recommendations  are 
expected  to  receive  as  much  scrutiny  and  debate  as  the  com- 
mission’s earlier  proposal  for  an  indemnity-based  fee  schedule 
based  on  resource  costs.  The  PPRC  was  created  by  the  Con- 
gress in  1986  to  study  physician  payment  under  Medicare  and 
to  make  recommendations  for  reform.  The  commission  gener- 
ally meets  bimonthly  and  has  held  several  very'  well  attended 
public  hearings  on  the  RBRVS  and  other  topics.  Congress  will 
undoubtedly  pay  close  attention  to  commission 
recommendations. 

The  Texas  Medical  Association’s  strategy  for  dealing  with  the 
changes  in  medical  practice,  brought  on  by  payment  reform 
proposals  and  potential  legislative  programs,  is  threefold:  eco- 
nomic analysis,  educational  programs,  political  advocacy. 
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Economic  analysis 

The  association,  in  cooperation  with  the  American  Medical  As- 
sociation and  national  and  state  medical  specialty  societies,  has 
implemented  a simulation  analysis  of  the  RBRVS  to  compare  it 
to  current  Texas  Medicare  prevailing  charges  and  other  fee 
schedules  obtained  from  states  in  our  region.  By  comparing  al- 
ternative fee  schedules,  the  association  can  assess  the  impact 
of  Medicare  reimbursement  changes  on  practicing  physicians 
by  specialty  and  by  type  of  procedure. 

In  addition,  TMA  is  analyzing  results  from  a survey  designed 
to  assess  the  economics  of  medical  practice  in  Texas,  and  the 
impact  of  Medicare  regulatory  programs  in  particular.  Mailed 
to  800  randomly  selected  physicians  statewide,  the  survey 
should  provide  an  economic  baseline  for  evaluating  Medicare 
payment  proposals  and  to  generate  information  required  for 
medicine’s  legislative  and  regulatory  activities.  Under  the  cur- 
rent Medicare  payment  system — based  on  a “customary,  pre- 
vailing, reasonable”  (CPR)  method — physicians  and  their 
patients  are  suffering  under  the  weight  of  unfair  and  in- 
comprehensible and  technical  requirements.  According  to  the 
state’s  Medicare  carrier,  approximately  200  so-called  “medi- 
cally unnecessary”  payment  denial  letters  are  mailed  every  day 
to  Texas  physicians.  These  letters,  coupled  with  the  Maximum 
Allowable  Actual  Charge  (MAAC)  and  the  participating  physi- 
cian program,  contribute  to  the  “hassle  factor”  in  medical 
practice.  The  hassle  factor — correspondence  from  Medicare 
dealing  with  payment  issues  and  regulatory  mandates — has 
been  linked  to  physicians’  early  retirement  and  to  severe  prob- 
lems in  rural  access  to  health  care. 

Educational  programs 

To  ensure  that  the  TMA  membership  is  informed  of  the 
changes  that  are  taking  place,  the  association  leadership  and 
staff  have  begun  educational  programs  for  county  medical  so- 
cieties, hospital  medical  staffs,  and  other  interested  groups. 
These  educational  programs  summarize  RBRVS  and  other  pay- 
ment reform  proposals,  explain  organized  medicine’s  response, 
and  discuss  ways  for  groups  to  propose  administrative  changes 
in  the  Medicare  program. 

Special  educational  sessions  have  been  planned  for  the  TMA 
Winter  Leadership  Conference  in  March  and  for  the  Annual 
Session  of  the  House  of  Delegates  in  May.  At  those  sessions,  ex- 
perts from  the  Physician  Payment  Review  Commission,  the 
American  Medical  Association,  Congress,  and  university  re- 
search centers  will  discuss  relative  value  scales,  utilization  con- 
trols, medical  practice  guidelines,  and  a host  of  other  proposals 
currently  on  the  legislative  table  and  what  they  will  mean  to 
medical  practice.  This  is  medicine’s  opportunity  to  provide  a 
unified  response  to  legislative  proposals  aimed  at  revising 
Medicare  in  the  name  of  cost  containment. 

Political  advocacy 

To  fulfill  its  responsibility  as  the  physician’s  advocate,  TMA  is 
working  with  coalitions  of  physicians  within  county  medical 
societies  and  state  specialty  societies  to  address  the  strengths 
and  weaknesses  of  the  RBRVS.  Working  together  with  the  na- 
tional organizations,  organized  medicine  can  ensure  that  the 
PPRC,  the  Harvard  researchers,  and  Congress  make  necessary 


changes  in  any  HCFA-related  payment  program  before  con- 
sideration is  given  to  its  adoption.  These  changes  include,  but 
are  not  limited  to,  a better  index  of  practice  costs  in  the  rela- 
tive value  scale,  better  CPT-4  procedure  codes  for  specialties, 
and  sufficient  consideration  to  resurveying  certain  specialty 
groups  that  have  obtained  irreconcilable  RVS  values  from  the 
Harvard  study. 

In  many  respects,  the  initial  Harvard  Resource-Based  Rela- 
tive Value  Study  is  a first  step  down  the  long  road  of  addressing 
payment  system  inequities  while  incorporating  positive  ele- 
ments in  the  current  reimbursement  method. 

LOUIS  J.  GOODMAN,  PhD 

Director,  Division  of  Medical  Economics,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701. 


Penicillin  allergy 

The  first  death  from  penicillin  anaphylaxis  was  reported  within 
one  year  after  the  drug  became  available  for  general  use.  Soon 
thereafter  it  became  apparent  that  this  class  of  beta-lactam 
antibiotics  is  a frequent  cause  of  adverse  reactions.  As  pre- 
sented by  Dr  Arreaza  in  this  issue  of  Texas  Medicine,  penicillin 
is  the  antibiotic  most  commonly  causing  adverse  reactions, 
particularly  IgE-mediated  reactions,  and  is  in  fact  the  leading 
cause  of  anaphylaxis  in  the  United  States.  It  is  this  fear  of  al- 
lergic reactions  that  significantly  constrains  the  wide  use  of 
beta-lactam  antibiotics. 

However,  it  is  clear  that  many  more  people  are  labeled  as 
penicillin  allergic  than  indeed  are,  and  such  indiscriminate  la- 
beling results  in  denying  patients  the  use  of  this  effective,  rela- 
tively nontoxic  and  inexpensive  antibiotic.  One  reason  for 
such  indiscriminate  labeling  is  the  fact  that  the  term  “drug  al- 
lergy” is  often  applied  to  any  adverse  drug  reaction  whether  it 
is  immunologically  mediated  or  not.  Understanding  the  immu- 
nological basis  of  such  allergic  reactions  (Gell  and  Coombs 
Classes  1-IV  ) allows  for  improved  prediction  of  a subsequent  al- 
lergic reaction.  The  presence  of  specific  IgE  antibodies  (type  I) 
is  highly  predictive;  idiosyncratic  reactions  are  not  predictable 
based  on  any  available  tests.  The  term  “allergy”  should  be  re- 
served for  a reaction  likely  to  be  immunologically  mediated 
(eg,  associated  with  a significant  degree  of  specific  sensitiza- 
tion to  a penicillin-derived  antigen  and  thus  excluding  toxic 
reactions). 

In  attempting  to  diagnose  penicillin  sensitivity,  the  patient’s 
history  is  notoriously  unreliable;  most  presumed  “reactions” 
reflect  urticaria  or  rashes  associated  with  concomitant  injec- 
tions, pharmacologic  nonallergic  reactions  to  ampicillin,  or 
other  nonimmunologic  causes.  A history  of  bona  fide  gener- 
alized allergic  reaction  immediately  following  administration 
of  penicillin  cannot  be  dismissed.  As  described  by  Dr  Arreaza, 
properly  performed  skin  testing  with  penicillin-derived  anti- 
gens provides  a reliable,  safe,  simple,  and  inexpensive  method 
for  detecting  penicillin  sensitization.  Negative  results  can  often 
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lead  to  the  administration  of  penicillin,  which  otherwise  may 
have  been  withheld  unjustifiably. 

When  test  results  suggest  penicillin  hypersensitivity,  a thera- 
peutic dilemma  exists:  alternative  antibiotics  vs  penicillin  de- 
sensitization. Physicians  generally  can  use  an  alternative  drug 
to  penicillin.  Two  new  classes  of  beta-lactam  antibiotics  re- 
cently available  for  clinical  use  may  provide  an  alternative  to 
penicillin  itself.  The  monobactams,  represented  by  aztreonam, 
have  little  crossreactivity  with  penicillin  based  on  inhibition 
radioimmunoassays.  However,  they  possess  significantly  less 
gram-positive  antimicrobial  activity.  The  carbapenems,  repre- 
sented by  imipenem,  bave  broad-spectrum  antimicrobial  ac- 
tivity, but  also  possess  a high  degree  of  cross-reactivity  with 
penicillin. 

In  certain  infections  such  as  enterococcal  endocarditis  or 
central  nervous  system  syphilis,  penicillin  remains  the  anti- 
biotic of  choice.  Despite  the  current  trend  to  avoid  penicillin 
desensitization,  the  procedure  has  proven  effective  and  should 
still  be  used  in  the  unusual  circumstance  when  an  alternative 
drug  is  not  available.  By  inducing  penicillin-specific  basophil 
and  mast  cell  unresponsiveness,  desensitization  with  penicillin 
substantially  reduces  the  risk  of  fatal  anaphylaxis  on  subse- 
quent readministration.  The  allergist/immunologist  can  be  a 


valuable  consultant  to  the  primar)'  physician  in  such  a com- 
plex and  serious  situation. 

JOSEPH  DIAZ,  MD 

Departments  of  Pediatrics  and  Internal  Medicine,  The  University  of  Texas  Health 
Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7805 


Adult  immunizations — their 
time  has  come 

The  reduction  and  eventual  elimination  of  childhood  diseases 
through  immunizations  will  be  recorded  as  one  of  the  greatest 
accomplishments  in  medical  history.  Record  low  levels  of 
vaccine -preventable  diseases  in  children  have  been  achieved 
through  the  development  of  a systematic  approach  that  in- 
cludes health  delivery  system  improvement,  school  and  child 
care  facility  immunization  laws,  educational  efforts,  improved 
vaccines,  and  the  dedication  and  hard  work  of  health  care 
providers. 


I.  Guidelines  for  adult  immunization:  tetanus,  diphtheria,  rubella,  and  measles.  * 


Vaccines 

and  Toxoids 

Indications 

Precautions  and 

Contraindications 

Special 

Considerations 

Primary 

Schedule  and  Boosters 

Tetanus  and 

diphtheria 

toxoid 

All  adults,  including  those  who 
have  had  tetanus  or  diphtheria 
infection. 

History  of  a neurologic  reaction, 
immediate  hypersensitivity  reac- 
tion, or  severe  local  reaction 
(Arthus-type)  after  a previous  dose 
should  preclude  further  doses  of 
tetanus-diphtheria  (Td)  toxoid  for 
10  years.  Although  there  is  no  evi- 
dence of  maternal  or  fetal  risk  from 
toxoid  given  during  pregnancy, 
waiting  until  second  or  third  tri- 
mester is  reasonable. 

Tetanus  prophylaxis  in  wound 
management. 

Two  doses  Td  intramuscularly  4 to 
8 weeks  apart;  third  dose  6 to  12 
months  after  second  dose;  booster 
every  10  years. 

Rubella 

vaccine 
(live  virus) 

All  adults  lacking  documentation  of 
live  vaccine  on  or  after  first  birth- 
day or  laboratory  evidence  of  im- 
munity, particularly  women  of 
child-bearing  age  and  young  adults 
who  work  or  congregate  in  places 
such  as  hospitals,  colleges,  and  the 
military;  susceptible  travelers 
(especially  young  adults)  who  plan 
to  visit  areas  where  rubella  is 
endemic. 

Pregnancy;  immunodeficiency;  his- 
tory of  anaphylactic  reaction  fol- 
lowing receipt  of  neomycin. 

Women  pregnant  when  vaccinated 
or  who  become  pregnant  within 
three  months  of  vaccination  should 
be  counseled  on  theoretical  risks 
to  the  fetus  of  vaccine-associated 
malformations  although  the  risk  is 
so  small  as  to  be  negligible  MMRt 
vaccine  should  be  used  if  recipient 
is  likely  to  be  susceptible  to  more 
than  one  of  these  diseases. 

One  dose  SCf;  no  booster 

Measles 
vaccine 
(live  virus) 

All  adults  born  after  1956  without 
documentation  of  live  vaccine  on 
or  after  first  birthday,  physician- 
diagnosed  measles,  or  laboratory 
evidence  of  immunity;  persons 
bom  before  1957  generally  consid- 
ered immune;  susceptible  travelers. 

Pregnancy;  immunodeficiency;  his- 
tory of  anaphylactic  reactions  fol- 
lowing egg  ingestion  or  receipt  of 
neomycin. 

Persons  vaccinated  between  1963 
and  1967  with  a killed  measles 
virus  vaccine,  with  live  vaccine 
within  three  months  of  receiving 
killed  vaccine,  or  with  a vaccine  of 
unknown  type  should  be  revacci- 
nated with  live  vaccine  MMR^:  is 
vaccine  of  choice  if  recipient  is  also 
likely  to  be  susceptible  to  rubella 
and  mumps. 

One  dose  SCt;  no  booster. 

* Adapted  from  Fcdson  DS:  Adult  immunization:  protocols  and  problems.  Hosp  Pract  (office  edition)  (21[7];l45,1986). 
t Subcutaneous 

JMMR;  measles,  mumps,  rubella  vaccine 
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However,  the  reduction  in  childhood  disease  cases  has  led 
to  the  misconception  that  vaccine-preventable  diseases  are  not 
a problem  for  adults.  Adolescents  and  adults  are  now  experi- 
encing an  unequal  share  of  the  morbidity.  Seven  vaccine- 
preventable  diseases  continue  to  occur  among  adolescents  and 
adults  ( influenza,  pneumococcal  disease,  hepatitis  B,  tetanus, 
diphtheria,  measles,  and  rubella). 

The  Centers  for  Disease  Control  ( CDC  ) has  estimated  the 
magnitude  of  the  problem  for  the  United  States.  During  an  in- 
fluenza epidemic,  as  many  as  50,000  excess  deaths  may  occur 
along  with  about  200,000  excess  hospitalizations  with  total  di- 
rect and  indirect  costs  of  nearly  $ 1 billion.  Influenza  kills  more 
than  20,000  people  annually  during  nonepidemic  years.  Ap- 
proximately 40,000  deaths  annually  are  associated  with  pneu- 
mococcal disease.  The  CDC  estimates  that  more  than  300,000 
cases  of  hepatitis  B occur  each  year  in  the  United  States.  Cur- 
rently there  are  between  500,000  and  1 million  infectious  car- 
riers. Most  cases  of  hepatitis  B are  reported  in  patients  1 5 to 
29  years  of  age. 

Twenty  percent  of  Americans  in  their  20s  and  30s  (approxi- 
mately 5 million  people)  are  susceptible  to  measles,  and  15% 
of  females  of  childbearing  age  are  susceptible  to  rubella.  Thirty 
percent  to  40%  of  adults  are  susceptible  to  tetanus  and  diph- 
theria. One  to  five  cases  of  diphtheria  are  reported  each  year  in 
the  United  States. 


The  following  factors  have  led  to  increased  interest  among 
health  professionals  for  promoting  adult  immunizations.  First, 
we  now  have  available  safe  and  efifective  vaccines.  However, 
despite  past  efforts,  a low  proportion  of  adults  are  adequately 
immunized.  Second,  national  health  objectives  that  target  adult 
immunization  levels  have  been  established  by  private  and  pub- 
lic health  professionals.  Third,  the  wise  expenditure  of  health 
care  dollars  at  a time  of  rapidly  escalating  health  care  costs  has 
focused  more  attention  on  cost-effective  strategies.  The  CDC 
has  estimated  that  influenza  alone  costs  $ 1 billion  a year  in 
medical  care  and  lost  work.  During  major  epidemic  flu  years, 
the  estimated  cost  is  S 1 2 billion.  Fourth,  the  population  over 
age  65  is  growing  at  a relatively  faster  rate  than  other  segments 
of  the  United  States  population,  and  these  individuals  are  at 
higher  risk  for  vaccine-preventable  diseases  as  well  as  chronic 
diseases. 

A systematic  approach  for  adult  immunizations  needs  to  be 
implemented.  It  should  incorporate  activities  that  have  made 
childhood  immunization  efforts  successful.  The  system  should 
include  the  following:  (a)  public  educational  efforts  concern- 
ing the  accessibility  and  need  for  vaccines  and  (b)  professional 
education  efforts  to  encourage  health  care  providers  to  recom- 
mend vaccine  to  eligible  patients  during  routine  office  visits. 
Adults  could  also  be  immunized  when  their  children  receive 
immunizations.  The  concept  of  preventive  medicine,  including 


2.  Guidelines  for  adult  immunization:  polio,  influenza,  and  pneumococcal  disease  * 

Precautions  and  Special 

Vaccines  Indications  Contraindications  Considerations 


Primary 

Schedule  and  Boosters 


Poliovirus 


Travel  to  areas  where  wild  polio- 
virus is  epidemic  or  endemic; 
health  care  workers  at  increased 
risk  of  exposure  to  wild  or  vaccine- 
type  poliovirus. 


Although  there  is  no  convincing 
evidence  documenting  adverse 
effects  of  inactivated  poliovirus  on 
the  pregnant  woman  or  developing 
fetus,  it  is  prudent  on  theoretical 
grounds  to  avoid  vaccinating  preg- 
nant women.  However,  if  the  risk 
of  poliovirus  infection  is  high,  and 
immediate  protection  is  needed, 
live  orally  administered  poliovirus 
vaccine  may  be  used. 


Inactivated,  not  live  poUo-virus 
vaccine  should  always  be  used 
in  persons  who  are  immuno- 
compromised. Although  a protec- 
tive immune  response  cannot  be 
assured,  the  inactivated  vaccine  is 
safe,  and  some  protection  may  re- 
sult from  its  administration. 


Inactivated  poliovirus  vaccine 
( IPV ) is  preferred  for  adults;  three 
doses  set  4 to  8 weeks  apart;  a 
fourth  dose  6 to  1 2 months  after 
the  third;  for  adults  with  a com- 
pleted primary  series  and  for  whom 
a booster  is  indicated,  either  live 
oral  poliovirus  vaccine  ( OPV ) or 
IPV  can  be  given.  If  immediate  pro- 
tection is  needed,  live  OPV  is  rec- 
ommended, providing  the  person 
will  not  be  in  close  contact  with 
immunodeficient  household 
members. 


Influenza 
( inactivated 
whole  or 
split  virus) 


All  persons  witli  high-risk  condi- 
tions, residents  of  nursing  homes 
or  other  chronic  care  facilities, 
health  care  personnel,  healthy  per- 
sons 65  years  of  age  and  older. 


History  of  anaphylactic  hypersen- 
sitivity to  egg  ingestion.  First  tri- 
mester of  pregnancy.  Although  no 
evidence  exists  of  maternal  or  fetal 
risk  when  vaccine  is  given  in  preg- 
nancy, waiting  until  the  second 
or  third  trimester,  if  possible,  is 
reasonable. 


Annual  vaccination  with  current  in- 
fluenza vaccine.  Either  whole  or 
split  virus  vaccine  may  be  used. 


Pneumococcal  Adults  who  are  at  increased  risk  of 
polysaccharide  pneumococcal  disease  and  its  com- 
( 2 3- valent ) plications  because  of  underlying 

health  conditions;  healthy  persons 
65  years  of  age  and  older. 


Safety  of  vaccine  in  pregnant 
women  has  not  been  evaluated;  it 
should  not  be  given  during  preg- 
nancy unless  the  risk  of  infection  is 
high.  Anyone  who  has  received  any 
type  of  pneumococcal  polysac- 
charide vaccine  should  not  receive 
another  dose  of  vaccine. 


One  dose;  booster  not 
recommended. 


*Adapted  from  Fedson  DS:  Adult  immunization:  protocols  and  problems.  Hosp  Pract  (office  edition)  (21[7|:146,1986). 
t Subcutaneous 
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adult  immunizations,  must  permeate  our  medical  delivery  sys- 
tem. The  medical  community  should  be  educated  about  immu- 
nization recommendations  for  adults  and  encouraged  to 
receive  vaccines  recommended  for  health  care  providers  (it 
has  been  estimated  that  no  more  than  30%  of  physicians  and 
40%  of  practicing  dentists  have  received  hepatitis  B vaccine). 
The  systematic  approach  for  adult  immunizations  also  should 
include  third-party  reimbursement  for  adult  vaccines.  The  gov- 
ernment health  care  financing  system  traditionally  has  pre- 
cluded reimbursement  for  preventive  measures.  However, 
Medicare  reimbursement  for  pneumococcal  and  hepatitis  B 
vaccines  may  set  a precedent  for  other  vaccines.  A recent  an- 
nouncement of  the  availability  of  federal  funds  for  an  influenza 
demonstration  project  under  Medicare  is  also  encouraging. 

As  parts  of  the  overall  system,  health  care  establishments 
should  require  pre-employment  immunizations,  and  colleges 
should  include  immunizations  in  their  entrance  requirements. 
The  American  Hospital  Association  has  issued  guidelines  for 
hospitals  on  the  immunization  of  employees  for  rubella  and 
hepatitis  B.  The  American  Dental  Association  has  recom- 
mended hepatitis  B vaccine  for  its  members.  The  American 
College  Health  Association  has  recommended  immunization 
requirements  for  matriculation  (a  significant  recommendation 
since  college  campuses  have  accounted  for  a large  portion  of 
measles  and  rubella  morbidity  during  the  past  few  years). 

The  success  of  this  systematic  approach  will  depend,  to  a 
large  degree,  upon  the  awareness,  dedication,  and  commit- 
ment of  all  health  care  providers.  The  physicians  of  the  Texas 
Medical  Association  can  exert  a positive  influence  to  ensure 
that  all  Texans,  regardless  of  age,  are  protected  against  vac- 
cine preventable  diseases.  Adult  immunizations — their  time 
has  come. 

Figs  1-3  indicate  appropriate  adult  immunization  schedules. 
STEVEN  MclNELLY 

Public  Health  Advisor,  Immunization  Division,  Texas  Department  of  Health,  1100 
West  49th  St,  Austin,  TX  78756-3199. 


3-  Preexposure  prophylaxis  for  hepatitis  B.  * 

High  risk  groups: 

Health  care  workers 
Hemodialysis  patients 

Recipients  of  certain  blood  products  (eg,  factor  concentrates  for  hemophiliacs) 
Homosexually  active  men 
Intravenous  drug  abusers 

Heterosexual  men  and  women  with  multiple  sex  partners 
Household  and  sexual  contacts  of  hepatitis  B virus  carriers 
Inmates  of  long-term  correctional  facilities 
Clients  and  staff  of  some  institutions  for  the  mentally  retarded 
Immigrants  and  refugees  from  countries  with  high  rates  of  endemic  hepatitis  B 
virus  infection 

Certain  international  travelers  at  increased  risk  of  acquiring  hepatitis  B virus 
infection 

Primary  schedule: 

Three  20-/ig  doses  of  hepatitis  B vaccine  should  be  given  intramuscularly  (in  the 
deltoid  muscle,  not  the  buttock)  at  0,  1,  and  6 months. 

Hemodialysis  patients  should  receive  three  40-^tg  doses,  and  patients  with  hemo- 
philia should  be  immunized  subcutaneously,  not  intramuscularly. 

* Adapted  from  Fedson  DS:  Adult  immunization:  protocols  and  problems.  Hosp 
Pract  (office  edition)  (21[7]:151,1986). 


Thanks  to  Texas  Medicine 
consultants 


The  editorial  board  of  Texas  Medicine  wishes  to  acknowledge 
reviewers  who  have  given  their  time  and  expertise  to  critique 
manuscripts  submitted  to  the  journal  in  the  past  year.  Their 
comments  and  recommendations  are  the  foundation  of  quality 
control  for  the  journal’s  clinical  content.  While  reviewers’ 
work  is  rarely  recognized  publicly,  editorial  board  members 
and  editors  are  well  aware  that  they  serve  our  readers  in  three 
essential  ways:  by  preventing  acceptance  of  manuscripts 
deemed  inappropriate  for  publication,  by  requesting  improve- 
ment of  articles  that  are  appropriate  but  not  ready  for  publi- 
cation, and  by  ensuring  that  accurate,  useful  information  is 
published.  We  are  indeed  grateful  for  these  most  important 
contributions. 


1988  primary  consultants  for  Texas  Medicine: 


Joseph  M.  Abell,  Jr,  MD,  Austin 
Maurice  Adam,  MD,  Dallas 
Clarence  P.  Alfrey,  Jr,  MD,  Houston 
Benjamin  L Allen,  Jr,  MD,  Galveston 
Elliot  Alpert,  MD,  Houston 
Helene  A.  Alt,  JD,  Austin 
James  F.  Arens,  MD,  Galveston 
Thomas  G.  Baskin,  MD,  Tyler 
Gerald  P.  Bodey,  MD,  Houston 
John  A.  Boston,  Jr,  MD,  Austin 
Charles  L.  Bowden,  MD,  San  Antonio 
Earl  J.  Brewer,  Jr,  MD,  Houston 
Philip  Brunell,  MD,  San  Antonio 
L Max  Buja,  MD,  Dallas 
Harris  Busch,  MD,  PhD,  Houston 
Ernest  C.  Butler,  MD,  Austin 
Milton  A.  Cardwell,  Jr,  MD,  Irving 
Thomas  Cate,  MD,  Houston 
Don  Cauthen,  MD,  Temple 
John  S.  Chapman,  MD,  Dallas 
Cecil  A.  Childers,  Jr,  MD,  Corpus 
Christ! 

John  H.  Childers,  MD,  Dallas 
James  L.  Claghom,  MD,  Houston 
Kim  S,  Culp,  MD,  Temple 
Jesse  C.  De  Lee,  MD,  San  Antonio 
Frank  R.  Denman,  MD,  Lufkin 
Gerald  D.  Dodd,  Jr,  MD,  Houston 
Warren  F.  Dodge,  MD,  Galveston 
Walter  P.  Dyck,  MD,  Temple 
Richard  H,  Eppright,  MD,  Houston 
Alan  R.  Felthous,  MD,  Galveston 
William  S.  Fields,  MD,  Houston 
Jordan  W.  Finkelstein,  MD,  Galveston 
Seymour  Fischer,  PhD,  Galveston 
J.  Forrest  Fitch,  MD,  McAllen 
CJ.  Francisco,  JD,  Austin 
Nathan  C.  Galloway,  Jr,  MD,  Odessa 
Norman  F.  Gant,  MD,  Dallas 
C.E.  Gibbs,  MD,  San  Antonio 
Adolph  H.  Giesecke,  Jr,  MD,  Dallas 
Martin  B.  Giffen,  MD,  San  Antonio 
Paul  F.  Gilliland,  MD,  Temple 
Louis  J.  Goodman,  PhD,  Austin 
Tracy  R.  Gordy,  MD,  Austin 
Eugene  Gowan,  111,  MD,  Temple 


James  M.  Graham,  MD,  Austin 
Thomas  P.  Haynie,  MD,  Houston 
Milton  Hejtmancik,  MD,  Port  Bolivar 
Harold  R.  High,  MD,  Cuero 
C.  Stratton  Hill,  Jr,  MD,  Houston 
Paxton  H,  Howard,  Jr,  MD,  Temple 
John  D.  Hudson,  MD,  Austin 
Robert  W.  Huff,  MD,  San  Antonio 
Waldemar  G.  Johanson,  Jr,  MD, 
Galveston 

Norman  M.  Kaplan,  MD,  Dallas 
John  R.  Kelsey,  Jr,  MD,  Houston 
Thomas  L.  Kurt,  MD,  Dallas 
Joseph  S.  Lancaster,  MD,  Austin 
John  C.  Leadbeater,  MD,  Temple 
Harry  Leafier,  MD,  Fort  Worth 
Ralph  A.  Lord,  MD,  San  Angelo 
James  C.  Mann,  Jr,  MD,  Beaumont 
Charles  Markward,  MD,  Dallas 
Earl  B.  Matthew,  MD,  Austin 
William  J.  McGanity,  MD,  Galveston 
WiUiam  G.  McGee,  MD,  El  Paso 
William  F.  McLean,  MD,  Austin 
Sandra  A.  McMahn,  MD,  Temple 
Bohdan  R.  Nechay,  MD,  Galveston 
Laurance  Nickey,  MD,  El  Paso 
Sam  A.  Nixon,  MD,  Houston 
Joseph  T.  Painter,  MD,  Houston 
Jack  Peacock,  MD,  El  Paso 
James  K.  Peden,  MD,  Dallas 
Henry  Perkins.  MD,  San  Antonio 
Lee  R.  Radford,  MD,  Dallas 
Nancy  Reynolds,  Austin 
Leonard  M.  Riggs,  Jr,  MD,  Dallas 
Roger  N.  Rosenberg,  MD,  Dallas 
Felix  N.  Rutledge,  MD,  Houston 
Naguib  A.  Samaan,  MD,  Houston 
Frank  P.  Schuster,  Jr,  MD,  El  Paso 
George  L.  Shaipe,  MD.  Austin 
Frank  M.  Townsend,  MD,  San  Antonio 
Harold  C.  Urschel,  Jr,  MD,  Dallas 
Jan  van  Eys,  MD,  Houston 
Albert  F.  Vickers,  MD,  Austin 
Ben  H.  White,  MD,  Austin 
Donald  P.  "Rocky"  Wilcox,  JD,  Austin 
Jean  D.  Wilson,  MD,  Dallas 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

Ifs  an  allegation  that  can  happen  to  anyone. 


You  don't  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 
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1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


Texas  Medicine 


Works  alone... 

■ Now  with  500  mg  chlorzoxazone 
per  caplet — double  the  muscle 
relaxant  of  a PARAFON  FORTE® 
(chlorzoxazone  and  acetaminophen) 
tablet,  and  no  analgesic. 

■ Just  one  easy-to-swallow  caplet 
q.i.d.  may  encourage  compliance. 

■ Prompt,  effective  relief  with 
minimal  drowsiness.*  Clinical 
studies  have  shown  that  patients 
respond  by  the  end  of  24  hours 
following  initiation  of  therapy. 


•Clinical  studies  have  shown  that  most  patients  remain  alert  when 
chtorzoxazone-containing  products  are  administered  at  recommended 
doses,  although  drowsiness  sometimes  occurs. 

Please  see  following  page  for  brief  summary 
of  Prescribing  Information. 


Or  with  an  analgesic  • 

■ Formulated  without  an  analgesic, 
for  maximum  treatment  flexibility 

■ Can  be  used  with  the  analgesic  of 
your  choice,  according  to  the 
patient’s  need  for  pain  relief. 

■ Scored  caplet  permits  greater 
dosing  flexibility  for  patients 
requiring  lower  daily  doses. 


Where  do  you  go 
when  you  need  to  know 
more  about  your 
senior  patients? 


The  following  is  a brief  summary  only.  Before 
prescribing,  see  complete  prescribing  information  in 
PARAFON  FORTE  DSC  labeling. 
CONTRAINDICATIONS:  PARAFON  FORTE  DSC 
chlorzoxazone  is  contraindicated  in  patients  with  known 
intolerance  to  the  drug. 

WARNINGS:  The  concomitant  use  of  alcohol  or  other 
central  nervous  system  depressants  may  have  an 
additive  effect.  Usage  in  Pregnancy.  The  safe  use  of 
PARAFON  FORTE  DSC  chlorzoxazone  has  not  been 
established  with  respect  to  the  possible  adverse  effects 
upon  fetal  development.  Therefore,  it  should  be  used  in 
women  of  childbearing  potential  only  when,  in  the 
judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  risks. 

PRECAUTIONS:  PARAFON  FORTE  DSC  chlorzoxazone 
should  be  used  with  caution  in  patients  with  krown 
allergies  or  with  a history  of  allergic  reactions  to  drugs.  If  a 
sensitivity  reaction  occurs  such  as  urticaria,  redness,  or 
itching  of  the  skin,  the  drug  should  be  stopped.  If  any 
symptoms  suggestive  of  liver  dysfunction  are  observed, 
the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  After  more  than  twenty-six 
years  of  extensive  clinical  use  of  chlorzoxazone-contain- 
ing products  in  an  estimated  thirty-two  million  patients,  it 
is  apparent  that  the  drug  is  well  tolerated  and  seldom  pro- 
duces undesirable  side  effects.  Occasional  patients  may 
develop  gastrointestinal  disturbances.  It  is  possible  in  rare 
instances  that  chlorzoxazone  may  have  been  associated 
with  gastrointestinal  bleeding.  Drowsiness,  dizziness, 
lightheadedness,  malaise,  or  overstimulation  may  be 
noted  by  an  occasional  patient.  Rarely  allergic-type  skin 
rashes,  petechiae,  or  ecchymoses  may  develop  during 
treatment.  Angioneurotic  ^ema  or  anaphylactic  reac- 
tions are  extremely  rare.  There  is  no  evidence  that  the 
drug  will  cause  renal  damage.  Rarely,  a patient  may  note 
discoloration  of  the  urine  resulting  from  a phenolic  metab- 
olite of  chlorzoxazone.  This  finding  is  of  no  krown  clinical 
significance.  Approximately  thirty-six  patients  have  been 
reported  in  whom  the  administration  of  chlorzoxazone- 
containing  products  was  suspected  as  being  the  cause 
of  liver  damage.  In  one  case,  the  jaundice  was  subse- 
quently considered  to  be  due  to  a carcinoma  of  the  head 
of  the  pancreas  rather  than  to  the  drug.  In  a second  case, 
there  was  no  jaundice  but  an  elevated  alkaline  phospha- 
tase and  BSP  retention.  In  this  patient  there  was  a malig- 
nancy with  bony  and  liver  metastases.  The  role  of  the 
drug  was  difficult  to  determine.  A third  and  fourth  case 
had  cholelithiasis.  Diagnosis  in  a fifth  case  was  submas- 
sive  hepatic  necrosis  possibly  due  to  abusive  use  of  the 
drug  for  approximately  one  year  The  remaining  cases 
had  a clinical  picture  compatible  with  either  a viral  hepati- 
tis or  a drug-induced  hepatitis.  In  all  these  latter  cases, 
the  drug  was  stopped,  and  with  one  exception,  the 
patients  recovered.  It  is  not  possible  to  state  that  the  hep- 
atitis in  these  patients  was  or  was  not  drug-induced. 

Full  directions  for  use  should  be  read  before  adminis- 
tering or  prescribing. 

For  information  on  symptoms  and  treatment  of  over- 
dosage, see  full  prescribing  information. 
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■ Alzheimer's  disease:  What  do  we  know  now? 

■ What  to  do  for  congestive  heart  failure 
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■ How  lab  values  for  older  patients  vary  from  normal 
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Ciguatera  intoxication  jfrom 
Texas  Gulf  Coast  fish 

A Texas  family  of  three  became  ill  following  the  ingestion  of 
barracuda  that  were  caught  in  the  vicinity  of  an  oil  rig  approxi- 
mately 30  miles  southeast  of  Matagorda.  The  family  presented 
with  classical  symptoms  of  ciguatera  intoxication.  Portions  of 
the  fish  tested  positive  for  the  presence  of  ciguatoxin.  This  is 
the  first  time  that  the  toxin  has  been  identified  in  fish  off  the 
Texas  coast. 

Ciguatera  is  a variety  of  food  poisoning  associated  with  the 
ingestion  of  contaminated  fish.  The  condition  exists  in  a broad 
circumglobal  belt  extending  from  35  degrees  north  to  35  de- 
grees south  latitude  and  is  endemic  throughout  most  of  the  Ca- 
ribbean and  Indo-Pacific  islands.  It  is  a major  public  health  and 
economic  problem  in  the  Pacific.  Most  cases  in  the  United 
States  are  reported  from  Hawaii  and  Florida.  These  cases  are 
the  first  Texas  cases  reported  to  the  Texas  Department  of 
Health  or  to  the  Centers  for  Disease  Control. 

The  agent  responsible  for  ciguatera  poisoning  is  a lipid- 
soluble,  heat-resistant,  acid-stable  toxin  known  as  ciguatoxin. 
The  toxin  is  produced  by  a single-celled  free-swimming  marine 
dinoflagellate  of  the  species  Gambierdiscus  toxicus.  The  dino- 
flagellate  attaches  to  marine  algae  and  is  passed  up  the  food 
chain  through  small  herbivorous  fish  to  large  carnivorous  fish 
to  larger  predatory  fish  and  finally  to  humans.  Only  humans  ap- 
pear to  be  affected  by  the  toxin. 

The  disease  is  characterized  by  a rather  distinctive  complex 
of  gastrointestinal,  cardiovascular,  and  neurological  symptoms. 
The  onset  is  usually  one  to  six  hours  after  ingestion  of  the 
toxic  fish,  but  may  be  delayed  for  up  to  30  hours.  Gastro- 
intestinal symptoms  of  abdominal  cramps,  nausea,  vomiting, 
and  diarrhea  tend  to  occur  first.  There  may  be  hypotension  or 
bradycardia.  The  neurological  symptoms  include  numbness, 
generalized  weakness,  paresthesias  of  the  perioral  region,  and 
intraoral  and  dental  pain.  Paresthesias  and  dysesthesias  later  in- 
volve the  extremities.  Classically,  there  is  a reversal  of  periph- 
eral temperature  sense  where  cold  feels  hot  and  vice  versa.  In 
addition,  there  can  be  a pruritus  that  is  migratory  in  nature. 

The  return  of  pruritus  with  alcohol  ingestion  is  considered 
pathognomonic  of  this  condition.  The  neurological  symptoms 
may  persist  for  weeks  or  even  months  or  years  in  protracted 
cases. 

Treatment  is  symptomatic.  There  is  no  antidote  for  the 
toxin.  There  have  been  case  reports  of  treatment  with  amitrip- 
tyline and  with  tocainide,  but  no  large,  controlled  studies  have 
been  undertaken. 

There  is  no  simple  method  for  determining  the  presence  of 
the  toxin.  A field  test  is  under  development  in  Hawaii.  Tainted 
fish  cannot  be  identified  by  inspection,  taste,  texture,  or  smell. 
The  toxin  is  not  inactivated  by  cooking,  freezing,  drying,  salt- 
ing, smoking,  or  marinating  the  affected  fish.  Unusually  large 
fishes  that  are  exposed  to  the  dinoflagellate  tend  to  accumulate 
more  toxin  than  smaller  ones. 

A wide  variety  of  fish  have  been  implicated  in  outbreaks  of 


ciguatera  intoxication.  In  the  Caribbean  and  off  the  coast  of 
Florida,  fish  that  have  been  most  often  implicated  include 
groupers,  snappers,  kingfish,  amberjack,  dolphin,  and  bar- 
racuda. This  observation  may  be  due  to  consumption  patterns 
or  the  variable  existence  of  G toxicus  in  tropical  or  sub- 
tropical reefs. 

The  exact  reasons  why  the  ingested  barracuda  contained 
ciguatoxin  are  not  clear.  While  no  systematic  survey  for  the 
presence  of  the  dinoflagellate  or  the  toxin  has  been  conducted, 
there  is  no  evidence  of  significant  public  health  threat.  ITie  dis- 
tribution of  G toxicus  in  the  gulf  is  poorly  understood,  but 
may  be  related  to  new  outgrowths  of  soft  corals  or  to  ecologi- 
cal disturbances  in  tropical  or  subtropical  reefs.  It  is  unclear 
how  one  fish  may  be  unsafe  to  eat  and  another  of  the  same 
type  and  from  the  same  area  could  be  wholesome  and  safe. 

Physicians  should  be  alert  to  patients  presenting  with  the 
symptoms  described  above  and  should  consider  ciguatera  in- 
toxication in  the  differential  diagnosis.  Further  information  is 
available  from  Texas  Poison  Control  Centers  ( 1-800-392-8548, 
1-800-441-0040)  or  from  references  listed  below. 

JOHN  N.  BOGART,  MD,  MBA 

Director,  Public  Health  Region  4 

DENNIS  M.  PERROTTA,  PhD 

Director,  Epidemiology  Division,  Texas  Department  of  Health,  1 100  West  49th 
St,  Austin,  TX  78756. 
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Patient  expectations  and  the 
medical  malpractice  crisis 

Escalating  medical  malpractice  claims  and  attendant  costs  are 
eurrently  plaguing  the  health  care  system  in  the  United  States. 
From  1983  to  1985,  for  instance,  total  medical  malpractice  in- 
surance eosts  for  physieians  and  hospitals  increased  from  $23 
billion  to  $4.7  billion.  For  physicians  alone,  total  malpractice 
insurance  costs  increased  from  $1.7  billion  in  1983  to  $3.4  bil- 
lion in  1985  (1,2).  During  this  period,  insuranee  costs  for  phy- 
sicians, as  a percentage  of  average  gross  business  expenses, 
rose  from  8%  to  10%.  For  self-employed  physicians,  premium 
costs  rank  fourth  on  a list  of  five  major  expense  items,  after 
nonphysician  payroll,  office  expenses,  and  medical  supplies.  In 
1984,  about  43%  of  the  medical  malpractice  claims  closed  by 
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insurance  companies  were  closed  with  an  indemnity  payment. 
The  average  payment  for  injury  was  approximately  881,000. 

There  is  certainly  no  shortage  of  scapegoats  when  it  comes 
to  asking  who  or  what  is  responsible  for  medical  malpractice 
suits.  Some  may  ask:  Is  it  medical  doctors  who  are  negligent 
and  primarily  to  blame?  Others  may  point  the  finger  at  insur- 
ance companies  for  allegedly  trying  to  get  unreasonably  large 
profits.  And  still  others  may  target  lawyers  for  filing  suits 
unfairly. 

Possible  reforms  to  improve  the  present  boiling  malpractice 
climate  may  thus  follow  various  paths.  Reform  measures,  for 
example,  may  focus  on  changes  in  the  present  tort  law  system 
for  adjudicating  malpractice  claims.  Or,  alternatively,  on 
making  changes  in  the  way  the  insurance  industry  is  regulated. 
Another  avenue  may  be  to  develop  more  realistic  consumer 
expectations  about  the  country’s  medical  care  system. 

This  latter  point  may  raise  many  key  public  policy  questions. 
Do  at  least  some  patients  have  unreasonable  expectations 
about  medical  procedures?  How  informed,  by  and  large,  are 
health  care  consumers  about  the  possible  outcome  of  various 
medical  interventions  or  surgical  procedures?  How  might  in- 
creased knowledge  about  likely  medical  outcomes  affect  the 
attitudes  and  behavior  of  patients?  What  are  effective  and  prac- 
tical mechanisms  for  developing  reasonable  public  expec- 
tations concerning  the  benefits  and  potential  failings  and 
limitations  of  currently  available  medical  procedures?  Might 
public  education  about  medical  care  and  likely  outcomes  of 
various  procedures  affect  the  frequency  of  adverse  medical 
outcomes  and  the  frequency  of  malpractice  claims? 

The  advancement  and  increased  sophistication  of  medical 
science  has  likely  increased  the  expectations  of  patients  to  the 
point  where  at  least  some  patients  may  have  an  unrealistic 
conception  of  the  realities  of  clinical  medicine.  It  is  not  real- 
istic to  expect  malpractice  to  be  eliminated  entirely,  regardless 
of  how  sophisticated  medicine  may  become,  because  medicine 
always  has  been,  currently  is,  and  undoubtedly  will  continue 
to  be  an  inexact  science,  subject  to  human  error.  Patients,  un- 
fortunately, may  not  always  understand  the  various  risks  associ- 
ated with  all  types  of  medical  treatment.  When  a patient  visits 
a hospital  or  physician,  it  is  imperative  that  he  or  she  realizes 
that  medicine  is  an  uncertain  science,  outcomes  are  not  always 
entirely  predictable,  and  the  news  media  image  of  American 
medicine  may  be  overly  sanguine  and  unrealistic.  A May  1987 
final  report  on  medical  malpractice  compiled  by  the  US  Gen- 
eral Accounting  Office  included  testimony  from  an  orthopedic 
surgeon  who  stated  that  over  the  past  1 5 to  20  years,  the  ad- 
vances in  orthopedic  surgery  had  been  so  complex  that  higher 
complication  rates  and  many  uncertain  outcomes  were  to  be 
expected;  in  fact,  the  surgeon  testified  that  5%  of  procedures 
will  have  disastrous  results  (2).  In  sum,  medicine  is  not  error- 
free;  in  part  because  of  increasing  sophistication,  there  will 
likely  be  a certain  percentage  of  poor  results. 

In  my  opinion,  the  medical  profession  should  assume  a 
leadership  role  in  educating  the  public  as  to  what  to  realisti- 
cally expect  from  the  health  care  system.  The  medical  profes- 
sion should  further  stress  to  its  members  the  need  to  fully  and 
effectively  communicate  to  patients  the  potential  risks  associ- 
ated with  the  pertinent  medical  treatment.  The  robust  imple- 


mentation of  these  measures  may  result  in  reduced  incidence 
of  medical  malpractice  claims  as  the  result  of  improved  deliv- 
ery of  health  care. 

LEO  UZYCH,  JD,  MPH 

103  Canterbury  Dr,  Wallingford,  PA  19086. 
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2.  Medical  Malpractice;  A Framework  for  Action.  Washington,  DC, 
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OPPORTUNITIES 
IN  EAST  TEXAS 


THE  EAST  TEXAS  HOSPITAL  FOUNDATION  serves  as  the 
parent  company  to  twenty  health  facilities  and  service 
companies  in  the  North  Eastern  region  of  the  state. 

Our  goal  is  to  assist  in  strengthening  the  capabilities  of 
our  associated  and  member  hospitals  in  order  that  the 
citizens  of  the  region  receive  preeminent  medical  care 
either  in  or  close  to  their  home  communities. 

Excellent  opportunities  exist  for  physicians  in  the  fields  of; 

• Family  Practice 

• Internal  Medicine 

• General  Surgery 

For  additional  information,  please  contact  John  W.  Cover, 
Jr.,  Director  of  Operations. 

as  HealthFirst 

MANAGEMENT  SERVICES 
3200  Tlroup  Hwy.,  Suite  130 
Tyler,  Texas  75701 
1-800447-8488 
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With  the 

TEXAS  MEDICAL  ASSOCIATION 
TERM  LIFE  INSURANCE  PLAN 

you  can  add  the 
money  you  save  to  your 
investment  portfolio 
while  availing  yourself  of 


\UP  TO  $600,000  TO  ACE  70,  FOR  PHYSICIANS 

PERCENT  OF  THE  AMOUNT  IN  FORCE  AT  ACE  70,  FOR  LIFETIME 
^POUSEAND  CHILDREN  ARE  EUCIBLE 
[LAY  EMPLOYEES  MAY  ALSO  ENROLL 


MEMBER’S  AGE 

FOR  EACH 
$100,000 
PHYSICIAN  ONLY 

ADDITIONAL  COST 
FOR  EACH  $10,000 
FOR  SPOUSE 

TOTAL  ADDITIONAL  COST 
FOR  ANY 

NUMBER  OF  CHILDREN 

Less  than  age  25 

$ 15.00 

$ 1.00 

$ .40 

Age  25  through  age  29 

16.00 

1.20 

.40 

Age  30  through  age  34 

20.00 

1.60 

.40 

Age  35  through  age  39 

26.00 

2.00 

.40 

Age  40  through  age  44 

32.00 

3.00 

.40 

Age  45  through  age  49 

54.00 

4.40 

.40 

Age  50  through  age  54 

87.00 

7.00 

.40 

Age  55  through  age  59 

153.00 

10.40 

.40 

Age  60  through  age  64 

298.00 

16.90 

.40 

Age  65  through  age  69 

473.00 

24.20 

.40 

Age  70  and  over 

89.00* 

22.50 

.40 
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'Per  $ 1 0.000  of  insurance 


($70,000  maximum  for 
spouse) 


($5,000  for  each  child  over 
ageSmodths)  ',  ^ 


Call  1-800-252-9518  for  Brochure  and  oppllcotion. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

1901  NORTH  LAMAR,  AUSTIN,  TEXAS  78705 

Underwritten  by  PRUCO  Life  Insurance  Company  of  Texas -A  subsidiary  of  the  PRUDENTIAL 
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TMA  IN  ACTION 


AMA  favors  Texas  resolutions 
during  interim  meeting  in  Dallas 

The  American  Medical  Association  House 
of  Delegates  adopted  two  resolutions 
from  Texas  Medical  Association’s  delega- 
tion during  the  AMA  interim  meeting  in 
Dallas.  The  resolutions  address  patient 
transfers  and  the  Medicare  unnecessary 
services  program. 

During  the  December  meeting,  the 
delegates  agreed  with  TMA’s  request  that 
the  AMA  seek  modification  of  procedures 
used  by  the  Health  Care  Financing  Ad- 
ministration and  the  Office  of  the  Inspec- 
tor General  in  decertifying  hospitals  for 
alleged  inappropriate  treatment  and 
transfer  of  a hospital  emergency  room 
patient.  The  resolution  seeks  legislative 
remedies  to  require  HCFA  to  refer  hospi- 
tal transfer  cases  to  the  appropriate  peer 
review  organization  for  medical  review 
before  referral  to  the  OIG. 

Also  adopted  was  the  substance  of  a 
Texas  resolution  asking  the  AMA  to  urge 
the  HCFA  to  include  specific  information 
in  notices  to  physicians  and  Medicare 
beneficiaries  of  payment  denials  due  to 
the  allegation  that  a given  service  is 
“medically  unnecessary”  The  “resolved” 
portion  of  the  resolution  states,  “That  the 
American  Medical  Association  urge  the 
Health  Care  Financing  Administration  to 
state  on  the  medically  unnecessary  no- 


tices mailed  by  carriers  (a)  the  basis  for 
the  denial,  (b)  the  name,  position  and 
title  of  the  person  to  be  contacted  re- 
garding questions  about  the  review,  and 
(c)  the  screening  criteria  or  parameter 
used  in  denying  payment  for  the  service.” 
In  addition,  the  AMA  supported  a con- 
tinued effort  to  seek  repeal  of  the  “Medi- 
cally unnecessary”  provisions  of  the 
Omnibus  Budget  Reconciliation  Act  of 
1986. 

The  Texas  delegation  presented  four 
other  resolutions,  three  of  which  were 
referred  to  the  American  Medical  Asso- 
ciation Board  of  Trustees.  Referred  to  the 
board  for  action  was  a Texas  resolution 
asking  the  AMA  to  oppose  efforts  to  deny 
physicians  the  right  to  engage  in  ethical 
commercial  efforts  that  benefit  patients. 
The  resolution  noted  that  the  US  Con- 
gress recently  has  considered  legislation 
that  would  prohibit  physicians  from 
using  clinical  laboratory  services  or  other 
such  services  if  the  physician  or  a family 
member  has  a financial  interest  in  the  fa- 
cility. At  the  same  time,  the  resolution 
said,  the  Current  Opinions  of  the  AMA’s 
Council  on  Ethical  and  Judicial  Affairs 
recognizes  that  a physician  ethically  may 
maintain  ownership  in  a commercial  ven- 
ture as  long  as  the  physician’s  activities 
conform  with  the  law,  the  patient  is  in- 
formed and  not  exploited  in  any  way,  and 
the  patient  maintains  a free  choice  to  use 
the  physician’s  commercial  facility  or  an- 
other such  facility.  Referral  for  action 
means  that  the  board  will  be  able  to  act 
appropriately  upon  the  principles  defined 


"The  first  thing  I remember  is  kicking  my  mother  in  the  stomach!” 


in  the  resolution  before  the  next  meeting 
of  the  AMA  House  of  Delegates  in  June. 

Also  referred  to  the  board  was  a Texas 
resolution  calling  for  an  amendment  to 
the  Health  Care  Quality  Improvement 
Act  of  1 986.  The  proposed  amendment 
would  protect  peer  review  records  and 
proceedings  by  eliminating  the  possibil- 
ity of  federal  discovery  of  peer  review 
proceedings  in  professional  liability 
litigation. 

The  third  Texas  resolution  referred  to 
the  board  asked  the  AMA  house  to  con- 
sider bylaws  changes  that  would  allow 
students  and  resident  physicians  to  serve 
in  designated  slots  as  AMA  delegates 
from  their  states.  The  board  will  report 
to  the  house  at  the  1989  annual  meeting. 
The  report  is  to  include  proposed  lan- 
guage to  amend  the  bylaws. 

Another  Texas  resolution  called  for 
formation  of  a rural  health  care  caucus  to 
address  rural  health  care  issues.  Although 
the  caucus  concept  was  not  adopted,  the 
delegates  did  approve  a resolution  to 
continue  and  intensify  efforts  to  improve 
rural  health  care.  The  adopted  policy  also 
called  for  active  involvement  of  rural 
physicians  in  the  efforts  and  wide  pub- 
licity on  AMA  policies  and  proposals  re- 
garding rural  health. 


Houston  authors  win  awards 
for  Texas  Medicine  articles 

The  Editorial  Committee  for  Texas  Medi- 
cine has  selected  two  scientific  articles  as 
winners  of  the  1988  Harriet  Cunningham 
Award  of  Excellence  for  Meritorious  Sci- 
entific Writing.  The  winning  authors  are 
Patricia  A.  Buffler,  PhD;  Sharon  P.  Cooper, 
PhD;  and  David  T.  Carr,  MD,  for  their  ar- 
ticle “Lung  cancer  trends  and  prospects 
for  prevention:  Texas  and  United  States” 
and  Ernest  Max,  MD;  Richard  K.  Reznick, 
MD;  H.  Randolph  Bailey,  MD;  and  Ken- 
neth W.  Smith,  MD,  for  their  article  “Ileal 
pouch-anal  anastomosis.”  All  of  the  au- 
thors are  from  Houston.  The  award  con- 
sists of  certificates  and  a $500  cash  award 
for  each  group  of  winners. 

Ffiiblished  in  February  1988,  “Lung 
cancer  trends  and  prospects  for  preven- 
tion: Texas  and  United  States”  notes, 
“Lung  cancer  is  now  the  leading  cause  of 
death  from  cancer  in  women  as  well  as  in 
men.”  The  article  examines  mortality  and 
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incidence  rates  in  the  US,  lung  cancer  in 
Texas,  and  the  causes  and  prevention  of 
lung  cancer.  The  authors  conclude, 
“Through  continued  and  successful 
smoking  cessation  efforts,  lung  cancer  in- 
cidence and  mortality  can  be  reduced. 
The  benefits  of  such  efforts  are  not  lim- 
ited to  reductions  in  lung  cancer  risks, 
since  at  the  same  time,  decreases  in 
many  other  smoking-related  diseases  will 
most  likely  occur.” 

“Ileal  pouch-anal  anastomosis”  reports 
on  39  patients  who  were  treated  for  ul- 
cerative colitis  or  familial  polyposis  coli 
with  an  ileal  pouch-anal  anastomosis.  The 
authors  state,  “The  ileal  pouch-anal  anas- 
tomosis represents  an  alternative  to  per- 
manent ileostomy.  The  complication  rate, 
however,  is  higher,  a fact  that  must  be 
considered  when  choosing  an  operative 
procedure  for  the  treatment  of  these  dis- 
eases.” The  article  appeared  in  the  July 
1988  issue  of  Texas  Medicine. 

The  award  is  named  for  long-time 
Texas  Medicine  editor  Harriet  Cun- 
ningham. Miss  Cunningham  joined  the 
Texas  Medical  Association  staff  in  1945 
while  the  association  had  its  headquar- 
ters in  Fort  Worth.  She  participated  in 
the  headquarters  move  to  Austin,  guided 
the  journal  through  changes  of  format 
and  increase  in  size,  and  saw  it  win  sev- 
eral awards  of  excellence  from  the  Inter- 
national Council  of  Industrial  Editors. 

According  to  a tribute  published  in  the 
May  I960  issue  of  Texas  Medicine,  fol- 
lowing her  death  at  the  age  of  39,  “Miss 
Cunningham  was  bom  in  Waco  on  May 
3,  1920.  She  graduated  from  Waco  Hi^ 
School  as  valedictorian  of  her  class  and 
attended  Baylor  University  for  two  years. 
A gifted  pianist,  she  turned  away  from 
music  as  a profession  only  because,  Tm 
not  good  enough  to  be  a concert  pianist 
and  nothing  less  is  good  enough.’  Instead, 
she  received  a bachelor  of  journalism  de- 
gree with  highest  honors  from  The  Uni- 
versity of  Texas,  won  a Sigma  Delta  Chi 
scholarship,  and  then  took  a master’s  de- 
gree in  economics  and  English.  While  in 
college,  she  taught  part-time  as  an 
assistant  in  English,  journalism,  and 
mathematics.” 


Leadership  Conference  set 
for  March  4 at  Stoufifer  Austin 

Leadership,  the  Texas  Legislature,  and  the 
Harvard  University  Resource- Based  Rela- 
tive Value  Scale  ( RBRVS)  are  three  im- 
portant issues  to  be  discussed  at  the 
Texas  Medical  Association’s  1989  Winter 
Leadership  Conference  March  4 at  the 
Stouffer  Austin  Hotel. 

State  and  national  leaders  such  as 
Robert  E.  McAfee,  MD,  a member  of  the 
American  Medical  Association  Board  of 
Tmstees;  George  D.  Lundberg,  MD,  edi- 
tor of  the  Journal  of  the  American  Medi- 
cal Association  (JAMA );  and  State  Sen 
Bob  Glasgow  ( D-Stephenville ),  will  speak 
on  these  and  other  issues  at  the 
conference. 

All  TMA  members  are  invited  to  at- 
tend, and  there  is  no  registration  fee  for 
members.  Also,  TMA  members,  consul- 
tants, and  official  guests  will  receive  one 
complimentary  ticket  to  the  luncheon. 
Additional  tickets  will  sell  in  the  registra- 
tion area  for  S 1 5 each. 

The  program  begins  at  9:30  am.  An  op- 
tional “Dawn  Duster”  session,  “More  on 
How  to  Stay  Out  of  the  Courthouse:  A 
Defense  and  Plaintiff  Perspective,”  pre- 


JAMA  Editor  George  D.  Lundberg  MD,  is  a featured 
speaker  at  TMA's  March  4 Winter  Leadership 
Conference 


cedes  the  program  from  7:45  to  9:15  am. 

Following  the  conference  program  is  a 
special  three-hour  panel  discussion  of  the 
Harvard  RBRVS  study.  James  S.  Todd,  MD, 
senior  deputy  executive  vice  president  of 
the  AMA,  will  moderate  a comprehensive 
discussion  of  the  study  and  how  it  may 
affect  Texas  physicians. 

Two  postgraduate  courses  on  Saturday 
afternoon  and  Sunday  morning  also  will 
be  offered  in  conjunction  with  the  con- 
ference. More  information  on  these 
courses  is  available  from  the  TMA  De- 
partment of  Annual  Session  and  Scientific 
Programming,  (512)  477-6704,  exten- 
sion 233. 

The  new  conference  headquarters,  the 
Stouffer  Austin  Hotel,  is  offering  special 
rates  for  conference  attendees.  The  hotel 
is  located  on  US  Highway  183  North  and 
provides  complimentary'  transportation 
to  and  from  Robert  Mueller  Airport. 

American  Airlines,  in  cooperation  with 
Texas  Medical  Association,  also  is  offer- 
ing special  low  fares  for  those  attending 
the  conference.  To  get  the  special  fares, 
contact  the  American  Airlines  Meeting 
Services  Desk  by  calling  1-800-433-1790 
and  ask  for  Star  Number  S57474,  or  con- 
tact the  official  conference  travel  agency, 
Contempo  Travel,  Inc,  Austin,  by  calling 
(512)  346-5571  collect. 

More  information  and  housing  and  reg- 
istration materials  are  available  upon  re- 
quest to  TMA  at  (512)  477-6704,  ex- 
tension 236. 


May  11  — 14  session  features 
more  than  300  hours  of  CME 

Texas  Medical  Association’s  Annual  Ses- 
sion, May  11  — 14  in  Fort  Worth,  is  an  un- 
paralleled opportunity  for  first-rate 
continuing  medical  education,  offering 
physicians  more  than  300  hours  credit  in 
Category  1 of  the  Physicians  Recognition 
Award  of  the  American  Medical  Associa- 
tion. More  than  350  medical  researchers 
and  teachers  will  present  timely,  prac- 
tical topics  ranging  from  allergy  to  urol- 
ogy. In  addition,  medical  economics 
questions,  socioeconomic  issues,  and  leg- 
islative and  medical-legal  concerns  will 
be  addressed. 

Scientific  section  programs,  symposia, 
and  specialty  society  programs  offer  up- 
dates on  the  latest  medical  information 
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and  surgical  techniques  for  a wide  vari- 
ety of  specialties.  A sampling  of  topics  in- 
cludes: AIDS  in  Texas  school  children, 
autologous  transfusion,  current  issues 
and  controversies  in  resuscitation,  inter- 
stitial cystitis,  diagnosis  and  treatment  of 
various  pain  syndromes,  obstructive 
sleep  apnea,  the  hypersomnolent  child, 
and  allergy  in  the  workplace. 

Other  programming  includes  a sym- 
posium on  physician  payment  reform, 
focusing  on  the  Harvard  Resource-Based 
Relative  Value  Scale  study.  The  sym- 
posium on  medicine  and  the  law  will  ad- 
dress such  business  matters  as  pension 
planning,  tax  shelters,  and  trusts.  A sym- 
posium on  professional  liability  also  is 
planned. 

Apart  from  its  excellent  scientific  pro- 
gram, annual  session  offers  additional  at- 
tractions, such  as  an  exhibit  hall  with 
275  technical  and  scientific  exhibits  dis- 
playing state-of-the-art  health  care  prod- 
ucts and  the  most  advanced  medical 
techniques.  The  House  of  Delegates  will 
meet,  allowing  any  TMA  member  to 
speak  out  on  health  care  issues  during 
reference  committee  hearings. 

A number  of  social  events  spice  annual 
session  scheduling.  After  the  Thursday, 
May  1 1,  scientific  program,  members  can 
relax  with  friends  and  colleagues  at  the 
TMA  Galaxy  Get-Together  reception  that 
evening.  The  Party'  Dolls,  a popular  Fort 
Worth  show  band,  will  entertain.  A Fri- 
day Annual  Membership  Luncheon  at  the 
Hyatt  Regency  Hotel  features  the  installa- 
tion of  Max  C.  Butler,  MD,  Houston,  as 
TMA  president.  Friday  night  brings  the 
social  highlight  of  the  session:  a glittering 
gala  at  the  elegant  Worthington  Hotel, 
featuring  dinner,  dancing,  and  the  Roger 
V.  show.  Alumni  events  and  a number  of 
20  sports  activities  also  are  scheduled:  golf, 
racquetball,  tennis,  and  a fun  run/walk. 

For  both  educational  opportunity'  and 
leisure-time  fun,  the  1989  Texas  Medical 
Association  Annual  Session  will  be  a five- 
star  event.  More  details  on  topics  and  ac- 
tivities will  be  in  the  advance  program, 
which  will  be  mailed  to  Texas  Medical 
Association  members  in  mid-February.  A 
four-page  advertisement  in  this  issue  of 
Texas  Medicine  includes  registration 
information. 


TMA  travel  program  includes 
host  of  exotic  destinations 

Texas  Medical  Association’s  summer  and 
fall  travel  program  includes  a host  of  ex- 
otic destinations,  and  most  of  the  trips  in- 
clude accredited  continuing  medical 
education  ( CME ) programs.  The  trips  are 
scheduled  at  various  times  during  May 
through  November  1989. 

The  ChinaA’angtze  River  Adventure, 
May  1 5 through  June  2,  begins  the  travel 
schedule.  It  features  stops  in  Beijing, 
Chongquing,  Xian,  Shanghai,  and  Hong 
Kong,  and  a three-night  river  cruise.  The 
trip  also  offers  a seminar  qualifying  for 
Category'  2 credit  toward  the  Physician’s 
Recognition  Award  of  the  American 
Medical  Association. 

The  remainder  of  the  schedule  is: 

May  20-June  1.  French  Normandy/ 
Seine  River  Adventure,  featuring  Paris,  a 
six-night  cruise,  tour  to  Normandy 
Beaches,  and  London;  CME  seminar  on 
“Clinical  Infectious  Diseases,”  Category  1 
credit. 

July  1-13.  Midnight  Sun  Express  and 
Alaska  Passage,  featuring  Fairbanks,  a 
train  ride  to  Denali  National  Park,  An- 
chorage, and  a seven-night  cruise;  CME 
seminar  on  “Common  Cardiovascular 
Problems,”  Category  1 credit. 

July  5-17.  Wind  Spirit:  Italy/Adriatic 
Cruise,  featuring  Florence;  Venice,  five 
night  cruise  on  the  luxury  yacht  Wind 
Spirit,  and  Dubrovnik;  CME  seminar  on 
“Current  Approaches  to  Infectious  Dis- 
eases,” Category'  1 credit. 

July  7-19.  Orient  Express  Adventure, 
featuring  Munich,  Vienna,  and  an  Orient 
Express  train  ride  to  Paris;  CME  seminar 
on  “Infectious  Diseases — Common 
Clinical  Problems,”  Category  1 credit. 

August  8- 1 7.  Canadian  Rockies,  featur- 
ing Vancouver,  Victoria,  Banff,  Jasper,  and 
Edmonton. 

August  23-September  5.  Journey  of  the 
Czars,  featuring  Moscow,  a six-night 
cruise  on  the  Volga  River,  and  Leningrad; 
CME  seminar  on  “New  Techniques  in 
Nuclear  Medicine,”  Category  1 credit. 

September  3-18.  Mediterranean/Greek 
Isles  Cruise,  featuring  France,  Italy,  Tur- 
key, and  Greece;  CME  seminar  topic  to 
be  announced.  Category  1 credit. 

September  7-23.  New  England/Canada 
Cruise,  featuring  New  York,  Maine,  Nova 
Scotia,  Quebec,  Montreal,  Prince  Edward 


Island,  Sydney,  Boston,  and  Newport; 
CME  seminar  on  “Current  Issues  in  On- 
cology,” Category  1 credit. 

October  1-16.  Mediterranean/Black  Sea 
Cruise,  featuring  Italy,  Sicily,  Turkey,  the 
USSR,  Greece,  and  Yugoslavia;  CME  semi- 
nar topic  to  be  announced.  Category  1 
credit. 

October  3-16.  Orient/China  Adventure, 
featuring  Kyoto,  Beijing,  and  Hong  Kong; 
CME  seminar  on  “Update  in  Endo- 
crinology; 1989,”  Category'  1 credit. 

October  31 -November  13-  Wings  Over 
the  Nile,  featuring  Cairo,  Alexandria,  and 
a four-night  cruise  on  the  Nile  River. 

Further  information  on  Texas  Medical 
Association’s  travel  program  is  available 
from  Jeanette  Prentice,  1801  N Lamar 
Blvd,  Austin,  TX  78701,  phone  (512) 
477-6704,  extension  350. 


HEALTH  LINE 


Cancer  prevention  symposium 
to  focus  on  Texas  resources 

A symposium  on  “Cancer  Prevention  and 
Control:  Intervention  Strategies  for  Tex- 
ans,” is  scheduled  March  14—15,  1989,  in 
Austin.  It  is  sponsored  by  the  Texas  De- 
partment of  Health;  American  Cancer  So- 
ciety, Texas  Division;  The  University  of 
Texas  M.D.  Anderson  Cancer  Center; 
Texas  Cancer  Council;  Texas  Chemical 
Council;  Texas  Hospital  Association;  and 
Texas  Medical  Association. 

The  program  is  designed  to  provide 
participants  with  information  on  cancer 
information  resources,  programs,  and  as- 
sociations available  in  Texas;  to  support 
cancer  legislation;  and  to  demonstrate 
where  to  obtain,  interpret,  and  apply 
Texas  cancer  data. 

The  symposium  is  open  to  the  public, 
but  specifically  designed  for  people  in- 
volved with  cancer  legislation,  program 
organization,  state  and  local  health  de- 
partments and  agencies,  public  health 
schools,  and  the  media. 

Scheduled  for  the  program  are  a key- 
note speaker;  breakout  sessions  on  smok- 
ing issues,  cancer  in  the  workplace, 
screening  and  prevention  programs,  and 
legislation;  and  exhibits.  Charles 
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LeMaistre,  MI),  president  of  Hie  llniver- 
sit\’  of  Texas  M.D.  Anderson  Cancer  Cen- 
ter, will  speak  about  the  impact  of  cancer 
in  Texas,  and  Speaker  of  the  House  Gib 
Lewis  will  speak  at  the  luncheon  on 
March  14. 

The  symposium  will  be  held  at  the 
Driskill  Hotel  in  Austin  from  8:30  am  to 
7 pm  on  Tuesday,  March  14,  1989  and 
from  8 am  to  noon  on  Wednesday, 
March  15,  1989. 

For  further  information  contact  Susan 
Michaelson,  TMA  Memorial  Library',  1801 
N Lamar  Blvd,  Austin,  TX  78701,  phone 
(512)  477-6704. 


Clearinghouse  offers  health 
professionals  timely  AIDS  info 

The  recently  established  National  AIDS 
Information  Clearinghouse  ( NAIC ) is 
providing  up-to-the-minute  information 
to  increasing  numbers  of  health 
professionals. 

Managers  of  state  and  local  AIDS  pro- 
grams, public  health  officials,  and  mem- 
bers of  the  public  use  the  clearinghouse 
to  develop  AIDS  information  resources 
and  services.  It  is  operated  by  the  US  De- 
partment of  Health  and  Human  Services, 
Public  Health  Service,  and  the  Centers 
for  Disease  Control. 

Since  educating  the  public  about  AIDS 
is  a key  component  in  the  federal  govern- 
ment’s effort  to  battle  the  disease,  NAIC 
provides  specialized  information  to 
health  professionals  and  AIDS  program 
coordinators  who  are  developing  educa- 
tion programs. 

At  the  heart  of  the  operation  are  two 
on-line  information  databases:  one  on 
AIDS  educational  materials  and  the  other 
on  programs  providing  AIDS-related  ser- 
vices. Information  specialists  use  the 
databases  and  other  resources  to  respond 
to  requests  for  information. 

NAIC  also  distributes  Public  Health 
Service  publications  about  AIDS,  answers 
inquiries  about  resources  to  educate  the 
public,  and  makes  referrals  for  more 
information. 

The  clearinghouse  can  be  reached  at 
( 301 ) 762-5 111,  Monday  through  Friday 
between  9 am  and  7 pm  ( Eastern  time ) 
or  by  writing:  NAIC,  Box  6003,  Rockville, 
MD  20850. 


TMA  Library  offers  seminar 
on  searching  medical  literature 

Hie  TMA  Memorial  Library  is  offering  a 
seminar  on  the  basic  skills  needed  for 
searching  medical  literature  through  the 
National  Library'  of  Medicine’s  com- 
puterized database  system  (MEDLINE). 
The  class  will  include  a demonstration 
of  the  “user  friendly’’  software,  GRATE- 
niL  MED. 

The  8-hour  course,  scheduled  for  Sat- 
urday, Eeb  1 8,  1 989,  from  9 am  to  6 pm, 
will  introduce  basic  MEDLINE  com- 
mands and  teach  the  formulation  of  suc- 
cessful search  strategies,  (dass  partici- 
pants will  become  acquainted  with  the 
searching  tools  and  special  vocabulary  of 
the  MEDIARS  system,  and  will  test  their 
skills  with  hands-on  training. 

Participants  will  learn  to  access 
MEDLINE’S  more  than  six  million  cita- 
tions for  answers  to  clinical  questions, 
and  to  transfer  their  skills  to  personal 
computers  at  home  or  in  the  office.  A 
step-by-step  workbook  with  useful  tips  is 
accompanied  by  other  class  materials, 
such  as  equipment  specifications  for 
those  wishing  to  purchase  a computer 
for  searching,  and  summaries  of  vendor 
services.  User  identification  code  appli- 
cations will  be  presented  at  the  end  of 
the  class. 

Texas  Medical  Association  designates 
this  continuing  medical  education  ac- 
tivity as  meeting  the  criteria  for  8 credit 
hours  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American 
Medical  Association.  The  Texas  Medical 
Association  is  accredited  by  the  Ac- 
creditation (Council  for  Continuing  Medi 
cal  Education  to  sponsor  continuing  edu- 
cation for  physicians. 

The  class  will  be  held  at  FMA  Head- 
quarters, 1801  N Lamar  Blvd,  in  Austin. 
No  previous  experience  is  required,  al- 
though .some  basic  knowledge  of  com- 
puters is  helpful.  A SI 00  course  fee 
.should  be  submitted  by  Feb  1 3.  For  more 
information  contact  Miriam  Blum  at  the 
library  at  ( 5 1 2 ) 477-6704. 
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AMA  considers  RBRVS 
during  lengthy  debate  in  Dallas 

“The  American  Medical  Association’s 
position  on  the  resource-based  relative 
value  scale  ( RBRVS ) clearly  dominated 
the  meeting  and  commanded  the  major- 
ity' of  the  delegates’  time  and  attention,” 
according  to  an  AMA  report  on  the  a.s.so- 
ciation’s  recent  interim  meeting  in  Dallas. 
The  upshot  of  the  effort  was  the  conclu- 
sion that  the  current  Harvard  RBRVS 
study  and  data,  when  sufficiently  ex- 
panded, corrected,  and  refined,  would 
provide  an  acceptable  basis  for  a Medi- 
care indemnity  payment  system. 

In  his  address,  AMA  President  James  E. 
Davis,  MD,  addressed  the  issue  and  urged 
physicians  to  “remain  unified  and  not 
split  into  warring  factions.  American 
medicine  cannot  aftbrd  a divided  profes- 
sion.” He  added,  “Indeed,  if  we  divide, 
American  medicine  will  not  sur\’ive  as 
we  know  it  today  .” 

Following  seven  hours  of  debate  as  a 
reference  committee,  the  delegates  acted 
on  a 55-page  RBRVS  report  prepared  by 
the  association’s  board  of  trustees.  ITie 
association’s  report  notes  that  the  dele- 
gates approved  18  related  resolutions, 
including: 

1 . Ihat  the  AMA  reaffirm  its  current 
policy  in  support  of  adoption  of  a fair  and 
equitable  Medicare  indemnity'  payment 
schedule  under  which  physicians  would 
determine  their  own  fees  and  Medicare 
would  establi.sh  its  payments  for  physi- 
cian services. 

2.  Fhat  the  association  reaffirm  its 
strong  support  for  physicians’  right  to  de- 
cide on  a claim-by-claim  basis  whether  to 
accept  Medicare  assignment  and  its  op- 
po.sition  to  elimination  of  balanced 
billing. 

3.  Fhat  the  AMA  reaffirm  its  opposi- 
tion to  the  continuation  of  the  Medicare 
maximum  allowable  actual  charge 

( MAAC ) limits. 

4.  Fhat  the  AMA  reaffirm  its  current 
policy  that  payments  under  a Medicare 
indemnity  payment  .system  should  reflect 
valid  and  demonstrable  geographic  differ- 
ences in  practice  costs,  including  profes- 
sional liability'  insurance  premiums. 
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Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Bruce  Grim,  Keith  H.  Prince  L.  Wayne  Kirk,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S.  Marley  Rick  Bedingfield 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  346,  950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A.  Weisman 
14800  San  Pedro,  Suite  224 
San  Antonio,  TX  78232,  (512)  490-1081 


Texas  Medicine 


5.  That  specialt)'  differentials  should 
apply  to  all  CIH -coded  services  for  which 
a differential  exists. 

6.  That  the  association  strongly  op- 
pose any  attempt  to  use  the  initial  imple- 
mentation or  subsequent  use  of  any  new 
Medicare  payment  system  to  freeze  or 
cut  Medicare  expenditures  for  physician 
services  in  order  to  produce  federal  bud- 
get savings, 

AMA  to  pursue  RCT  pilot, 
other  solutions  to  nurse  shortage 

The  American  Medical  Association’s 
Board  of  Trustees  has  reported  that  the 
association’s  proposal  to  create  a new 
category  of  bedside  caregiver,  the  regis- 
tered care  technologist  (RCT),  will  be- 
come the  subject  of  a pilot  program.  The 
RCT  has  been  offered  as  a possible  solu- 
tion to  the  nation’s  severe  shortage  of 
nurses. 

According  to  an  official  account  of  the 
meeting,  the  association  also  will  seek  al- 
ternative proposals  to  deal  with  the  short- 
age. The  developments  occurred  during 
the  AMA’s  interim  meeting  Dec  4— 7 in 
Dallas. 


lAB  passes  rules  re  biUs 
for  services  to  workers’  comp 

The  Texas  Industrial  Accident  Board  has 
passed  rules  providing  that  all  medical 
bills  submitted  to  carriers  after  Jan  1. 
1989,  are  to  identify  services  and  goods 
provided  by  appropriate  procedure  and 
diagnostic  codes,  with  descriptions,  as  es- 
tablished in  the  Official  Medical  Guide- 
line for  Services  Rendered  Under  Work- 
ers’ Compensation  Act. 

All  bills  also  are  required  to  contain 
the  following  information,  if  available: 

( 1 ) the  patient’s  full  name,  address,  and 
social  security  number,  (2)  the  patient’s 
LAB  claim  number,  ( 3 ) the  date  and  na- 
ture of  the  injury  or  illness,  (4)  the  em- 
ployer’s name  and  address,  ( 5 ) the 
carrier’s  names,  and  ( 6 ) the  provider’s 
name,  address,  and  federal  tax  identifica- 
tion number.  All  bills  should  itemize  ser- 
vices and  goods  provided,  and  a separate 
report  or  bill  is  to  be  filed  for  each  injury. 
Further,  all  written  communications  must 
be  legible  and  reproducible. 


The  lAB  developed  the  rules  concern- 
ing medical  benefits  pursuant  to  changes 
to  the  workers’  compensation  laws  in 
1 987.  Among  the  rules  adopted  by  the 
board  was  the  Official  Medical  Guideline 
for  Services  Rendered  Under  Workers’ 
Compensation  Act,  which  took  effect 
Sept  1,  1988.  This  guideline  is  for  use  in 
reimbursement  of  services  rendered  to 
workers’  compensation  patients. 

ITie  workers’  compensation  statute  re- 
quires that  a provider  be  paid  an  amount 
that  is  fair  and  reasonable.  Under  the 
rules,  it  is  presumed  that  fair  and  reason- 
able amounts  are  those  established  in  the 
fee  guideline.  Any  adjudication  by  the 
LAB  as  to  a fair  and  reasonable  amount 
will  be  consistent  with  the  fee  guideline 
unless  evidence  has  been  properly  filed 
with  the  LAB  indicating  that  a different 
amount  is  fair  and  reasonable.  The  fee 
guideline  is  the  lesser  of  ( 1 ) the  physi- 
cian’s usual  charge  or  ( 2 ) the  fees  estab- 
lished by  the  relative  value  scale. 
Although  a carrier  will  reimburse  a physi- 
cian’s claims  in  accordance  with  the 
guideline,  no  law  or  rule  prohibits  a phy- 


sician from  billing  amounts  above  or  be- 
low the  fee  guideline. 

The  rules  also  require  that  physicians 
bill  by  report  when  no  procedural  defini- 
tion and/or  dollar  value  is  established  for 
a procedure,  or  when  a provider  seeks 
payment  in  excess  of  that  established  in 
the  fee  guideline.  The  report  needs  to 
contain  the  following  information:  ( 1 ) a 
description  of  the  procedure  in  sufficient 
detail  to  permit  evaluation,  ( 2 ) substan- 
tiating documentation  to  establish  the 
fairness  and  reasonableness  of  the 
charge(s),  and  (3)  the  correct  diagnostic 
codes  and  descriptions,  when  appropri- 
ate. The  report  must  be  attached  to  the 
bill.  A carrier  is  to  base  payment  for  ser- 
vices billed  by  report  upon  review  of  the 
submitted  documentation  and  recom- 
mendations from  the  carrier’s  medical 
consultant. 

Failure  to  comply  with  the  billing  re- 
quirements can  suspend  the  carrier’s  ob- 
ligation to  review  the  bill.  The  carrier 
returns  a noncompliant  bill  to  the  pro- 
vider within  three  working  days  of  re- 
ceipt for  proper  coding. 


“Can  you  imagine  if  we  had  to  carr>’  malpractice  insurance?” 
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Copies  of  the  Official  Medical  Guide- 
line for  Services  Rendered  Under  Work- 
ers’ Compensation  Act  are  available  for 
SI 2. 50  from  the  Texas  Industrial  Acci- 
dent Board,  Medical  Cost  Evaluation  Di- 
vision, 200  E Riverside  Dr,  Eirst  Floor, 
Austin,  TX  78704-1287. 


TMA  requests  investigation 
of  ‘fourth  party’  reviewers 

Due  to  concerns  about  fee  reductions, 
TMA  has  asked  two  state  agencies  to  in- 
vestigate practices  and  protocols  used  by 
“fourth  party”  reviewers  in  workers’ 
compensation  claims.  The  first  of  the  two 
agencies  contacted,  the  Texas  Industrial 
Accident  Board,  advises  that  the  arbitra- 
tion process  is  available  for  fee  disputes 
between  physicians  and  insurance  car- 
riers regarding  workers’  compensation 
claims. 

The  Texas  State  Board  of  Insurance 
(SBI)  advises  that  it  has  jurisdiction  to  re- 
view any  sort  of  scheme  by  a licensed 
carrier  to  arbitrarily  reduce  health  insur- 
ance claims  for  payment.  The  SBI  re- 
quested TMA  to  send  additional  informa- 
tion concerning  specific  cases  where  the 
claim  was  arbitrarily  reduced,  as  well  as 
information  that  indicates  that  the  charge 
was  reasonable  under  the  circumstances. 
Development  of  a pattern  of  practice  that 
indicates  arbitrary'  and  capricious  pay- 
ment systems  on  the  part  of  insurance 
carriers  is  the  purpose  of  submitting  ad- 
ditional information  to  the  SBI. 

To  assist  in  this  effort,  TMA  requests 
members  to  send  written  documentation 
of  fee  cutting  in  workers’  compensation 
cases  by  insurance  carriers,  based  on  the 
recommendation  of  “fourth  party”  re- 
viewers, to  TMA’s  Office  of  the  General 
Counsel,  1801  N Lamar  Blvd,  Austin,  TX 
7870 1 . Brochures  containing  information 
on  the  arbitration  process  also  are  avail- 
able from  the  Office  of  the  General 
Counsel. 


Looking  for  a continuing  education 
course? 

Check  TEXAS  MEDICINE'S  Continuing 
Education  Directory. 

Every’  month,  in  the  back  of  the  book. 


CAPITAL  COMMESTTS 


Stay  up  to  date  on  legislature 
by  calling  1-800-234-7272 

Texas  Medical  Association  members  are 
encouraged  to  stay  up-to-date  on  medical 
and  health  legislation  by  using  the  asso- 
ciation’s toll-free  legislative  hotline. 

Dial  1-800-234-7272  (469-9543  in 
Austin ) for  a brief  recorded  message 
about  the  latest  activities  of  the  71st 
Texas  Legislature.  The  hotline  is  in  opera- 
tion 24  hours  a day,  seven  days  a week, 
throughout  the  legislative  session,  which 
continues  through  Monday,  May  29.  The 
messages  are  updated  daily  Monday 
through  Friday. 


Physicians  stay  in  touch 
witih  their  state  representatives 

At  press  time,  Texas  Medical  Associa- 
tion’s Division  of  Public  Affairs  was  mobi- 
lizing a program  to  promote  physicians’ 
legislative  visits.  The  visitation  program, 
coordinated  through  county'  medical  so- 
cieties and  TMA,  focuses  on  the  impor- 
tance of  personal  contact  between 
physicians  and  their  state  government 
representatives. 

TMA  is  available  to  advise  visitors  to 
the  capitol  on  legislative  activities  of  in- 
terest, as  well  as  arrange  other  details  of 
visits  with  legislators. 


NEWSMAKERS 


VICTOR  CARLSON,  MD,  Houston,  has 
been  named  to  the  American  Academy  of 
Radiology  Board  of  Regents.  Prior  to  this 
appointment,  Dr  Carlson  served  in  the 
Academy’s  department  of  strategic 
planning. 

FRED  F.  CASTROW  11,  MD,  has  been  ap- 
pointed to  the  American  Medical  Associa- 
tion’s Residency  Review  Committee  for 
Dermatology.  Dr  Castrow  is  a der- 
matologist in  Houston. 


J.T.  CHRISTMAS,  MD,  and  MARK  MA- 
BERRY,  MD,  have  been  named  thejack 
and  Signe  Pritchard  Fellows  for  1 988-89 
in  the  department  of  obstetrics  and 
gynecology  at  The  LIniversity  of  Texas 
Southwestern  Medical  Center  at  Dallas. 

CLAUDE  C.  CODY  III,  MD,  Houston,  was 
recently  honored  by  the  American  Acad- 
emy of  Otolaryngology-Head  and  Neck 
Surgery  as  a founding  member  of  Deaf- 
ness Research  Foundation  Centurians. 

JUDITH  CRAVEN,  MD,  was  selected  as 
one  of  Houston’s  top  10  Women  on  the 
Move  for  1 988  by  the  Houston  Post, 
Texas  Executive  Women,  and  Sakowitz. 
Dr  Craven  is  vice  president  for  minority 
affairs  at  The  University  of  Texas  Health 
Science  Center  and  dean  of  the  School  of 
Allied  Health  Sciences. 

MICHAEL  E.  DeBAKEY,  MD,  Houston, 
was  awarded  the  Special  Recognition 
Award  from  the  Association  of  American 
Medical  Colleges  for  his  more  than  50 
years  of  leadership  for  academic  medi- 
cine. He  was  cited  for  creating  a better 
understanding  of  biomedical  and  behav- 
ioral research  and  for  his  leadership  in 
educating  the  public  about  the  contribu- 
tion of  animals  in  research. 

ROBERT  A.  ERSEK,  MD,  Austin,  was 
elected  chairman  of  the  section  for  plas- 
tic and  reconstructive  surgery  for  the 
Southern  Medical  Association. 

JAMES  FLECKENSTEIN,  MD,  fifth-year 
resident  in  radiology  at  The  University  of 
Texas  Southwestern  Medical  Center  at 
Dallas,  was  the  recipient  of  the  1988 
President’s  Award  of  the  American  Roent- 
gen Ray  Society. 

JAMES  E.  HARRELL,  MD,  Houston,  has  be- 
come one  of  the  few  reserve  military  offi- 
cers to  receive  the  Distinguished  Service 
Medal,  the  highest  military  decoration 
that  can  be  awarded  by  the  US  Army  dur- 
ing peacetime.  Dr  Harrell,  a retired  major 
general  in  the  Army  Reserve,  is  chairman 
of  radiology  at  Baylor  College  of  Medi- 
cine. He  also  serves  as  chief  of  radiology 
at  the  Harris  County  Hospital  District  and 
The  Methodist  Hospital. 
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HUNTER  P.  HARRIS,  JR,  MD,  Houston, 
was  awarded  the  Distinguished  Service 
Award  by  the  Texas  Society  of  Psychi- 
atric Physicians. 

BEREL  HELD,  MD,  has  been  honored  for 
his  years  of  service  to  the  University'  of 
Texas  Health  Science  Center  at  Houston, 
by  the  creation  of  the  Berel  Held,  MD, 
Professorship  in  Obstetrics  and 
Gynecology. 

Calling  him  “truly  one  of  the  giants  in 
American  medicine,”  the  American  Medi- 
cal Association  honored  JOHN  P. 
McGovern,  MD,  Houston,  with  the  Spe- 
cial Award  of  the  Board  of  Trustees.  The 
award  is  presented  for  meritorious  ser- 
vice to  medicine. 

SAM  A.  NIXON,  MD,  Houston,  was 
named  “AIDS  Educator  of  the  Year”  in  a 
proclamation  by  Mayor  Kathy  Whitmire. 
He  was  cited  for  his  work  on  the  AIDS 
education  project  of  the  Harris  County 
Medical  Society,  and  for  his  work  as 
chairman  of  the  Houston/Harris  County 
Panel  on  AIDS,  Committee  on  Education. 

CHARLES  E.  OSWALT,  MD,  has  been 
chosen  president-elect  for  1 988- 1 989  of 

James  EHarrell,  MD.  (left)  of  Houston,  receives  the 
Distinguished  Service  Medal  from  Lt  Gen  Frank 
Ledford  Surgeon  General  of  the  US  Army. 


the  American  Cancer  Society,  Texas  Divi- 
sion. Dr  Oswalt  is  a general  surgeon  in 
Graham. 

WILLIAM  J.  REA,  MD,  Dallas,  has  been  ap- 
pointed by  the  Roben’s  Institute  at  the 
University  of  Surrey  in  England  to  the 
world’s  first  endowed  professorial  chair 
in  environmental  medicine.  Dr  Rea,  a 
thoracic  and  cardiovascular  surgeon  in 
Dallas,  will  remain  active  in  Dallas  while 
making  periodic  trips  to  the  University  of 
Surrey. 

RON  ROHRICH,  MD,  recently  traveled  to 
Cracow,  Poland,  where  he  participated  in 
Project  HOPE  ( Health  Opportunity  for 
People  Everywhere).  Dr  Rohrich,  as- 
sistant professor  of  plastic  surgery  at  The 
University  of  Texas  Southwestern  Medi- 
cal Center  at  Dallas,  was  among  a gtroup 
of  Harvard  Medical  School/Massachusetts 
General  Hospital  alumni  who  annually 
travel  to  Cracow  to  lecture  and/or  per- 
form surgery  at  the  city’s  Pediatric 
Institute. 

J.L.  WRIGHT,  JR,  MD,  was  named  Citizen 
of  the  Year  by  the  Big  Lake  Chamber  of 
Commerce.  He  was  honored  for  his  40 
years  of  service  and  accomplishments  in 


Big  Lake.  Dr  Wriglit  was  a member  of  the 
original  stafl  of  the  Reagan  Memorial 
Hospital  when  it  opened  in  1950,  and 
now  serves  as  chief  of  medical  staff. 


DEATHS 


VERNON  A.  BLACK,  MD,  retired  Whar- 
ton ophthalmologist.  Reported  deceased. 
Dr  Black  graduated  in  1937  from  The 
University  of  Texas  Medical  Branch  at 
Galveston.  He  served  an  internship  at 
John  Sealy  Hospital  in  Galveston,  and  re- 
sidencies at  W.l.  Cook  Memorial  Hospital 
in  Fort  Worth  and  Henry  Ford  Hospital  in 
Detroit.  Dr  Black  was  a life  member  of 
Texas  Medical  Association. 

BENJAMIN  HARDY  CARLTON,  MD,  re- 
tired otorhinolaryngologist  in  Clute.  Died 
Nov  28,  1988;  age  85.  Dr  Carlton  re- 
ceived his  medical  degree  in  1930  from 
The  University  of  Texas  Medical  Branch 
at  Galveston.  His  internship  was  served  at 
Robert  B.  Green  Hospital  in  San  Antonio. 
After  practicing  in  Sabinal,  Hondo,  and 
Port  Sulphur,  he  served  a residency  at  the 
Manhattan  ( NY ) Ear,  Nose,  and  Throat 
Hospital,  and  then  returned  to  Texas  to 
practice  in  Freeport. 

JOHN  H.  CHILDERS,  MD,  Dallas  pa- 
thologist. Died  Dec  3,  1988;  age  65.  Dr 
Childers  graduated  in  1946  from  The 
University  of  Texas  Medical  Branch  at 
Galveston  (UTMB ).  He  received  his  pa- 
thology training  in  San  Antonio,  the 
Army-Navy  Hospital  at  Hot  Springs,  Ark, 
and  at  UTMB. 

ANTHONY  L.  EIAM,  MD,  Austin  emer- 
gency medicine  physician.  Died  Nov  25, 
1988;  age  34.  Dr  Elam  was  a 1981  gradu- 
ate of  the  University'  of  Arkansas  School 
of  Medicine.  His  internship  was  at  John 
Peter  Smith  Hospital  in  Fort  Worth,  and 
his  residency  was  at  R E.  Thomason  Hos- 
pital in  El  Paso. 

JULIUS  FECHNER,  MD,  retired  New 
Braunfels  psychiatrist.  Died  Dec  10, 

1988;  age  94.  Dr  Fechner  received  his 
medical  degree  from  ITie  University  of 
Vienna  in  Austria.  He  served  his  intern- 


Volume  85  February  1989 


ship  and  residency  at  the  Third  District 
Government  Hospital  in  Vienna.  Dr 
Fechner  practiced  for  many  years  in  New 
Jersey  and  moved  to  Texas  in  1966.  He 
was  an  honorary  member  of  Texas  Medi- 
cal Association. 

HUB  E.  ISAACKS,  MD,  retired  Fort  Worth 
urologist.  Died  Nov  28,  1988;  age  86.  Dr 
Isaacks  received  his  medical  degree  from 
Oklahoma  Medical  School  in  Norman  in 
1930.  He  served  residencies  at  Bellevue 
Hospital  in  New  York  City  and  Long  Is- 
land College  is  Brooklyn,  NY.  Dr  Isaacks 
began  his  practice  in  Dallas  and  moved 
to  Fort  Worth  in  1937.  During  World 
War  II  he  served  as  a captain  in  the  US 
Navy.  He  was  an  honorary  member  of 
Texas  Medical  Association. 

ROY  V.  JONES,  JR,  MD,  retired  Nacog- 
doches obstetrician  and  gynecologist. 
Died  Oct  21,  1988;  age  73.  In  1942  Dr 
Jones  graduated  from  The  University  of 
Texas  Medical  Branch  at  Galveston.  He 
served  an  internship  and  residency  at 
Jefferson  Davis  Hospital  in  Houston,  and 
another  residency  at  Methodist  Hospital 
in  Houston.  Dr  Jones  was  a World  War  II 
US  Navy  officer. 

ROBBIE  C.  JORDAN,  MD,  retired  Austin 
general  practitioner.  Died  Nov  14,  1988; 
age  82.  He  was  a 1937  graduate  of  Baylor 
College  of  Medicine,  and  served  an  in- 
ternship at  Ravenswood  Hospital  in  Chi- 
cago. During  World  War  II,  he  was  in  the 
US  Army.  He  began  his  practice  of  medi- 
cine in  Mineral  Wells  and  moved  to  Aus- 
tin in  1959. 

FRANK  B.  MALONE,  MD,  retired  Lub- 
bock eye,  ear,  nose,  and  throat  specialist. 
Reported  deceased.  Dr  Malone  received 
his  medical  degree  in  1924  from  The 
University  of  Texas  Medical  Branch  at 
Galveston.  He  served  an  internship  at 
John  Sealy  Hospital  in  Galveston.  Dr  Ma- 
lone began  his  practice  of  medicine  in 
Lubbock  in  1925.  He  was  a former  presi- 
dent of  the  Lubbock-Crosby-Garza 
County  Medical  Society,  and  an  honorary 
member  of  Texas  Medical  Association. 

ROBERT  BERNARD  POMERANTZ,  MD, 
San  Antonio  surgeon.  Died  July  1988;  age 
74.  Dr  Pomerantz  graduated  in  1936 
from  Baylor  College  of  Medicine.  He 


served  internships  at  Southern  Pacific 
Hospital  in  San  Francisco,  and  at  Metro- 
politan Hospital  in  New  York.  His  resi- 
dency was  in  New  York  at  Montefiore 
Hospital.  Dr  Pomerantz  was  an  honorary 
Texas  Medical  Association  member. 

A.  MORRISS  REAGAN,  MD,  retired  Dallas 
internist.  Died  Dec  4,  1988;  age  87.  Dr 
Reagan  was  a 1928  graduate  of  Baylor 
College  of  Medicine.  He  began  an  intern- 
ship at  Parkland  Memorial  Hospital  and 
completed  his  internship  and  residency 
at  Rushing  Clinic.  He  was  a former  medi- 
cal examiner  for  the  Federal  Aviation  Ad- 
ministration. Dr  Reagan  was  a life 
member  of  Texas  Medical  Association. 

JOE  BILLY  WOOD,  MD,  retired  DaUas 
anesthesiologist.  Died  Nov  29,  1988;  age 
74.  Dr  Wood  graduated  from  Baylor  Col- 
lege of  Medicine  in  1939,  and  served  an 
internship  and  residency  at  Charity  Hos- 
pital in  Shreveport,  La.  Following  military 
service  during  World  War  II,  from  which 
he  was  discharged  with  the  rank  of  colo- 
nel, he  completed  a residency  in  anesthe- 
siology at  Baylor  Hospital  in  Dallas, 
where  he  practiced  until  his  retirement 
in  1982.  Dr  Wood  was  a former  president 
of  the  Texas  Society  of  Anesthesiologists 
and  an  honorary  member  of  Texas  Medi- 
cal Association. 


TEXAS  MEDICINE,  a peer-reviewed 
journal,  is  covered  by  all  major  medical 
indexes. 

Articles,  editorials,  and  letters  are 
welcome,  and  should  be  sent  to: 
Managing  Editor 
TEXAS  MEDICINE 
1801  N.  Lamar  Blvd. 

Austin,  TX  78701 


IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


V.A.  BLACK 
Wharton,  1913-1988 

B.H.  CARLTON 
Clute,  1903-1988 

J.H.  CHILDERS 
Dallas,  1923-1988 

A.L.  ELAM 
Austin,  1954-1988 


R.V.  JONES 

Nacogdoches,  1915-1988 

R.C.  JORDAN 
Austin,  1906-1988 

F.B.  MALONE 
Lubbock,  1897-1988 

R.B.  POMERANTZ 
San  Antonio,  1913-1988 


J.  FECHNER 

New  Braunfels,  1894-1988 


A.M.  REAGAN 
Dallas,  1901-1988 


H.E.  ISAACKS 
Fort  Worth,  1902-1988 


J.B.  WOOD 
Dallas,  1913-1988 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend.  D In  memory  of  □ In  honor  of 
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feature 


Want  ads  with  a desperate  tone  are  fill- 
ing classified  advertising  sections  of 
newspapers  throughout  Texas.  The 
state’s  shortage  of  nurses  is  there  for  all 
to  see,  spelled  out  in  big  bold  type. 

"Take  a new  direction. " "Built  for  the 
future.  Designed  for  your  career.  . . . 

Take  your  career  into  the  next  century.” 
Hospitals  lure  nurses  with  a choice  of 
working  hours,  subsidized  transporta- 
tion, tuition  reimbursement,  educa- 
tional programs,  bonus  programs, 
relocation  assistance,  temporary  hous- 
ing and  more. 

Still,  the  problem  persists.  In  the  worst 
case  scenario,  it  has  reached  crisis  pro- 
portions. In  May  1988,  in  a highly  pub- 
licized move  prompted  by  the  shortage, 
one  Texas  hospital  was  turning  away 
ambulance -borne  patients  from  its 
emergency’  room  and  came  to  the  brink 
of  losing  Medicare  and  Medicaid 
funding. 

The  Texas  Legislature's  Special  Com- 
mittee on  Post -Secondary  Medical,  Den- 
tal, and  Allied  Health  Education  has 
documented  the  administrator’s  prob- 
lem. According  to  tbe  committee’s  re- 
port, issued  in  December  1988,  “There  is 
one  Texas  registered  nurse  for  every  418 
people  in  the  general  population;  the 


Technological  advances  and  "the  new 
professionalism  in  nursing  " have  contributed  to  the 
current  bedside  shortage  of  nurses,  according  to  Ted 
Forsythe,  MD,  Lubbock 


Help  wanted: 

Nurses,  nurses,  nurses! 


national  average  is  one  RN  for  every 
200  people.  ” 

Physicians,  nurses,  and  hospital  ad- 
ministrators are  vitally  concerned  with 
the  situation’s  serious  implications  for 
the  quality  of  patient  care,  and  all  three 
groups  are  searching  for  solutions.  The 
following  article  explores  the  history, 
causes,  and  proposed  solutions  for  the 
problem. 


ramatic  media  coverage  has 
focused  the  public’s  attention  on 
the  nation’s  severe  nursing  short- 
age. But  even  though  it’s  in  the  news,  the 
shortage  is  not  new.  It  is  a cyclical  di- 
lemma that  has  haunted  the  health  care 
delivery  system  since  as  early  as  the 
1940s.  The  problem  resurfaced  in  1954, 
when  A.C.  Scott,  Jr,  MD,  Temple,  wrote  in 
the  Texas  State  Journal  of  Medicine,  “Re- 
gardless of  how  or  where  they  practice, 
doctors  are  well  agreed  that  we  do  not 
have  enough  nurses  to  go  around  for  all 
our  needs.  . . .’’  The  shortage  again 
reached  an  acute  stage  in  1979.  The  fol- 
lowing year  several  legislative  commit- 
tees and  state  agencies  studied  the  prob- 
lem. In  1989,  the  71st  Texas  Legislature  is 
addressing  the  shortage  as  it  considers 


Margie  B.  Peschel  MI),  emphasizes  that  team  work 
is  essential  to  finding  a solution  to  the  nursing 
shortage 


recommendations  from  its  Special  Com- 
mittee on  Post-Secondary  Medical,  Den- 
tal and  Allied  Health  Education. 

However,  this  year’s  shortage  differs 
from  previous  shortages  in  at  least  two 
ways;  new  economic  forces  are  at  play, 
and  the  population  is  changing.  Govern- 
ment health  insurance  programs,  namely 
Medicare  and  Medicaid,  have  tightened 
the  reins  on  expenditures  for  physician 
services.  The  prospective  payment  sys- 
tem (PPS),  based  on  diagnosis- related 
groups  (DRGs),  has  changed  the  way 
hospitals  deliver  health  care,  and  it  has 
restyled  the  hospitals’  economic  base. 
New  guidelines  regarding  hospital  admis- 
sions have  resulted  in  an  increased  num- 
ber of  procedures  being  performed  on  an 
outpatient  basis.  Inpatients  are  sicker, 
and  they  require  more  specialized  care. 

Margie  B.  Peschel,  MD,  Fort  Worth, 
chairman  of  Texas  Medical  Association’s 
Task  Force  on  the  Nursing  Shortage,  ob- 
served, “The  current  shortage  has  devel- 
oped very  rapidly — and  the  cause  seems 
to  be  due  to  changes  in  demand  rather 
than  simply  a declining  supply  of  nurses.” 

Lubbock  gynecologist  Ted  Forsythe, 
MD,  who  has  worked  with  nurses  in  ad- 
dressing problems  related  to  the  profes- 
sion for  more  than  20  years,  adds  that 
technological  advances  also  contribute  to 
the  bedside  shortage  of  nurses.  Dr  For- 
sythe is  a past  chairman  of  Texas  Medical 
Association’s  Committee  on  Nursing  and 
has  served  on  the  state  and  national  joint 
practice  commissions.  He  explains, 
“Nurses  are  being  utilized  in  a lot  of 
areas  where  they  were  not  utilized.  We 
didn’t  used  to  have  intensive  care  units.” 

What  Dr  Forsythe  calls  “the  new  pro- 
fessionalism in  nursing”  also  has  contrib- 
uted to  the  bedside  shortage  as  nurses 
advance  in  prestige  and  income. 

According  to  Dr  Forsythe,  the  problem 
is  exacerbated  by  the  increasing  number 
of  women  who  choose  to  go  to  medical 
school,  rather  then  nursing  school. 

At  the  same  time,  hospitals  have  cut 
back  on  the  number  of  employees,  and, 
consequently,  nurses  complain  that  they 
are  overworked.  Sally  Jeffcoat,  RN,  as- 
sistant administrator  at  Parkway  Hospital, 
Houston,  past  president  of  the  Texas  Or- 
ganization of  Nurse  Executives,  and  a 
member  of  Texas  Medical  Association’s 
Task  Force  on  the  Nursing  Shortage, 
agrees.  “Nurses  are  having  to  work  more 
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overtime,  and  they’re  probably  more  fa- 
tigued,” she  said.  “There  also  has  been  an 
increase  of  registry,  or  agency,  help,  and, 
typically,  those  nurses  are  not  indoctri- 
nated or  oriented  to  the  hospital  setting. 
So,  the  level  of  care  provided  is  some- 
times not  as  good.” 

Dr  Forsythe  adds,  the  concept  of  “total 
patient  care,”  with  one  nurse  assigned  to 
all  responsibilities  associated  with  a set 
number  of  patients,  overloads  the  nurses. 
“The  patients  are  missing  the  TLC,  and 
they  are  being  treated  just  as  a person  in 
a cubicle.  It’s  not  ‘Mrs  Smith.’  It’s  ‘That 
patient  in  444.  . . .’  A lot  of  the  person- 
alized touch  is  being  lost.  Administrators 
have  pushed  the  direct  care  concept  be- 
cause it  is  to  their  advantage  economi- 
cally. They  can  work  with  fewer  people. 
But,  the  quality  of  care  does  suffer.  Some- 
body pays,  and,  unfortunately,  it’s  the 
patient.” 

Conspiring  with  the  economic  forces 
that  drain  the  nursing  pool  is  an  aging 
population.  As  the  percentage  and  num- 
ber of  people  over  65  begin  to  flood  the 
Medicare  program,  they  create  an  in- 
creasing demand  for  nursing  care. 

Reports  and  studies  mention  a number 
of  other  factors  that  contribute  to  the 
problem,  including  the  fear  of  acquired 
immune  deficiency  syndrome  (AIDS). 

TMA’s  response 

Recognizing  the  severity  of  the  nursing 
shortage,  Texas  Medical  Association 
formed  a multidisciplinary  task  force  in 
May  1988  to  tackle  the  problem  and  rec- 
ommend legislative,  regulatory,  and  other 
solutions.  Chairman  Margie  B.  Peschel, 
MD,  has  emphasized  the  importance  of 
taking  a global  view  of  the  causes  of  the 
shortage.  “1  want  to  focus  on  the  big  pic- 
ture— not  one  tree,  but  all  the  problems 
in  the  forest  that  affect  the  nursing  short- 
age,” she  said. 

Reflecting  this  commitment  to  team 
work,  the  task  force  members  include 
nurses,  hospital  administrators,  physi- 
cians, and  representatives  of  state  agen- 
cies and  long-term  care  facilities. 

In  an  interim  report  to  TMA’s  House  of 
Delegates,  the  task  force  presented  four 
preliminary  solutions  to  the  shortage: 

1.  Increase  funding  for  all  levels  of 
nursing  education,  which  includes  fac- 
ulty positions  for  expansion  of  nursing 
education  programs  and  support  for  this 


funding  for  a period  of  ten  years. 

2.  Develop  a well-defined  career  lad- 
der that  supports  regional  articulation 
among  all  types  of  nursing  education. 

3.  Expand  associate  degree  nurse  pro- 
grams and  assure  that  they  are  cost  effec- 
tive; attractive  to  minorities,  males,  older 
persons,  single  heads  of  households,  and 
economically  disadvantaged  persons;  and 
that  they  are  available  in  both  rural  and 
urban  areas. 

4.  Recognize  the  need  for  establish- 
ment of  a health  manpower  data  collec- 
tion system  in  order  to  monitor  and  plan 
education  needs  and  to  prevent  future 
shortages. 

Short-term  solutions 

While  TMA’s  task  force  is  working  to- 
ward solutions,  organized  medicine  at 
the  national  level  also  is  considering  the 
problem.  The  American  Medical  Associa- 
tion has  suggested  testing  the  feasibility 
of  creating  a new  level  of  bedside  care- 
giver, the  registered  care  technologist 
( RCT ),  who  would  receive  from  two  to 
18  months  of  technical  training  and,  in 
the  hospital  setting,  would  be  administra- 
tively responsible  to  nurses. 

The  proposed  caregiver,  based  on  a 
military  model,  has  given  rise  to  consid- 


There  is  a lot  of  misinformation  put  out  about  the 
proposed  RCT,  Joseph  T.  Painter.  Ml),  says. 


erable  debate.  Msjeffcoat  expressed  the 
concern  that  the  RCT  program  would 
pull  from  the  supply  of  registered  nurses, 
licensed  vocational  nurses,  and  nurse’s 
aides.  She  added,  “I  think  it  also  will  ex- 
acerbate the  public’s  confusion  about 
who  is  an  RN,  and  LVN,  and  the  nurse’s 
aide.  There’s  also  an  increasing  acuity — 
we  have  sicker  patients  in  the  acute  care 
setting.  And,  the  training  and  education 
that’s  needed  to  care  for  that  type  of  pa- 
tient is  accomplished  through  the  cur- 
rent nursing  education  system.  I’m  not 
saying  that  the  nursing  education  system 
doesn’t  need  to  be  improved,  but  we 
have  a system  in  place  that  we  need  to 
focus  our  energies  and  resources  on  im- 
proving— and  not  use  the  RCT  as  a Band 
Aid  approach.” 

Houston  internist  Joseph  T.  Painter, 
MD,  vice  president,  physician  referral  de- 
velopment and  extramural  programs.  The 
University  of  Texas  M.D.  Anderson  Can- 
cer Center,  and  a member  of  the  AMA’s 
Board  of  Trustees,  chairs  a national  ad- 
visory committee  to  oversee  a review  of 
existing  programs  that  are  similar  to  the 
RCT  and  to  initiate  a pilot  program.  Dr 
Painter  described  Texas’  reaction  to  the 
RCT  proposal  as  “mixed.  ” He  added, 
“There’s  a lot  of  misinformation  put  out 
about  the  program  across  this  state  and 
across  the  nation  implying  that  this  was 
really  a turf  battle  between  medicine  and 
nursing,  and  that  medicine  was  try  ing  to 
take  over  nursing  and  control  it.  And,  of 
course,  nothing  is  further  from  the 
truth.” 

Dr  Painter  indicated  that  approxi- 
mately 200  hospitals  have  inquired  about 
participating  in  the  pilot  program.  He 
emphasized,  “For  any  site  to  be  selected, 
the  board  of  the  hospital,  the  medical 
staff  of  the  hospital,  and  the  nursing  staff 
would  all  have  to  be  supportive  of  put- 
ting in  a project  of  this  type.” 

Noting  that  the  RCT  proposal  is  a 
“lightning  rod  ” that  has  attracted  the  ani- 
mosity' of  nursing  and  has  become  the 
focal  point  of  discussion.  Dr  Painter  em- 
phasized that  it  is  important  to  remem 
ber  that  the  proposal  is  tentative.  “The 
RCT  may  be  a .solution.  We  re  going  to 
test  it  and  find  out,  and  then  publish  the 
results.  I’hen,  any  institution  that  wants 
to  tty'  that  model  could  use  the  ex- 
perience to  set  up  their  own  program. 

“What  we  re  interested  in  primarily  at 
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AMA  is  to  come  up  with  a series  of  solu- 
tions. There  will  be  many  because  each 
hospital  has  different  needs.  But,  we’ve 
got  to  address  the  short-term  solution  to 
the  acute  bedside  care  shortage — that’s 
where  the  focus  ought  to  be.  The  RCT 
proposal  is  simply  a proposal,  which  may 
or  may  not  prove  successful.” 

The  importing  of  foreign  nurses  has 
offered  another  short-term  solution.  As 
evidenced  by  developments  in  the  Dallas 
County  Hospital  District,  this  temporary 
solution  has  built-in  problems.  In  June, 
the  hospital  district  joined  five  Filipino 
nurses  employed  by  Parkland  Memorial 
Hospital  in  a lawsuit  against  Attorney 
General  Edwin  Meese  and  the  US  Immi- 
gration Service  challenging  the  agency’s 
refusal  to  extend  the  nurses’  temporary 
work  visas,  which  allow  them  to  work  in 
the  United  States  for  five  to  six  years. 
Subsequently,  statutory  and  regulatory 
changes  allowed  the  nurses  more  liberal 
visas,  and  the  lawsuit  was  put  “on  hold.” 

In  another  short-term  strategy,  Patricia 
Starck,  RN,  DSN,  dean  of  The  University 
of  Texas  School  of  Nursing  at  Houston 
and  a member  of  Texas  Medical  Associa- 
tion’s Task  Force  on  the  Nursing  Short- 
age, says  that  her  school  is  recruiting 
students  from  new  markets.  The  effort 
began  with  a marketing  study  and  plan. 
“We  are  recruiting  heavily  for  males,  who 
are  underrepresented.  Only  about  3%  of 
the  nation’s  nurses  are  male.  But,  (in 
Houston  ) we’ve  been  able  to  triple  that, 
and  we  have  about  10%  male  students. 
Another  place  we  are  going  is  for  second- 
career  students  and  more  into  ethnic  mi- 
norities.” Dr  Starck  said  that  an  annual 
open  house  at  the  school  attracted  ap- 
proximately 500  people  interested  in 
nursing,  as  well  as  a number  of  hospital 
representatives  who  were  “recruiting 
these  people  before  they  even  enter 
school.” 

Long-term  solutions 

Long-term  solutions  focus  on  nursing 
education.  Dr  Starck  says  that  increased 
funding  is  essential.  “Anything  that  assists 
students  to  be  in  school,  whether  it’s 
going  back  to  school  or  starting  a career, 
is  helpful — scholarships,  stipends,  any  of 
the  things  that  help  with  the  financial 
burden  of  going  to  school,”  she  said. 

“And,  the  second  thing  is  that  we  need 
more  funded  faculty  positions.”  More 


than  600  students  are  enrolled  in  UT’s 
School  of  Nursing  at  Houston,  which  is 
funded  for  about  500  students.  “So,”  said 
Dr  Starck,  “we  are  over  capacity,  and  we 
have  employed  some  temporary  part- 
time  faculty  to  handle  these  students.  We 
had  to  cut  off  our  admissions  (for  the 
spring  term ) early  because  we  had  all  the 
spaces  filled.” 

The  Texas  Legislature’s  Special  Com- 
mittee on  Post-Secondary  Medical,  Den- 
tal, and  Allied  Health  Education  confirm 
Dr  Starck’s  concern  for  funding.  The 
committee  reports,  “The  weighted  aver- 
age state  appropriation  per  student  has 
remained  almost  constant  (within  2%  ) at 
the  current  rate  since  1984,  except  for 

1 987  when,  because  of  inflation,  the  dol- 
lar was  worth  less  than  at  any  other  time 
in  that  four-year  period,  and  an  increase 
of  5.7%  was  required  to  bring  up  the 
average  appropriation,  per  student  in 

1988  to  within  2%.”  Further,  the  report 
said,  despite  a total  of  $ 1 billion  in  fed- 
eral financial  support  for  nursing  educa- 
tion since  1970,  federal  funding  has 
declined  steadily  to  approximately  S94 
million  in  1988 — about  S500  per  nurse. 

Dr.  Starck  identified  another  long-term 
solution.  “In  order  to  attract  bright 
young  men  and  women  into  nursing, 
v/e’ve  got  to  change  the  image  of  the 
profession,”  she  said.  Toward  that  end, 
the  Houston  nursing  school  is  hoping  for 
final  approval  of  a doctor  of  science  in 
nursing  program.  “With  this  doctoral 
program  in  nursing,  we  are  preparing  an 
advanced  clinical  practitioner — someone 
who  will  stay  at  the  bedside  and  have 
good  clinical  skills  and  be  rewarded  for 
that.  Nurses  tell  us  they  want  more  input 
into  the  clinical  decision-making.  The 
doctor  of  science  in  nursing  is  going  to 
provide  nurses  with  the  knowledge  base 
to  communicate  with  physicians  on  a 
peer  basis.” 

Legislative  solutions 

The  Texas  legislature  has  joined  orga- 
nized medicine  in  seeking  both  long-  and 
short-term  solutions  to  the  shortage.  Fol- 
lowing numerous  public  hearings  and 
work  sessions,  the  Texas  Legislature’s 
Special  Committee  on  Post-Secondary 
Medical,  Dental,  and  Allied  Health  Educa- 
tion has  submitted  a report  to  the  71st 
Texas  Legislature,  currently  in  session  in 
Austin.  Part  of  its  report  speaks  to  the 


issues  surrounding  nursing  education  and 
manpower.  The  committee  concluded 
that  “Texas  is  now  facing  the  most  criti- 
cal shortage  of  nurses  in  its  history,”  and 
offered  recommendations  for  improving 
the  situation.  Among  the  recommen- 
dations is  “development  of  a funding 
mechanism  to  permit  schools  of  nursing 
which  achieve  enrollment  increases  dur- 
ing periods  of  established  manpower 
shortages  to  acquire  additional  funding 
to  meet  the  unanticipated  faculty  and 
other  related  costs  of  such  expanded  en- 
rollment.” The  report  also  calls  for  nurs- 
ing faculty  compensation  that  is  “rea- 
sonably competitive  with  that  offered  by 
the  private  sector  in  order  to  attract  and 
retain  qualified  faculty.”  And,  the  task 
force  asks  the  legislature  to  direct  the 
Texas  Higher  Education  Coordinating 
Board  to  provide  a report  on  the  nursing 
shortage,  with  recommendations.  The  re- 
port urges  health  care  entities  that  em- 
ploy nursing  personnel  to  systematically 
test  a variety  of  patterns  of  staffing  utiliza- 
tion systems  in  order  to  make  the  most 
effective  use  of  existing  nursing  per- 
sonnel. “The  schools  of  nursing  should 
consider  such  results  in  designing  cur- 
riculum in  nursing  management  and  ad- 
ministration to  improve  utilization  of 
nursing  manpower,”  the  report  says. 

The  remainder  of  the  recommenda- 
tions related  to  manpower  are: 

1 . State  agencies  with  special  nursing 
recruitment  needs,  such  as  the  Texas  De- 
partment of  Mental  Health  and  Mental 
Retardation,  the  Texas  Department  of 
Health,  the  Texas  Department  of  Cor- 
rections, and  the  Texas  Youth  Couficil, 
should  collaborate  with  schools  of 
nursing  to: 

a.  increase  access  to  their  facilities 
by  nursing  students  to  promote 
clinical  experience  in  such  agency 
settings; 

b.  provide  information  regarding 
such  agency  needs  to  assist  in  the  cur- 
riculum development/revision  process 
through  agency  nurses  who  serve  as 
adjunct  or  associate  faculty  and  as 
members  of  advisory  groups  to  the 
nursing  schools;  and 

c.  develop  shared  positions  in  order 
that  qualified  agency  practicing  nurses 
receive  faculty  appointments  to  serve 
as  active  liaisons  between  the  nursing 
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schools  and  major  state  agency  nurse 

employees. 

2.  The  two  state  nursing  regulatorv’ 
agencies  (the  Board  of  Nurse  Examiners 
and  the  Board  of  Vocational  Nurse  Exam- 
iners) and  the  institutional  governing 
boards  should  encourage  policies  and 
procedures  that  allow  the  development 
of  cooperative  work-study  arrangements 
between  nursing  programs  and  health 
care  facilities  to  assist  in  the  recruitment 
of  new  types  of  students — such  as 
second-careerists  and  other  non-tradi- 
tional  students  who  must  work  while  at- 
tending a nursing  program — into  nursing 
education,  and  help  in  retaining  such  stu- 
dents once  they  have  been  admitted  to 
nursing  programs. 

3.  While  maintaining  existing  levels  of 
quality,  institutional  governing  boards 
should  facilitate,  through  internal  budget 
allocation,  the  expansion  of  enrollment 
in  existing  nursing  programs  where  the 
applicant  pool  and  available  clinical  facil- 
ities make  such  expansion  feasible. 

4.  Institutional  governing  boards 
should  place  particular  emphasis  upon 
expanding,  through  internal  budget  al- 
location, those  ADN  and  BSN  programs 
that  provide  special  tracks  and  advanced 
placement  opportunities  for  LVNs  that 
lead  to  registered  nurse  licensure. 

5.  The  schools  of  nursing  should  re- 
view their  recruitment  methods  and  in- 
formational materials  to  assure  that  clear, 
readily  understandable  information  is 
conveyed  to  prospective  students  about 
the  nursing  program  purposes,  graduate 
competencies,  workplace  utilization,  and 
opportunities  for  educational  and  career 
advancement. 

6.  The  schools  of  nursing  and  other  in- 
terested parties  such  as  the  hospital 
groups  should  develop  targeted  recruit- 
ment programs  that  extend  recruitment 
activities  to  elementary  and  junior  high 
school  students,  with  special  emphasis 
being  placed  upon  those  population 
groups  with  the  highest  secondary - 
school  dropout  rates. 

7.  The  schools  of  nursing  should  col- 
laborate on  a regional  basis  to  assure  that 
high  quality  continuing  education  appro- 
priate to  each  educational  level  of  nurse 
is  accessible  at  a reasonable  cost  to  all 
practicing  nurses. 

8.  Additional  programs  in  nurse  mid- 
wifery, certified  by  the  American  College 


of  Nurse  Midwives,  should  be  developed 
in  Texas,  with  special  attention  to  the 
needs  of  the  Mexican  border  area. 

WTiatever  solutions  evolve,  there  is  a 
strong  sense  among  physicians  and 
nurses  that  teamwork  is  imperative.  TMA 
Task  Force  Chairman  Dr  Peschel  ex- 
pressed that  view,  saying,  “A  cooperative 
effort  between  nurses,  physicians,  hospi- 
tals, and  long-term  care  representatives  is 
essential  if  we  are  to  find  solutions  for 
patients.” 

Dr  Starck  observed,  “What  we’re 
seeing  is  that  when  physicians  and  nurses 
respect  each  other  and  work  together 
well,  trust  each  other,  communicate,  pa- 
tients do  much  better.”  Dr  Forsythe 
agreed.  “I  think  people  go  into  nursing 
with  the  idea  of  wanting  a profession,”  he 
said.  “But,  they  also  are  motivated  by  the 
desire  to  be  of  service  and  to  help 
people.  And,  people  go  into  medicine  for 
that  same  reason.  So,  we  both  have  a 
common  ground,  and  as  long  as  we  do, 
well,  we  can  work  together.” 

DONNA  B.  JONES 

News  Editor,  Texas  Medicine 
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See,  the  Washingtons  think 
it’s  the  Smith  kid.  The' Smiths 
think  it’s  the  Sanchez  kid. 
Maybe  the  Sanchezes  think  it’s 
your  kid. 

Maybe  it  is  your  kid. 

Find  out.  Talk  to  your  kids. 
Tell  ’em  the  dangers  of  drugs. 
Tell  ’em  how  to  handle  peer 
pressure. 

Tell  ’em  you  care.  It’s  not 
easy.  But  I can  help.  So  write 
me,  McGruff,  EO.  Box  362, 
Washington,  D.C.  20044. 

Don’t  let  your  kids  take  a 
powder.  Or  anything  else. 

Together,  we  can  help 
Take  a Bite  out  of  Crime. 
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THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


Experience  counts 


Pulvules 
250  mg 


fefoclor 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms 


Summary. 

Consult  the  package  literature  lor  prescribing 
inlormation. 

Indication:  lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECion  shouid  be  administered  cautiousiy  to  penicillin- 

sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it, 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  shouid  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old,  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment, 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  Irately,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-llke  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely, 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%.  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  fehling's 

solution  and  Clinitest^  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly)  loeioesLi 

Additional  information  available  from  Pv  2351  amp 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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Eye  banking  in  Texas 


Texas  is  providing  comeal  tissue  in  the  198()s  that 
is  cjuite  adequate  to  meet  the  needs  of  all  Texas  pa- 
tients. Infrequent  maldistribution  is  corrected  by 
tissue- sharing  between  eye  banks,  facilitated  by  a 
toll-free  number  in  Dallas  (800-435-6667)  for 
Texas  eye  banks  to  call  when  they  cannot  meet 
a local  need.  With  distribution  of  tissue  through 
eye  banks,  no  patient  need  wait  when  tissue  is 
abundantly  available.  The  most  important  law 
aiding  comeal  tissue  procurement  has  been  the 
1977  Medical  Examiners/Justice  of  the  Peace  Act, 
that  permits  removal  of  corneas  under  controlled 
conditions.  This  has  been  implemented  in  almost 
all  jurisdictions  where  medical  examiners  are  ac- 
tive, although  only  a few  counties  have  the  sendees 
of  a medical  examiner.  The  implementation  of  this 
law,  particularly  in  Austin,  Dallas,  El  Paso,  Fort 
Worth,  Houston,  and  San  Antonio,  has  increased 
previous  donations  by  more  than  double. 

KEY  WORDS:  EYE  BANKING,  CORNEAL  TRANSPLANTS,  KERA 
TOPLASTY,  ANATOMICAL  GIFT,  SIGHT  RESTORATION,  ROUTINE 
INQUIRY/REQUIRED  REQUEST,  MEDICAL  EXAMINER/JUSTICE  OF 
THE  PEACE  ACT 


In  the  late  1940s  doctors  at  the  Veterans  Admin- 
istration Hospital  and  Baylor  College  of  Medi- 
cine in  Houston  began  cooperating  with  the 
New  York  Eye  Bank  for  Sight  Restoration,  They  fore- 
saw that  corneal  transplantation  might  become  a 
useful  surgical  procedure  in  Texas  ( 1 ).  In  1951,  Dr 
Louis  Daily  of  Houston  performed  the  first  success- 
ful corneal  transplant  in  the  Texas  Upper  Gulf  Coast 
area,  and  in  1953  the  medical  schools  in  Dallas  and 
Houston,  with  strong  support  from  local  ophthal- 
mologists, began  to  organize  eye  banks.  Except  for 
Lackland  Air  Force  Base  in  San  Antonio,  Lions  Clubs 
were  almost  invariably  involved  in  the  organization 
and  administration  of  Texas  eye  banks.  Sight  restora- 
tion has  been  a priority  among  Lions  Clubs  since 
the  1920s. 

The  past  35  years  have  seen  a maturing  of  eye 
banking  both  as  a scientific  and  a humanitarian  en- 
deavor. Eye  banking  has  rapidly  developed  as  a ser- 
vice to  ophthalmologists  and  patients  in  Texas  as 
well  as  a resource  for  research  and  educational  ma- 
terial. A toll-free  number  based  in  Dallas  is  available 
(800-433-6667)  if  an  eye  bank  is  in  need. 

Laws  facilitating  eye  donation 

The  law  for  donation  of  anatomical  parts  passed  the 
Texas  Legislature  overwhelmingly  in  1969  and  is 
fittingly  called  the  Uniform  Anatomical  Gift  Act 
(UAGA)  (2).  This  enables  a living  person  to  pledge 
all  or  parts  of  his  or  her  body  for  use  in  therapeutic, 
didactic,  or  investigative  matters  after  death.  It  fur- 
ther enables  the  next-of-kin  (described  in  a sequence 
outlined  in  the  law)*  to  grant  permission  to  use  all 


or  parts  of  the  deceased  by  signing  a simple  ana- 
tomical gift  card.  Thus,  the  practice  has  been  set  for 
some  20  years  whereby  Texans  can  spontaneously 
give  and  receive  anatomical  gifts. 

The  most  significant  law  for  sight  restoration  is 
the  1977  Medical  Examiner/Justice  of  the  Peace 
Law  ( 3 ).  A carefuOy  constructed  law,  it  enables  jus- 
tices of  the  peace  or  medical  examiners  ( in  cases 
requiring  investigation  of  the  cause  of  death ) to 
allow  the  removal  of  corneas  only  (the  balance  of 
the  eye  remaining  in  situ  ) under  these  conditions: 
(a)  the  removal  of  the  cornea  must  not  interfere  with 
the  postmortem  examinatipn;  (b)  it  may  not  be 
done  if  there  is  any  known  objection  by  the  next-of- 
kin;  (c)  it  may  not  cause  serious  deterioration  to 
the  cosmetic  appearance  of  the  face. 

Most  corneas  acquired  in  Texas  during  the  1980s 
have  been  obtained  through  the  1 977  Medical  Ex- 
aminer/Justice of  the  Peace  Act  (4).  Tissues  pro- 
cured through  the  medical  examiner  usually  are 
younger  because  many  such  investigations  follow 
trauma  deaths.  Such  tissue  is  eminently  useful  for 
transplants.  This  law  has  been  the  Magna  Carta  for 
the  contribution  of  corneas  to  eye  banks  through- 
out Texas,  and  in  fact  the  ability  of  eye  banks  to  pro- 
cure abundant  tissue  has  been  principally  due  to 
this  law.  Maryland  passed  this  law  in  1975,  then 
Texas  in  1977,  and  subsequently  ten  other  states 
(Alabama,  California,  Connecticut,  Florida,  Georgia, 
Kentucky,  Massachusetts,  Michigan,  Ohio,  and  West 
Virginia). 

There  have  been  interesting  and  significant  suits 
brought  in  Michigan  (5),  Georgia  (6),  and  Florida 
(7).  In  Michigan,  the  lower  court  ruled  that  because 
the  family  was  not  approached  nominatim  to  re- 
quest a specific  donation  of  corneas,  it  violated  the 
rights  of  the  family.  Upon  appeal,  the  United  States 
Supreme  Court  refused  to  uphold  this.  In  Georgia, 
the  state  supreme  court  overruled  a lower  court, 
saying  that  the  mission  of  the  state  in  sight  restora- 
tion was  more  important  than  a presumed  disagree- 
ment by  a family  member  who  was  not  present.  In 
the  most  telling  of  all,  the  Florida  Supreme  Court  re- 
versed a similar  lower  court  ruling,  but  with  more 
a theoretical  perspective.  It  pointed  out  that  the 
“ownership”  of  a cadaver  by  the  next-of-kin  is  a 
very  limited  concept.  It  said  that  ownership  of  a 
body  exists  only  with  respect  to  the  corresponding 
obligation  to  dispose  of  that  body  in  a way  both  re- 
spectful and  consonant  with  the  needs  of  the  public 
health  of  the  state.  Thus,  the  medical  examiner’s  law 
has  been  upheld  in  three  other  states  on  constitu- 
tional and  humanitarian  grounds.  The  Texas  law  has 
been  specifically  referred  to  the  attorney  general 
with  similar  positive  results  (8). 


Emile  J.  Farge,  PhD, 
MPH,  Department  of 
Ophthalmology,  Cullen 
Eye  Institute,  Baylor 
College  of  Medicine, 
650!  Fannin,  C-307, 
Houston,  TX  77030. 


• Consult  the  nearest  public  library,  county  medical  so- 
ciety library  or  law  library  to  obtain  a copy  of  the  statute. 
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Eye  banking 


2.  Number  of  eyes  collected  by  Texas  eye  banks  ( 1980— 1987).  ’ 


Area 

1980-1983 

1984-1987 

8-Year  Total 

Central  Texas; 

Austin,  Temple,  Tyler 

1,646 

2,407 

4,053 

North  Texas: 

Dallas,  Fort  Worth 

1,964 

3,970 

5,934 

South  Texas: 

Corpus  Christi,  Harlingen, 
Lackland  AFB,  San  Antonio 

1.973 

3,879 

5,852 

Upper  Gulf  Coast; 

Galveston,  Houston 

9,252 

15,111 

24,363 

West  Texas: 

Abilene,  Amarillo,  El  Paso, 
Lubbock,  Midland 

875 

1,053 

1,928 

Total 

15,710 

26,420 

42,130 

* From  Eye  Bank  Association  of  America  (11). 


The  most  recent  law  affecting  eye  banking  in 
Texas,  passed  in  1987,  is  usually  referred  to  as  rou- 
tine inquiry  (9).  It  “ . . . mandates  each  hospital  in 
Texas  to  develop  a protocol  for  identifying  potential 
organ/tissue  donors  for  use  when  a death  occurs  in 
the  hospital”  (10).  No  inquiry  is  required,  however, 
if  the  decedent  is  medically  unsuited  for  donation,  a 
family  member  actually  expresses  opposition,  or  a 
qualified  organ  or  tissue  bank  has  not  expressed  a 
need  for  the  parts. 

The  Routine  Inquiry  Law  of  1987  likewise  offers  a 
tremendous  opportunity  not  only  for  the  procure- 
ment of  donor  eyes  but  other  tissues  and  organs  as 
well.  Many  believe  that  this  law  should  be  allowed 
to  function  for  a year  or  two  in  order  to  determine 
its  full  impact.  While  statistics  have  not  been  offi- 
cially shared  in  1988,  informal  reporting  indicates 
that  donations  of  eyes  and  other  tissue  are  increas- 
ing in  many  areas. 

Progress  of  eye  banking 

Fig  1 shows  Texas  with  locations  of  eye  banks  and 
their  branches  ( 1 1 ).  In  it  we  divide  the  state  into 
the  regions  of  Texas:  Central,  North,  South,  West, 
and  Upper  Gulf  Coast.  Fig  2 shows  the  collection  of 
eye  tissue  by  Texas  eye  banks  from  1980  through 
1987.  One  can  see  that  eye  banks  have  grown  a 
great  deal  in  this  time,  resulting  from  the  need  for 
corneal  tissue  for  transplants  and  from  its  avail- 
ability under  the  various  Texas  statutes  cited  above. 
Each  area  has  shown  sizeable  increases  in  tissue 
procurement  within  the  period  studied.  For  any 
given  year,  approximately  60%  of  the  corneas  are 
useful  for  human  transplantation;  thus  over  24,000 
corneas  have  been  available  to  Texans  during  the 
current  decade,  largely  as  a result  of  the  1977  Medi- 
cal Examiner/Justice  of  the  Peace  Act.  Fig  3 contains 
information  needed  to  contact  the  Texas  eye  banks. 

We  await  information  on  how  many  more  organs 
and  tissues  will  be  granted  as  a result  of  the  1987 
Routine  Inquiry  Law.  Texas  has  collected  more  eyes 
and  corneas  during  the  1980s  than  any  other  state. 
As  a result,  Texas  has  been  able  to  assist  other  areas 
of  the  United  States  and  the  world.  Future  laws  re- 
garding tissue  and  organ  donations  must  take  into 
account  the  mission  of  the  state  to  provide  for  blind 
persons  without  altering  a humanitarian  system  that 
has  an  excellent  level  of  success. 
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3-  Eye  banks  in  Texas  ' 

District  2E-1  Lions  Eye  Bank 
First  State  Plaza  East,  Suite  1 50 
Abilene,  TX  79602 
(915)673-7334 

Lions  Eye  Bank 
1201  W 38th 
Austin,  TX  78705 
(512)454-3937 

Lions  Sight  and  Tissue  Foundation 
The  University  of  Texas  Health  Sciences 
Center 

40 1 Forensic  Science  Bldg 
5323  Harry  Hines  Blvd 
Dallas,  TX  75235 
(214)688-3908 

Lions  Organ  and  Eye  Bank 
District  2E-2 
c/o  Carter  Blood  Center 
1263  W Rosedale 
Fort  Worth,  TX  76104 
(817)335-4935 

Central  US  Air  Force  Eye  Bank 
WHMC/SGHSE  Wilford  HaU 
Lackland  AFB,  TX  78236-5300 
(512)670-6561 
(512)  670-7700  (if  no  answer) 

District  2A- 1 Lions  Eye  Bank 
PO  Box  4283 
Midland,  TX  79704 
(915)685-1053 

Central  Texas  Lions  Eye  Bank 
2401  S 31st 

Scott  & White  Eye  Department 
Temple,  TX  76508 

(817)  774-2297  (Ask  for  eye  department.  If 
no  answer,  ask  for  beeper  1769.) 


Lions  Hi-Plains  Eye  Bank 
High  Plains  Baptist  Hospital 
1600  Wallace  Blvd 
Amarillo,  TX  79106 
(806)  358-5101 

Lions  Eye  Bank  of  South  Texas 
Box  7343 

Corpus  Christi,  TX  78415 
(512)  881-4788 

West  Texas  Lions  Eye  Bank 
1 100  N Stanton,  Suite  807 
El  Paso,  TX  79902 
(915)  532-6044 

Lions  Eyes  of  Texas  Eye  Bank 
Cullen  Eye  Institute 
6501  Fannin,  C307 
Houston,  TX  77030 
(713)  798-5500 

District  2T-2  Great  Plains  Lions  Eye  Bank 
PO  Box  590 1 
Lubbock,  TX  79417 
(806)762-2242 

Eye  Bank  at  Baptist  Medical  Center 
111  Dallas  St 
San  Antonio,  TX  78286 
(512)  222-8431.  ext  3510,  or 
(800)  228-4733 

Life  Bank  of  East  Texas 
Medical  Center  Hospital 
1000  Beckham 
PO  Drawer  6400 
Tyler,  TX  7571 1 
(214)  531-8816 


•A  toll-free  number  (800)  433-6667  is  available  if  tissue  or  information  is  needed. 
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Penicillin  allergy  has  been  extensively  studied  and 
has  become  a prototype  for  the  study  of  allergic 
drug  reactions.  A significant  number  of  patients 
have  been  incorrectly  labeled  as  allergic  to  peni- 
cillin and  therefore  are  denied  this  effective,  non- 
toxic, and  relatively  inexpensive  antibiotic.  On  the 
other  hand,  penicillin  is  by  far  the  most  common 
cause  of  allergic  drug  reactions  and  the  leading 
cause  of  anaphylaxis  in  the  United  States.  We  have 
the  tools  to  identify  patients  at  a high  risk  of 
anaphylaxis  from  penicillin  and  should  therefore 
be  able  to  decrease  the  incidence  of  penicillin- 
related  anaphylaxis  and  fatalities  and  to  avoid 
denying  the  benefits  of  penicillin  to  a large  seg- 
ment of  the  population  that  has  been  labeled  as 
penicillin  allergic. 

KEY  WORDS:  PENICILUN,  ALLERGY,  DRUG  REACTIONS,  SKIN 
TESTING,  ANAPHYLAXIS 


It  is  estimated  that  80  million  courses  of  peni- 
cillin are  prescribed  in  the  United  States  each 
year.  The  estimated  frequency  of  allergic  reac- 
tions is  of  0.7%  to  10%  of  all  patients  receiving  the 
drug.  Of  these,  2%  to  1 3%  experience  anaphylaxis 
which  has  an  incidence  of  death  of  3%  to  9%  ( 1 ), 
even  with  the  best  management  ( Fig  1 ). 

The  number  of  fatalities  reported  is  approxi-  . 
mately  800  per  year,  or  one  in  every  100,000  pa- 
tients treated  with  penicillin.  However,  this  is  con- 
sidered to  be  a gross  underestimate,  and  the  true 
incidence  of  death  related  to  allergic  reactions  to 
penicillin  is  probably  one  for  every  50,000  patients 
treated  with  the  drug  ( 1 ). 

The  reasons  for  the  high  prevalence  of  penicillin 
allergy  in  the  general  population  can  be  attributed 
to  the  following: 

1.  Widespread,  sometimes  indiscriminate,  use  of 
the  drug.  (Approximately  80  million  courses  are 
prescribed  each  year. ) 

2.  Highly  reactive  degradation  products  (major 
and  minor  determinants)  which  when  combined 


with  tissue  proteins  act  as  very  powerfully  sensitiz- 
ing haptens. 

3.  Extensive  cross-reactivity  among  the  beta-lac- 
tam drugs  which  include  semi-synthetic  penicillins 
and  to  a lesser  degree  the  cephalosporins. 

4.  Frequent  inadvertent  sensitization  due  to  “hid- 
den” sources  (Fig  2). 

Factors  predisposing  to  penicillin  allergy 

Atopic  history:  Although  earlier  studies  suggested  a 
higher  incidence  of  reactions  in  atopic  subjects,  this 
has  not  been  confirmed  in  more  recent  studies. 

Age:  The  peak  incidence  of  reactions  occurs  be- 
tween the  ages  of  20  and  49;  this  is  probably  related 
to  increased  exposure  in  this  group.  Reactions  to 
penicillin  are  less  frequent  in  children. 

Route  of  administration:  Reactions  occur  more 
frequently  and  severely  with  parenteral  route. 

Prior  exposure:  This  is  not  always  possible  to 
establish. 

Biochemistry 

Penicillin  G,  semi-synthetic  penicillins,  and 
cephalosporins  share  the  beta-lactam  ring  (Fig  3), 
which  is  responsible  for  the  formation  of  all  the 
highly  reactive  degradation  products  that  act  as 
antigenic  determinants  or  allergens. 

PENICILLIN  DEGRADATION  PRODUCTS  (Fig  4) 
The  main  degradation  product  of  penicillin  consists 
of  the  beta-lactam  ring  or  benzylpenicilloyl  which 
binds  to  tissue  proteins  and  is  capable  of  inducing 
and  eliciting  hypersensitivity  reactions  in  animals 
and  man  (2,3).  Antibodies  to  BPO  belonging  to  all 
major  isotypes,  as  well  as  IgE,  have  been  identified. 
The  term  “major”  can  be  misleading  as  it  refers  to 
the  percentage  (approximately  95%  ) of  penicillin 
that  is  found  bound  to  tissue  proteins  and  not  to  the 
number  or  severity  of  clinical  reactions.  This  major 
determinant,  when  coupled  to  a polylysine  back- 
bone in  order  to  achieve  stability,  gives  rise  to  BPO, 
the  commercially  available  reagent  for  skin  testing. 


I.  Incidence  of  penicillin  allergy. 

Frequency  of  allergic  reactions: 

0.7%  to  10%  of  all  patients  receiving  penicillin 

Incidence  of  cutaneous  reactivity:’ 

Penicillin  G 1.6% 

Ampicillin  5.3% 

Cephalosporins  1.3% 

Incidence  of  anaphylaxis: 

2%  to  1 3%  of  all  allergic  reactions  to  penicillin 

(75%  of  all  anaphylaxis  in  the  US,  by  far  the  leading  cause, 

followed  by  hymenoptera  stings  with  15%  ) 

Incidence  of  death: 

3%  to  9%  of  patients  with  anaphylaxis 

’Boston  Collaborative  Drug  Surveillance  Program  (22) 


2.  Frequent  "hidden  " sources  of  exposure  to  penicillin 

Milk  ( 6%  of  all  samples  tested  in  the  US  in  1 960  ) 

TV  dinners 
Soft  drinks 

Occupational  (contact  with  airborne  drug,  etc) 

Mycotic  infections 
Contaminated  syringes 
Vaccines 
Intercourse 

In  utero  ( 9%  of  neonates  show  penicilloyl-specific  IgM  ) 
Breast  milk 

Prophylactic  eyedrops  ( greater  incidence  of  specific  IgM  after 
1 year) 
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which  has  been  available  in  the  US  for  over  30  years 
under  the  brand  name  of  Pre-Pen  ( Kremers-Urban 
Milwaukee,  Wis). 

Several  other  antigenic  determinants  are  formed 
in  relatively  small  amounts  (approximately  5%  of  all 
bound  degradation  products).  These  derivatives, 
which  include  benzylpenicillin  itself,  penicilloates, 
penilloates,  benzylpenicilloylamines,  and  perhaps 
others,  are  collectively  referred  to  as  the  “minor” 
antigenic  determinants.  They  were  first  described 
by  Levine  in  1966  when  he  demonstrated  IgE  spe- 
cific to  them  in  the  sera  of  patients  recovering  from 
an  anaphylactic  reaction  to  penicillin  (4).  Anti- 
bodies against  the  minor  determinants  of  the  other 
isotypes  (IgG,  IgM,  and  IgA  ) have  not  been  de- 
scribed. The  term  “minor”  is  in  name  and  amount 
only,  as  they  are  of  considerable  clinical  impor- 
tance, being  responsible  for  many  ( the  majority  in 
some  studies)  of  the  acute  anaphylactic  penicillin 
reactions.  A combination  of  these  “minor”  determi- 
nants, referred  to  as  the  minor  determinant  mixture 
(MDM),  has  been  successfully  used  for  skin  testing. 
Of  these  minor  determinants,  only  benzylpenicillin 
(penicillin  G)  is  currently  available  for  clinical  use. 


The  MDM  reagent  has  not  been  approved  yet  by  the 
FDA  mainly  because  of  lack  of  stability  and  is  only 
available  for  research  protocols. 

Immunology  of  penicillin  reactions 
Penicillin  may  produce  allergic  reactions  by  any  of 
the  four  Gell  and  Coombs’  immunologic  mecha- 
nisms (Fig  5). 

TYPE  1 REACTIONS  (IgE  MEDIATED) 

Antigenic  determinants  ( hapten )-protein  (carrier) 
complexes  bind  to  hapten-specific  IgE  present  on 
the  surface  of  mast  cells  and  basophils.  Via  bridging 
of  adjacent  IgE  molecules,  the  cell  is  activated  and 
releases  large  amounts  of  preformed  and  denovo 
synthesized  mediators  such  as  histamine,  ECF-A, 

PAF,  NCF-A,  prostaglandins,  leukotrienes  (SRS-A), 
etc.  These  mediators  are  powerful,  pharmacologi- 
cally active  compounds  that  cause  vasodilatation, 
bronchoconstriction,  and  increased  vascular  per- 
meability, which  in  turn  are  responsible  for  the 
clinical  manifestations  of  anaphylaxis  and  urticaria. 

Type  I allergic  reactions  to  penicillin  are  caused 
by  IgE  specific  to  major  and/or  minor  determinants. 


3.  Structure  of  penicillin  and  cephalosporin  illustrating  the  major  and  minor  determinants.  Major  determinants  are  formed  by 
reaction  with  protein  to  form  BPO  (penicitloyl)  -protein  conjugates.  * 


"Minor" 

I 

Penicillin  t 


N-Acyl 
Side  Chain 
Grouping 


Cephalosporin 


■N  C-CHj.R, 

H\  ^ ^ 

C V 3 

I A double  bond 


COOH 


"Major" 

1 


R-CO-NH-CH  C(CH3)2 

I I I 

COOH  NH2—  CH  • COOH 

Penicilloate  t 

Cephalosporate  (unstable) 


R.CO-NH*CH CH  C(CH3)2 


O = C HN CH  • COOH 

I 

HN 

I 

Polylysine  Backbone 


Penicilloyl  (stable) 
Cephaloyl  ( t lability) 


• Reproduced  with  permission  from  Gorevic  PD,  Levine  BB:  Clinical  Immunology  Update.  New  York,  Elsevier,  1985,  p 1 19 
tSkln  test  reagents  used  to  test  for  minor  determinant  hypersensitivity. 
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They  usually  occur  within  the  first  72  hours  after 
penicillin  administration  including  most  of  the  im- 
mediate (0  to  1 hour)  reactions.  These  are  the  reac- 
tions that  cause  most  of  the  fatalities  associated  with 
the  use  of  penicillin  and  that  can  be  prevented  by 
screening  patients  by  history  and  skin  testing.  These 
type  of  reactions  have,  therefore,  received  the  most 
attention  and  have  been  the  object  of  the  major 
thrust  of  research.  Examples  of  type  1 reactions  to 
penicillin  are  anaphylaxis,  acute  urticaria,  delayed 
urticaria  (some  cases),  maculopapular  rashes  (some 
cases),  and  the  rare  syndrome  of  recurrent  urticaria 
and  arthralgias,  which  can  present  up  to  three  weeks 
after  penicillin  has  been  discontinued. 

TYPE  11  REACTIONS 

Type  11  reactions  are  caused  by  cytotoxic  antibodies 
of  the  IgG  and  IgM  isotypes,  usually  through  the  ac- 

4.  Penicillin  degradation  products. 

Major  determinant  (95%  ):  Benzylpenicilloyl  (BPO) 

Minor  determinants  ( MDM ) ( 5%  ):  Benzylpenicillin  (penicillin  G ) 

Benzylpenicilloate 

Bertzylpenicilloylamine 


tivation  of  complement  directed  against  cellular 
components  (usually  antigenic  determinants  pres- 
ent on  the  cell  wall).  These  reactions  usually  occur 
when  large  doses  of  penicillin  are  administered.  Ex- 
amples include  hemolytic  anemia,  thrombocyto- 
penia, and  agranulocytosis  (rare). 

TYPE  111  REACTIONS 

Type  111  reactions  are  caused  by  immune  complexes 
of  the  appropriate  size  which  deposit  in  skin,  syno- 
vial membranes,  glomeruli,  small  vessels,  etc.  In  the 
case  of  penicillin.  Type  III  reactions  are  represented 
by  serum  sickness  manifested  by  fever,  maculo- 
papular rash,  arthralgias,  and  urticaria  with  onset  six 
to  2 1 days  after  starting  penicillin  administration 
(two  to  four  days  if  the  patient  is  already  sensi- 
tized). Penicillin  is  presently  considered  to  be  the 
leading  cause  of  serum  sickness.  Recent  studies  sug- 
gest that  a history  of  this  type  of  reaction  to  penicil- 
lin places  the  patient  at  a higher  risk  for  a subse- 
quent type  I reaction;  therefore  these  patients  should 
undergo  skin  testing  before  receiving  penicillin 
again  ( 5 ).  Evidence  indicates  that  many  maculo- 
papular rashes  seen  after  the  administration  of  peni- 
cillin are  caused  via  this  mechanism. 


5.  Cell  and  Coombs'  classification  of  allergic  reactions.  * 


Type  I:  Immediate 


Type  II:  Cytotoxic 


Mast  Cell  or 


Release  of  histamine,  lipid 
mediators,  chemotactic  factors 

i 

Anaphylaxis, 

Bronchospasm, 

Edema 


Stimulation,  or 
Inhibition 


Type  III:  Immune  Complexes 


Type  IV:  Delayed 


TYPE  rv  REACTIONS 

Type  rv  reactions  (delayed  hypersensitivity)  are 
represented  by  a variety  of  clinical  reactions 
thought  to  be  mediated  by  macrophages  and  sen- 
sitized T cells  which  release  a number  of  monokines 
and  cytokines  responsible  for  the  influx  and  activa- 
tion of  inflammatory  cells.  Some  of  the  ones  de- 
scribed with  penicillin  are  interstitial  nephritis 
(methicillin  administration),  contact  dermatitis  (oc- 
cupational exposure),  drug  fever,  and  exfoliative  der- 
matitis. This  latter  clinical  reaction  is  of  particular 
importance  as  patients  who  experience  it  have  an  al- 
most 100%  probability  of  a severe,  life-threatening 
event  upon  re-exposure.  This  cannot  be  predicted 
by  skin  testing  or  any  other  available  test;  therefore, 
it  is  imperative  that  these  patients  totally  avoid 
penicillin  in  the  future. 


•Reproduced  with  permission  from  Baron  S (ed):  Medical  Micro- 
biology, ed  2.  Redwood  City,  Calif,  Addison  Wesley,  1986,  p 103. 


NONIMMUNE  REACTIONS  TO  PENICILLIN 
CNS  TOXICITY — CNS  toxicity  is  seen  predomi- 
nantly in  infants  after  the  administration  of  very 
large  doses  (over  10  million  units)  of  penicillin, 

‘PSEUDOANAPHYLAXIS”—Mzn\ieste(l  by  seizures 
and  changes  of  sensorium,  pseudoanaphylaxis  is 
caused  by  microemboli  resulting  from  the  acciden- 
tal intravenous  administration  of  procaine  penicillin. 

AMPICILUN  RASH — The  incidence  of  cutaneous  re- 
actions seen  after  the  administration  of  ampicillin/ 
amoxicillin  is  approximately  double  that  after  peni- 
cillin or  cephalosporins  (6).  The  difference  consists 
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mostly  of  delayed  ( over  seven  days ) maculopapular 
exanthematous  eruptions,  often  self-limited,  occur- 
ring in  patients  who  do  not  have  skin  test  reactivity 
to  standard  penicillin  skin  test  reagents  and  do  not 
have  otherwise  demonstrable  anti-penicillin  anti- 
bodies in  their  sera.  The  incidence  increases  to 
about  70%  in  patients  with  Epstein-Barr  virus  infec- 
tions such  as  infectious  mononucleosis  (7),  hyper- 
uricemia, or  chronic  lymphocytic  leukemia.  The 
cause  is  unknown,  but  is  probably  due  to  homo- 
polymer formation  by  reaction  of  the  free  amino 
group  in  the  molecule,  specific  IgG  or  IgM  antibody 
responses,  or  cellular  immune  responses. 

Penicillin  reactions  classified  according  to 
time  of  onset 

From  a clinical  point  of  view,  it  is  useful  to  classify 
allergic  reactions  to  penicillin  according  to  the  pe- 
riod of  time  elapsed  between  the  administration  of 
the  drug  and  the  onset  of  symptoms.  This  can  pro- 
vide an  insight  regarding  the  mechanism  involved 
and  the  most  rational  approach  (Fig  6). 

Diagnosis  of  penicillin  allergy 

The  key  elements  for  establishing  the  diagnosis  of 
allergy  to  penicillin  are  the  history  and  the  skin  re- 
activity to  penicillin  reagents.  Occasionally,  in  vitro 
tests  can  also  be  of  help. 

HISTORY 

The  history  of  previous  penicillin  reactions  is  often 
an  unreliable  and  imprecise  tool  for  the  diagnosis  of 
penicillin  allergy.  Many  patients  confuse  reactions 
to  penicillin  with  reactions  to  other  drugs,  mani- 
festations of  their  primary  illness,  etc.  It  is  not  un- 
common for  elderly  patients  to  report  “allergic” 
reactions  to  penicillin  occurring  during  their  child- 
hood, that  is,  even  before  penicillin  became  avail- 
able! To  further  complicate  this  is  the  fact  that 
penicillin  sensitivity  changes  (Fig  7),  usually  declin- 
ing with  time  after  the  last  reaction.  Up  to  75%  of 
patients  with  a documented  allergic  reaction  to 
penicillin  lose  their  sensitivity  after  a period  of  ten 
years.  As  a consequence  of  this,  many  patients  are 
incorrectly  labeled  as  allergic  to  penicillin  and  are 
started  on  other  more  toxic  and  expensive  anti- 
microbials. 

However,  approximately  25%  of  subjects  (8) 
with  a history  of  an  allergic  reaction  to  penicillin  re- 
tain their  sensitivity  after  this  period,  and  it  is 
thought  that  a positive  history  puts  a patients  at  six 
fold  risk  of  a repeat  reaction.  Seventy-five  percent  of 
all  reactions  occur,  on  the  other  hand,  in  patients 
with  a negative  or  unknown  history  for  penicillin  al- 
lergy. All  these  facts  make  it  apparent  that  the  his- 
tory by  itself  is  a grossly  insufficient  tool  to  screen 
for  penicillin  allergy. 


SKIN  TESTING 

One  goal  of  skin  testing  is  to  ascertain  the  safety  of 
penicillin  administration  in  patients  who  have  a 
positive  history  of  penicillin  allergy.  A second  goal 
is  to  identify  patients  who  are  sensitized  (have  spe- 
cific IgE  ) and  at  a high  risk  for  type  I reactions  to 
penicillin,  including  anaphylaxis,  and  therefore 
hopefully  decrease  the  incidence  of  penicillin- 
related  fatalities.  It  is  now  clear  that  severe  systemic 
allergic  reactions  to  penicillin  are  IgE  mediated. 

Skin  tests  with  penicillin  reagents,  demonstrating 
immediate  wheal  and  flare  reactions,  determine  the 
presence  of  IgE  specific  for  the  antigenic  determi- 
nants of  penicillin  and  have  predictive  value. 

Presently,  skin  testing  is  the  only  method  that 
effectively  identifies  virtually  all  patients  at  risk  for 
an  IgE-mediated  allergic  reaction.  Antipenicilloyl 


6.  Penicillin  reactions  according  to  the  time  of  onset 


Type 

Onset 

Antibody 

Class 

Antigen 

Clinical  Reaction 

Immediate 

0-1  h 

IgE 

MDM* 

Anaphylaxis 

BPO* 

Urticaria 

Accelerated 

1-72  h 

IgE 

BPO 

Urticaria 

Asthma  ( rare ) 

Delayed 

>72  h 

IgE 

BPO 

Urticaria/arthralgia 

IgG 

BPO-rbc 

Hem.  anemia 

IgM 

BPO 

Maculo-papular  rash  cellular 

* MDM;  minor  determinant  mixture;  BPO:  benzyl-polylysine  (major  determinant);  rbc  red  blood 
cell 


7.  Percent  positive  skin  tests  results  with  penicilloylpolylysine 
and  penicillin  G versus  time  interval  follounng  allergic 
reaction.  * 


Time  in  Years  following  Allergic  Reaction 


• Reproduced  with  permission  from  Finke  SR,  et  al;  Results  of  com- 
parative skin  tests  with  penicilloyl-polylysine  and  penicillin  in  pa- 
tients with  penicillin  allergy.  American  journal  of  Medicine  38: 
71-82,  1965 


Volume  85  February  1989 


antibodies  are  detected  by  prick  and  intradermal  in- 
jection of  penicilloyl  poIy-L-lysine,  marketed  as  Pre- 
Pen  (Kremers-Urban).  Other  antibodies  are  de- 
tected by  injecting  the  minor  determinants  (MDM) 
of  which  only  benzylpenicillin  G is  now  commer- 
cially available.  Testing  with  Pre-Pen  and  MDM  will 
detect  virtually  all  patients  at  risk,  whereas  testing 
with  the  commercially  available  reagents  will  detect 
only  about  95%  of  these  patients,  and  will  result  in 
about  5%  false  negatives.  Skin  testing  can  rarely 
provoke  systemic  reactions  (four  cases  of  fatal 
anaphylaxis  have  been  reported  in  the  literature) 
(9),  but  these  most  likely  can  be  prevented  by  per- 
forming a prick  test  prior  to  the  intradermal  test. 

REAGENTS — Reagents  used  for  penicillin  skin  test- 
ing are  obtained  from  degradation  products  ( see 
biochemistry,  above ).  The  major  determinant  BPO 
is  attached  to  a polylysine  chain  (BPO-PL)  and  used 
at  a concentration  of  10“^M.  It  is  commercially 
available  as  Pre-Pen  (Kremers-Urban). 


8.  Summary  of  studies  of  penicillin  skin  testing. 


Study 

No  Patients 

History  ( -r  ) 

No  History 
of  Penicillin 

Reaction 

Brown  (12) 

16,239* 

40%  ST+t 

6%  ST-I- 

Green  (13) 

3,000t 

19%  ST-I- 

7%  ST-I- 

Adkinson  (8) 

250 

24%  ST-I- 

10%  ST-I- 

Saxon  (14) 

300 

10%  ST-I- 

Solley  (15) 

778 

14%  ST-I- 

Sullivan  ( 5 ) 

740 

63%  ST-I- 

Levine  (16) 

218 

15%  ST-I- 

3%  ST-I- 

NIH  study  (17) 

1,170 

14%  ST-I- 

4%  ST-I- 

' Skin  testing  with  Pre-Pen  only 

tST-l-  = positive  skin  reaction 

ifSkin  testing  with  Pre-Pen  and  Penicillin  G only 


9-  Correlation  of  penicillin  skin  testing  results  ivith  subsequent 
reactions  upon  administration  of  penicillin 

Positive  Skin  Negative  Skin 


Study 

Test 

Test 

Brown  (12) 

4% -10% 

0.5% 

Green  (13) 

67%  (6/9) 

3.2% 

( 12/379) 

Adkinson  (8) 

100%  ( 1/1  ) 

0.5% 

( 1/196) 

Saxon  (14) 

0 

(0/120) 

Solley  (15) 

50%  (4/8) 

4.0% 

(27/669) 

Sullivan  ( 5 ) 

2.4% 

(2/83) 

Levine  (16) 

73%  (8/11) 

0.5% 

( 1/185) 

NIH  study  (17) 

4.0% 

(40/1007) 

10.  In  vitro  methods  for  the  diagnosis  of  penicillin  allergy. 

Hemagglutination 
Lymphocyte  blast  transformation 
Basophil  histamine  release 
Fluorescent  antibodies 
Radioallergoabsorbent  test  ( RAST ) 

Delayed  patch  testing 


The  three  well  characterized  minor  determinants 
of  penicillin,  benzylpenicillin  (pen  G),  benzyl- 
penicilloate,  and  benzylpenicilloylamine  may  also 
serve  as  reagents  for  skin  testing.  The  mixture  of  the 
three,  or  MDM,  has  been  used  in  research  protocols. 
Only  benzylpenicillin  (pen  G)has  been  approved 
for  skin  testing  in  the  United  States. 

All  minor  determinants  are  used  at  a concentra- 
tion of  10  ^M,  or  8,000  u Pen  g/mL.  When  testing 
with  aqueous  penicillin  G as  a minor  determinant,  it 
has  been  recommended  to  perform  a scratch  test 
with  a 5 u/mL  solution  (10).  If  there  is  no  reaction 
after  20  minutes,  a second  scratch  test  is  done  with 
a 10,000  u/mL  solution.  If  this  is  also  negative,  an  in- 
tradermal test  with  0.02  mL  of  the  10,000  u/mL  so- 
lution is  placed. 

In  Europe  all  minor  determinants  are  commer- 
cially available  as  a lyophilized  form  of  MDM  mar- 
keted by  Laboratoire  des  Stallergens,  France,  as 
Pen-Kit. 

INTERPRETATION  AND  PREDICTIVE  VALUE— Ihc 
reported  prevalence  of  positive  penicillin  skin  tests 
in  patients  with  a history  of  allergic  reactions  to 
penicillin  is  about  15%,  although  one  study  (5)  puts 
it  as  high  as  63%  (Fig  8).  As  already  mentioned,  the 
prevalence  of  positive  skin  test  reactions  to  peni- 
cillin determinants  decreases  with  increasing  time 
after  clinical  allergic  reactions. 

Approximately  73%  of  patients  are  skin-test  posi- 
tive within  one  year  of  the  reaction  (11),  whereas 
only  25%  are  positive  ten  years  or  more  later  (this 
is  still,  however,  substantially  higher  than  the  ap- 
proximately 0.7%  to  10%  reported  for  the  general 
population  ).  Thus  many  patients,  despite  a valid, 
documented  positive  history,  no  longer  express  IgE 
anti-penicillin  antibodies  and  can  be  treated  with 
beta-lactam  drugs. 

Patients  with  negative  skin  tests  have  a very  low 
incidence  of  reactions  (0.5%  to  4%  ) when  given 
penicillin  (Fig  9).  Additionally,  most  of  these  reac- 
tions are  mild,  and  the  majority  are  probably  not 
IgE-mediated.  On  the  other  hand,  the  limited  data 
available  indicate  that  patients  with  a positive  skin 
test  to  penicillin  are  at  a very  high  risk  (approxi- 
mately 67%  ) of  suffering  a systemic  allergic  reac- 
tion if  given  penicillin  (12).  Figs  8 and  9 summarize 
the  available  data  from  studies  correlating  the  his- 
tory with  the  skin  test  reactivity  and  the  predictive 
value  of  the  latter. 

INDICATIONS  FOR  TESTING 
Currently,  the  only  undisputed  indication  for  per- 
forming penicillin  skin  testing  is  in  patients  who 
give  a history  of  an  adverse  reaction  to  the  drug  and 
who  present  with  an  infection  requiring  the  use  of 
penicillin.  As  a considerable  number  of  patients  ex- 
periencing reactions  to  penicillin  had  no  previous 
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history  of  allerg>'  to  the  drug,  it  has  been  proposed 
that  all  patients  should  be  skin  tested  before  receiv- 
ing penicillin  regardless  of  their  history,  as  it  could 
prevent  some  reactions.  As  of  this  moment,  this  ap- 
proach is  not  recommended  as  it  would  not  be  cost 
effective,  could  sensitize  patients,  and  could  lead  to 
excessive  caution  in  the  use  of  penicillin  with  a re- 
sulting biased  risk-benefit  ratio. 

It  is  not  advisable  to  perform  skin  tests  in  patients 
without  a therapeutic  indication  for  the  drug,  as 
sensitivity  to  penicillin  changes  with  time  and  pa- 
tients might  become  sensitized  later  from  “hidden” 
sources  or  from  subsequent  courses  of  penicillin.  A 
negative  skin  test  is  valid  only  if  performed  less  than 
48  hours  before  the  administration  of  penicillin. 

In  summary,  the  following  statements  can  be 
made  about  penicillin  skin  testing: 

1 . It  is  the  only  safe  and  effective  way  to  identify 
patients  at  risk  of  anaphylaxis  from  penicillin  and 
derivatives. 

2.  It  does  not  predict  non-IgE-mediated  allergic 
reactions. 

3-  Its  prevalence  declines  with  time. 

4.  Its  value  for  screening  history-negative  pa- 
tients receiving  penicillin  has  not  been  established. 

5.  It  carries  very  little  risk  of  sensitization,  al- 
though that  remains  a theoretical  possibility. 

OTHER  IN-VITRO  METHODS  OF  TESTING 
Other  in  vitro  methods  have  been  used  in  the  diag- 
nosis of  penicillin  allergy  (Fig  10).  Generally,  their 
clinical  use  is  very  limited  because  of  lack  of  sen- 
sitivity, cost,  etc.  The  radioallergoabsorbent  test 
(RAST),  however,  has  been  found  to  be  positive  in 
at  least  one  patient  experiencing  allergic  reactions 
to  penicillin  who  had  negative  skin  tests. 

ADVANTAGES  OF  IN-VITRO  TESTS— ( 1 ) No  risks  of 
adverse  reactions  (very  low  with  skin  tests);  (2)  do 
not  sensitize  patients  (theoretically  possible  with 
skin  tests);  and  (3)  can  be  used  in  patients  with  ex- 
tensive skin  disorders  or  dermatographism. 

DISADVANTAGES  OF  IN  VITRO  TESTS— { 1 ) Poor 
sensitivity:  detect  only  IgE  to  BPO  and  not  to  MDM; 
(2)  poor  specificity;  (3)  expensive;  and  (4)  time 
consuming:  not  useful  in  emergencies. 

Approach  to  patients  with  penicillin  allergy 

SKIN  TEST— NEGATIVE  RESPONSES 
Give  a “test  dose”  of  3,000  u pen  G,  or  3 mg  to  5 
mg  of  the  semisynthetic  penicillin  to  be  used,  sub- 
cutaneously in  the  arm,  leaving  enough  room  for  a 
tourniquet,  and  observe  the  patient  for  20  minutes. 
This  is  recommended  as  an  additional  precaution  in 
view  that  skin  testing  with  the  reagents  that  are 
now  commercially  available  has  a 5%  false-negative 
rate.  If  there  is  no  systemic  or  large  local  reaction 


after  20  minutes,  proceed  with  full  therapeutic 
doses.  Penicillin  should  be  given  within  24  hours 
after  negative  skin  test  results;  otherwise,  a repeat 
test  should  be  performed.  This  also  applies  if  peni- 
cillin therapy  is  interrupted  for  more  than  24  hours. 

SKIN  TEST— POSITIVE  RESPONSES 
In  a patient  with  positive  skin  tests  with  penicillin, 
we  have  two  options:  (a)  use  of  an  alternate  anti- 
biotic (preferred  whenever  possible),  or  (b) 
desensitization. 

Desensitization  to  penicillin 

Desensitization  to  penicillin  can  be  achieved  by  the 
repeated  administration  of  small  amounts  of  the 
drug  which  are  progressively  increased  until  thera- 
peutic doses  are  reached.  This  induces  a state  of 
temporary  mast  cell  and  basophil  unresponsiveness, 
specific  for  penicillin  and  mediated  presumably  by 
cellular  depletion  of  a serine -proesterase. 

The  decision  to  desensitize  must  be  individu- 
alized for  each  patient,  carefully  taking  into  account 
the  risk-benefit  ratio.  Ideally,  it  should  be  a team  de- 
cision involving  the  primary  care  physician,  as  well 
as  the  allergy  and  infectious  diseases  consultants. 
The  patient  (or  his  or  her  relatives)  must  be  fully 
informed  of  the  risks,  and  informed  consent  should 
be  obtained. 

As  we  previously  mentioned,  a patient  with  a 
positive  skin  test  to  peniciUin  has  a 67%  risk  of  suf- 
fering a clinically  detectable  allergic  reaction  if  re- 
ceiving the  drug.  The  risk  of  anaphylaxis  is  approxi- 
mately 1%  of  all  reactions,  and  it  carries  a fatality  rate 
of  5%  among  properly  treated  patients  (probably 
higher  in  chronically  ill  patients,  such  as  the  ones 
requiring  peniciUin  desensitization).  These  consid- 
erations lead  to  the  expectation  that  approximately 
0.2%  (or  1 in  430)  of  skin  test-positive  patients  ex- 
perience fatal  anaphylaxis  after  receiving  penicUlin 
(18).  Properly  conducted  desensitization  protocols 
appear  to  reduce  this  risk  substantially.  Certainly 
there  are  medical  conditions  where  the  risk  of 
death  appears  to  be  greater  than  0.2%  if  peniciUin  is 
not  given.  In  these  instances,  desensitization  to 
peniciUin  should  be  strongly  considered.  Infections 
commonly  presenting  physicians  with  this  therapeu- 
tic decision  include  cases  of  endocarditis,  osteo- 
myelitis, Pseudomonas  infections,  brain  abscess, 
meningitis,  infections  in  neutropenic  patients,  etc. 
Others,  like  CNS  syphilis,  can  be  treated  adequately 
only  with  peniciUin  in  order  to  avoid  permanent  se- 
quelae. SyphUis  during  pregnancy  is  not  always 
cured  by  alternate  drugs  and  carries  a significant 
risk  of  fetal  death  or  malformations  and  constitutes 
another  indication  for  desensitization. 

Desensitization  to  peniciUin  should  be  carried  out 
in  an  intensive  care  unit,  with  continuous  monitor- 
ing of  the  patient,  intravenous  lines  in  place,  and  all 
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1 1.  Oral  desensitization  protocol  * 


Slept 

Phenoxymethyl 

Penicillin 

(U/mL)  Amount 

(mL) 

Dose  (U) 

Cumulative 
Dosage  (U) 

1 

1,000 

0.1 

100 

100 

2 

1,000 

0.2 

200 

300 

3 

1,000 

0.4 

400 

700 

4 

1,000 

0.8 

800 

1,500 

5 

1,000 

1.6 

1,600 

3,100 

6 

1,000 

3.2 

3,200 

6,300 

7 

1,000 

6.4 

6,400 

12,700 

8 

10,000 

1.2 

12.000 

24,700 

9 

10,000 

2.4 

24,000 

48,700 

10 

10,000 

4.8 

48,000 

96,700 

11 

80,000 

1.0 

80,000 

176,700 

12 

80,000 

2.0 

160,000 

336,700 

13 

80,000 

4.0 

320,000 

656,700 

14 

80,000 

8.0 

640,000 

1.296,700 

Observe  patient  for  30  minutes 

Change 

to  Benzylpenicillin  G 

rv 

15 

500,000  U/mL 

0.25 

125,000 

16 

500,000 

0.50 

250,000 

17 

500,000 

1.0 

500,000 

18 

500,000 

2.25 

1,125,000 

'Reproduced  with  permission  from  Sullivan  TJ:  Penicillin  allergy,  in 
Lichtenstein  LM,  Fauci  AS  (eds):  Current  therapy  in  allergy,  immu- 
nology and  rheumatology  Toronto,  BC  Decker,  1985,  p 60. 
t Interval  between  steps,  1 5 min 


12.  Parenteral  desensitization  protocol ' 


Stept 

Concentration  of 
/3-Lactam  Drug 
(mg/niL) 

Amount 

Dose 

Cumulative 

Dosage 

(mg) 

1 

0.1 

0.10  mL  set  0.01  mg 

.01 

2 

0 1 

0.20 

0.02 

.03 

3 

0 1 

0.40 

0.04 

.07 

4 

0.1 

0.80 

0.08 

.15 

5 

1 

0 15 

0.15 

,30 

6 

1 

0.30 

0.3 

.60 

7 

1 

0.60 

0.6 

1.2 

8 

10 

0.10 

1 

2.2 

9 

10 

0.20 

2 

4.2 

10 

10 

0.40 

4 

8.2 

1 1 

10 

0.80 

8 

16.2 

12 

100 

0.15 

15 

31.2 

13 

100 

0.30 

30 

61  2 

14 

100 

0.60 

60 

121.2 

15 

1,000 

0 10 

100 

221.2 

16 

1,000 

0.20 

200 

421.2 

17 

1,000 

0.40 

400 

821.2 

18 

1,000 

0.50 

500 

1,321.2 

Observe  patient  for  30  minutes 

19 

1,000 

rv 

0.5  g 

1,821  2 

20 

1,000 

rv 

15  g 

3,321  2 

• Reproduced  with  permission  from  Sullivan  TJ:  Penicillin  allergy,  in 
Lichtenstein  LM,  Fauci  AS  (eds):  Current  therapy  in  allergy,  immu- 
nology and  rheumatology.  Toronto,  BC  Decker,  1985:61 
t Interval  between  steps,  1 5 min 
Subcutaneous 


necessary  drugs  and  equipment  to  treat  anaphylaxis 
and  cardiorespiratory  arrest  readily  available.  Pa- 
tients should  not  be  taking  beta-blocker  drugs  such 
as  propranolol.  A desensitization  protocol  should  be 
written  by  the  allergist  and  carried  out  strictly 
under  his  or  her  supervision.  Recent  data  from  Sul- 
livan et  al  ( 19)  indicate  that  in  many  instances  oral 
desensitization  protocols  (Fig  11)  are  safer  than  the 
traditional  parenteral  protocols  (Fig  12),  with  less 
likelihood  of  systemic  allergic  reactions,  and  should 
be  followed  when  appropriate  and  possible. 

Allergic  reactions  to  cephalosporins 

MAGNITUDE  OF  THE  PROBLEM 
Cephalosporins  have  been  prescribed  with  increas- 
ing frequency  in  the  US.  On  a strict  cost  basis  they 
have  become  the  most  widely  used  antibiotics,  ac- 
counting for  68%  of  the  total  amount  of  dollars 
spent  on  antibiotics  in  1985.  The  problem  of  allergy 
to  these  drugs  is  further  complicated  by  the  lack  of 
definite  studies  and  information. 

INCIDENCE 

The  overall  incidence  of  allergic  reactions  appears 
similar  to  penicillin,  approximately  2%  to  3%  per 
course.  In  patients  with  a positive  history  of  peni- 
cillin allergy,  however,  the  incidence  is  threefold  to 
fourfold:  8.1%  vs  2.5%  (20)  when  averaging  the  re- 
cent major  studies.  This  is  considerably  lower  than 
the  1 8%  to  20%  previously  reported  in  the  litera- 
ture and  cited  in  old  editions  of  major  medical 
textbooks. 

CROSS-REACTlVny  TO  PENICILLIN 
Although  cross-reactivity  between  the  penicillin 
antigenic  haptens  and  cephalosporin  haptens  can  be 
shown  experimentally  and  clinically  in  both  animals 
and  humans  (21),  this  cross-reactivity  is  heteroge- 
neous. It  may  be  influenced  by  binding  avidity  or  by 
flexibility  or  conformability  of  the  special  combin- 
ing regions  of  the  antigenic  determinants.  Several 
observations  support  the  presence  of  this  cross- 
reactivity: (a)  patients  allergic  to  penicillin  who 
have  never  received  a cephalosporin  have  anti- 
bodies specific  for  cephalosporins;  (b)  patients 
given  a cephalosporin  have  a rise  in  antibody  titer 
to  penicillin;  (c)  patients  allergic  to  penicillin  who 
have  never  received  a cephalosporin  have  positive 
skin  tests  to  cephalosporins;  and  (d)  patients  al- 
lergic to  penicillin  have  clinical  reactions  when 
given  cephalosporins. 

MECHANISM  OF  REACTIONS 
TO  CEPHALOSPORINS 

Probably  the  same  mechanisms  described  with 
penicillin  allergy  are  involved;  however,  the  relative 
frequency  of  reactions  mediated  by  nonimmune 
mechanisms  seems  to  be  higher.  Also,  many  studies 
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suggest  the  possible  existence  of  a difference  in  al- 
lergenicity between  the  different  cephalosporin 
drugs.  In  some  studies,  cephalothin  ( 20  ) seems  to 
be  more  associated  with  anaphylaxis  than  other 
cephalosporins.  Other  reports  suggest  that  the 
newer  generation  cephalosporins  have  a lower  inci- 
dence of  allergic  reactions.  One  of  these  products, 
aztreonam,  a member  of  the  new  class  of  beta- 
lactam  antibiotics,  the  monobactams,  has  no  cross- 
reactivity in  vitro  to  penicillin  or  to  cephalothin 
(22,23). 

SKIN  TESTING  WITH  CEPHALOSPORINS 
The  value  of  skin  testing  with  cephalosporins  has 
not  been  well  established.  The  major  determinant, 
cephaloyl,  is  unstable  and  minor  determinants  have 
not  been  identified. 

PENICILLIN-ALLERGIC  PATIENTS 
For  the  penicillin-allergic  patient  who  requires 
cephalosporins,  four  general  recommendations 
should  be  considered: 

1 . The  practitioner  should  assume  that  there  is 
cross-reactivity. 

2.  Patients  with  previous  reactions  to  penicillin 
should  undergo  skin  testing  with  penicillin  reagents 
(and  perhaps  with  cephalosporins). 

3.  The  physician  should  consider  use  of  alternate 
antibiotics  or  desensitization  for  patients  whose  skin 
test  results  are  positive. 

4.  The  physician  should  also  consider  use  of  the 
less  reactive  (newer,  third  generation) 
cephalosporins. 
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CHIC. 


That’s  the  way  they  see  smoking.  It’s  the  message 
in  the  advertising  they  see  every  day:  smoking  is 
sophisticated,  smart,  part  of  the  good  life.  Smok- 
ing helps  these  kids  feel  they  “belong”. . . and  that’s 
what  they  want,  desperately. 

Meanwhile,  tobacco-related  illnesses  result  in 
over  350,000  premature  deaths  in  this  country 
every  year.  In  fact,  the  annual  death  toll  from 
cigarettes  alone  is  greater  than  that  from  heroin, 
cocaine,  alcohol,  fire,  automobile  accidents, 
homicide,  suicide  and  AIDS  combined^.  Yet 
cigarettes  are  our  most  heavily  advertised 
consumer  product. 

This  must  change!  The  AM  A has  been  saying 
so  for  years,  and  we’ve  won  many  victories  in  our 
war  against  tobacco.  Warning  labels  on  smokeless 
tobacco  packages,  an  increased  federal  excise  tax 
on  cigarettes,  a smoking  ban  on  most  domestic 
airline  flights,  and  a television  advertising  ban 


for  smokeless  tobacco  products.  Yet  children  are 
still  being  seduced  by  the  “glamour”  of  smoking. 

As  physicians,  we  share  a responsibility  for 
our  nation’s  health.  That’s  why  the  AMA  is  call- 
ing for  legislation  that  would  ban  all  tobacco 
advertising.  And  why  we  have  testified  before 
Congress  to  defend  the  constitutionality  of 
such  legislation. 

To  succeed  in  this  effort  — and  in  our  work 
toward  a tobacco-free  society  by  the  year  2000— 
we  need  your  help.  In  return,  we’ll  stand  up  for 
you  on  all  issues  that  concern  the  medical 
profession. 

Our  members  make  a difference. 

If  you  ’re  already  a member,  we  need  your 
continued  support.  If  you  're  not, 

JOIN  today: 

Call  1-800-AMA-1452.  In  Illinois,  call  collect, 
312-645-4783. 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 
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Polyradiculoneuropathy 
in  transftision- 
associated  AIDS  and 
dorsal  root  pathology 


A 68  year-olci  woman  developed  a clinical  picture 
of  a painful  subacute  polyradiculoneuropathy. 
Her  condition  improved  dramatically  after  treat- 
ment with  plasmapheresis.  A few  months  later  she 
was  found  to  have  serologic  evidence  for  the  hu- 
man immunodeficiency  virus.  This  infection  was 
traced  to  a contaminated  transfusion  received 
three  years  earlier.  Postmortem  studies  disclosed 
pathology  affecting  mainly  dorsal  roots. 

KE)’  WORDS:  AIDS,  PODTIADICULONEUROPATH)' 


Human  immunodeficiency  virus  ( HIV ) pro- 
duces both  central  and  peripheral  nervous 
system  disorders.  Involvement  of  peripheral 
nerves  is  not  common  but  is  now  a well-recognized 
complication  (1—4).  Presenting  manifestations  may 
be  primarily  motor  or  sensory  and  the  latter  are 
often  accompanied  by  severe  dysesthesias.  Patho- 
logic studies  have  focused  on  peripheral  nerves 
where  biopsies  frequently  disclosed  inflammatory 
infiltrates.  Clinical  improvement  has  resulted  from 
corticosteroid  treatment  or  plasmapheresis.  This  ar- 
ticle reports  a patient  with  transfusion-associated 
acquired  immune  deficiency  syndrome  (AIDS)  who 
developed  a painful  subacute  polyradiculoneuropa- 
thy. She  died  of  pneumocystis  carinii  pneumonia. 
Postmortem  study  disclosed  inflammatory  changes 
primarily  in  the  dorsal  roots. 

Case  report 

A 68-year-old  woman  was  seen  in  the  clinic  on  July 
11,  1986,  with  a chief  complaint  of  progressive 
numbness,  tingling,  and  weakness  of  the  arms  and 
legs  developing  over  ten  days. 

Medical  history'  included  a right  carotid  endar- 
terectomy in  February  1983  during  which  she  re- 
quired two  units  of  blood.  In  December  1984  she 
was  hospitalized  because  of  encephalitis  and  re- 
covered completely  over  ten  days. 

Examination  disclosed  mild  weakness  (4/5) 
slightly  greater  in  distal  musculature.  Reflexes  were 
obtained  with  reinforcement  in  the  arms  and  were 
absent  in  the  legs.  Vibration  perception  was  absent 
at  the  toes,  and  there  was  distal  sensory'  loss  to  pain 
and  temperature  in  a stocking-glove  distribution. 
Initial  laboratory  data  were  not  remarkable. 

The  patient  was  admitted  to  St  Luke’s  Hospital  on 
July  14,  1986,  because  of  rapidly  progressive  weak- 
ness, pain,  and  paresthesias.  Strength  was  graded  at 
2/5  in  distal  and  4/5  in  proximal  muscles.  Severe 
dysesthesias  prevented  the  patient  from  walking. 
Sensory  and  reflex  examinations  were  unchanged. 
Cerebrospinal  fluid  examination  showed  1 1 mono- 
nuclear cells  (per  mm’),  cells,  protein  of  103  mg/dL 
(1.03  g/L),  glucose  of  64  mg/dL  (3.6  mmol/L),  and 
negative  VDRL  findings.  The  immunoglobulin-G/ 


albumin  ratio  was  0.29  (elevated),  and  oligoclonal 
bands  were  present.  Bacterial  and  fungal  cultures 
and  cryptococcal  antigen  were  negative. 

The  patient  was  treated  with  prednisone  (60  mg 
daily  ) and  improved  remarkably  over  three  days. 
There  was  a significant  reduction  in  pain,  and 
strength  improved  to  4/5  in  proximal  and  distal 
musculature.  After  one  week  of  treatment,  the  pa- 
tient became  psychotic  and  manifested  paranoid 
ideation.  Prednisone  administration  was  then 
tapered  and  discontinued  over  three  days.  She  con- 
tinued to  have  severe  dysesthesias  and  was  dis- 
charged on  July  28,  1986. 

On  Aug  12,  1986,  the  patient  was  readmitted  be- 
cause of  increasing  pain  and  weakness.  She  had  se- 
vere dysesthesias.  Leg  strength  was  2/5  except  for 
quadriceps  at  4/5.  Arm  strength  was  3/5  to  4/5, 
weaker  distally'.  Reflexes  were  absent.  Position  and 
vibration  were  absent  at  the  toes.  Prednisone  was 
cautiously  restarted  at  1 5 mg/day  but  was  ineffec- 
tive. She  became  paraplegic  with  absent  position 
and  vibratory  sense  below  the  hips.  Plasmapheresis 
was  begun  along  with  prednisone  (20  mg/day)  and 
azathioprine  (which  was  gradually  increased  from 
50  to  125  mg/day).  There  was  remarkable  improve- 
ment which  was  maintained  only  by  continuing 
plasmapheresis.  Strength  improved  in  the  legs  to  4/5 
and  sensory  function  returned  with  only  a few  posi- 
tion sense  errors  at  the  toes  and  distal  sensory'  loss 
to  pain  and  temperature. 

Four  electrodiagnostic  studies  were  performed 
over  a three-month  interval.  Successive  nerv  e con- 
duction studies  revealed  progressive  slowing  of 
motor  conduction  velocities  associated  with  low 
amplitude  compound  muscle  action  potentials  with 
prominent  temporal  dispersion  and  prolonged  distal 
latencies.  Low  amplitude  sensory'  responses  were 
present  in  the  upper  extremities  on  initial  study, 
but  subsequently  were  uniformly  absent.  Needle  ex- 
aminations performed  with  each  study  suggested 
progressive  denervation  in  the  presence  of  an  in- 
creasing number  of  positive  sharp  waves  and  fibril- 
lation potentials  in  a widespread  distribution, 
associated  with  reduced  recruitment  patterns.  The 
last  study,  on  Oct  6,  1986,  was  an  exception  as  it 
disclosed  a reduction  in  the  amount  of  denervation 
coincident  with  clinical  improvement  after  plas- 
mapheresis. The  overall  findings  were  consistent 
with  a progressive  demyelinating  neuropathy  with 
superimposed  axonal  degeneration.  Representative 
nerve  conduction  studies  are  presented  in  Fig  1 . 

In  November  1986,  it  was  discovered  that  the  pa- 
tient had  received  blood  during  surgery'  in  1983 
from  a donor  who  later  developed  AIDS.  Pertinent 
studies  were  then  performed.  HIV  serology'  was 
positive  and  Western  blot  test  reactive.  T-cell  stud- 
ies showed  a helper/suppressor  ratio  of  0.2  (normal 
1.9  ± 0.5).  Toxoplasmosis  IgM  antibodies  were  ab- 


Thc  authors.  Depart- 
ments of  Neurolog)’,  Pa- 
thology and  Physical 
Medicine,  St  Luke’s 
Episcopal  Hospital, 
Houston,  TX  770_S0. 
Send  reprint  requests 
to  Dr  Alpert,  75 1 5 S 
Main,  #290,  Houston, 
TX  770.50 


Volume  85  Febnutn'  1989 


Polyradiculoneuropathy 


sent,  and  IgG  antibody  titers  were  positive  at  1:16. 
Cytomegalovirus  (CMV)  IgM  antibodies  were  ab- 
sent, and  IgG  antibody  titers  were  positive  at  1 :256. 
Epstein-Barr  virus  serologies  were  negative. 

The  patient  was  discharged  from  the  hospital  on 
Dec  8,  1986,  improved  and  using  a walker.  Plas- 
mapheresis was  continued  on  an  outpatient  basis. 
She  developed  respiratory  failure  caused  by  Pneu- 
mocystis carinii  pneumonia  proved  by  trans- 
bronchial  lung  biopsy  and  died  Jan  28,  1987. 

At  postmortem  examination,  no  gross  abnor- 
malities were  observed  on  inspection  of  the  spinal 
cord,  roots,  or  brachial  plexus.  Sections  were  ob- 
tained and  stained  with  hematoxylin-eosin  stain,  and 
Luxol-fast  blue.  An  infiltrate  of  mononuclear  cells  in 
the  dorsal  roots  was  mainly  perivascular,  but  scat- 
tered cells  were  seen  throughout  the  section  (Fig 
2).  These  were  predominantly  lymphocytes  along 
with  occasional  histiocytes.  Luxol-fast  stains  dis- 
closed multiple  areas  of  focal  segmental  demyelina- 
tion  associated  with  closely  adjacent  mononuclear 
cells  (Fig  3).  No  intranuclear  or  intracytoplasmic  in- 
clusions were  seen. 

Sections  of  spinal  cord,  anterior  roots,  and  lep- 
tomeninges  showed  no  abnormal  findings,  and  those 
of  the  brachial  plexus  only  a minimal  inflammatory 
infiltrate. 

Discussion 

We  present  a patient  with  transfusion-associated 
AIDS  who  developed  a painfril  inflammatory  poly- 
radiculoneuropathy. She  received  a blood  trans- 
fusion in  February  1983  from  a donor  who  sub- 
sequently developed  AIDS.  In  December  1984  she 
developed  the  clinical  picture  of  viral  encephalitis, 
which  resolved  spontaneously  over  ten  days.  In  July 
1986,  she  developed  a subacute  painful  neuropathy. 
Severe  dysesthesias  and  prominent  vibratory  and 
position  sense  loss  became  major  features.  Moder- 
ate weakness  was  greater  distally  and  probably  mag- 
nified by  the  dysesthesias,  which  prevented  full 
cooperation  for  muscle  testing.  Early  neurophysio- 
logical studies  showed  evidence  of  a demyelinating 
neuropathy,  although  subsequent  studies  also  dem- 
onstrated axonal  features.  Increased  numbers  of 
mononuclear  cells  (11  cells/mm’),  an  increased 
IgG/albumin  ratio,  and  oligoclonal  bands  were  seen 


in  the  cerebrospinal  fluid.  An  HfV  serology  was  posi- 
tive and  she  had  abnormal  T-cell  ratios.  She  initially 
responded  well  to  corticosteroid  therapy  but,  be- 
cause of  a psychotic  reaction,  could  tolerate  only 
low  doses.  Plasmapheresis  was  remarkably  helpful 
in  reducing  the  dysesthesias  and  improving  both 
sensory  and  motor  function.  Six  months  after  the 
onset  of  her  neuropathy,  she  died  of  pneumonia  due 
to  Pneumocystis  carinii.  Postmortem  examination 
disclosed  inflammatory  involvement  primarily  of 
dorsal  roots  with  mononuclear  cells  adjacent  to 
areas  of  focal  segmental  demyelination. 

In  a series  of  50  patients  with  neurologic  com- 
plications of  AIDS,  Snider  et  al  ( 1 ) reported  eight 
patients  who  had  a painful  symmetrical  poly- 
neuropathy. Sensory  findings  indicated  involvement 
of  large  and  small  fibers,  and  physiological  studies 
showed  a predominantly  demyelinating  pattern. 
Cerebrospinal  fluid  (CSF)  was  normal  or  showed  in- 
creased protein,  but  there  was  no  pleocytosis.  One 
nerve  biopsy  was  performed  and  was  normal.  Our 
patient  showed  similar  clinical  findings. 

Lipkin  et  al  ( 2 ) described  inflammatory  neuropa- 
thies found  in  1 2 patients  with  AIDS-related  com- 
plex (ARC).  Presenting  manifestations  were  those  of 
an  indolent,  progressive,  mixed  motor  and  sensory 
neuropathy.  Most  of  the  patients  had  multifocal 
symptoms  and  electrophysiological  evidence  of 
axonal  degeneration.  Sural  nerve  biopsies  per- 
formed on  five  patients  most  often  disclosed  axonal 
degeneration.  Half  of  the  patients  showed  a CSF 
pleocytosis.  Plasmapheresis  appeared  beneficial  in 
one  patient,  but  the  neuropathy  resolved  spon- 
taneously in  six  patients. 

Nine  patients  with  acute  or  chronic  inflammatory 
demyelinating  neuropathies  were  recently  reported 
by  Cornblath  et  al  (3).  Clinical  features  included  se- 
vere weakness,  relatively  mild  sensory  signs,  and 
CSF  pleocytosis.  Electromyography  and  nerve  con- 
duction studies  revealed  evidence  mainly  for  de- 
myelination. Nerve  biopsies  disclosed  internodal 
demyelination  and  mononuclear  cell-macrophage 
infiltration.  Patients  improved  with  either  cortico- 
steroid or  plasmapheresis  therapy. 

Cytomegalovirus  (CMV)  has  been  shown  to  cause 
a polyradiculopathy  in  AIDS  patients  (4,5).  One  pa- 
tient had  a severe  motor  radiculopathy  with  histo- 


I.  Serial  nerve  conduction  studies. 


Date 

Median  Nerve 

Peroneal  Nerve 

DML* 

AMP* 

MCV* 

DSL* 

AMP 

DML 

AMP 

MCV 

F-Wave 

7/15 

5.0  ms 

10  mV 

50  m/s 

4.1  ms 

5 mV 

4.2  ms 

1.0  mV 

37  m/s 

75  ms 

8/13 

9.0  ms 

0.5  mV 

34  m/s 

NRt 

NRt 

4.2  ms 

0.2  mV 

30  m/s 

9/3 

12.0  ms 

1.0  mV 

20  m/s 

NRt 

NRt 

3.6  ms 

0.2  mV 

18.7  m/s 

10/6 

12.1  ms 

1.0  mV 

22  m/s 

* DML:  distal  motor  latency;  AMP:  amplitude;  MCV:  motor  conduction  velocity;  DSL:  distal  sensory  latency 
tNo  response 
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logic  evidence  of  focal  ventral  root  pathology  and 
numerous  cytomegalic  cells  surrounded  by  mild-to- 
moderate  chronic  inflammation  (4).  Three  patients 
were  reported  by  Eidelberg  et  al  ( 5 ),  one  of  whom 
was  proven  to  have  CMV  infection  at  postmortem 
examination.  Intranuclear  and  intracytoplasmic 
cytomegalic  inclusions  were  found  in  ventral  and 
dorsal  roots.  Two  other  patients  had  strong  support- 
ing evidence  for  CMV  infection.  The  clinical  fea- 
tures included  a cauda  equina  syndrome,  progres- 
sive involvement  of  multiple  roots,  CSF  pleocy  tosis, 
hypoglycorrhachia  and  elevated  protein.  Three  pa- 
tients in  Snider’s  series  had  disseminated  CMV  but 
the  specific  features  of  the  neuropathies  in  those 
particular  patients  were  not  outlined.  The  patients 
died  with  a subacute  encephalitis.  CMV  serology  in 
our  patient  showed  no  signs  of  an  acute  infection, 
and  the  histologic  sections  disclosed  no  intran- 
uclear or  intracytoplasmic  inclusions. 

All  previous  reports  of  neuropathy  in  AIDS  oc- 
curred in  homosexuals,  Haitians,  or  intravenous 
drug  abusers,  with  two  possible  exceptions  ( 3 ).  No 
reports  of  transfusion-associated  AIDS  presenting 
with  neuropathy  have  been  described.  Only  1 % of 
AIDS  cases  are  associated  with  transfusions  ( 6 ),  and 
whether  these  patients  manifest  different  neurologic 
syndromes  is  unknown.  All  patients  in  this  report 
had  Pneumocystis  carinii  pneumonia  (6). 

The  dorsal  root  and  probably  dorsal  root  ganglia 
are  likely  to  be  the  primary  site  of  involvement  in 
our  patient.  This  lesion  theoretically  could  be 
caused  either  by  direct  invasion  by  virus  or  as  an 
immune-mediated  event.  HIV  is  both  lymphotropic 
and  neurotropic  and  has  been  isolated  from  CSF, 
brain,  cord,  and  nerve  (7).  Subacute  encephalitis 
and  vacuolar  myelopathy  are  well  known  manifes- 
tations. The  AIDS  virus  has  been  found  in  brain 
macrophages  with  surrounding  inflammation  and 
demyelination  ( 8 ).  The  pathological  lesions  of 
Guillain-Barre  syndrome  indicate  a primary  role  of 
the  macrophage  in  producing  the  injury  that  initi- 
ates demyelination  ( 9 ).  Conversely,  patients  with 
immune  dysfunction  such  as  those  with  Hodgkin’s 
disease  or  those  receiving  immunosuppressive 
therapy  may,  paradoxically,  have  an  increased  risk 
for  an  inflammatory  demyelinating  polyneuropathy 
(10).  Anti-peripheral  myelin  antibodies  have  been 
reported  in  one  patient  with  AIDS  and  an  acute  in- 
flammatory demyelinating  polyneuropathy  ( 1 1 ).  An 
immune-mediated  pathogenesis  is  probable  in  our 
patient  because  of  the  increased  IgG/albumin  ratio 
in  the  CSF  and  remarkable  improvement  with 
plasmapheresis. 

In  summary,  acute,  subacute,  and  chronic  inflam- 
matory demyelinating  polyradiculoneuropathies 
may  occur  in  AIDS  or  AIDS-related  complex  as  an 
early  or  first  manifestation.  CMV  can  be  the  specific 
etiology,  but  most  cases  are  probably  immune- 


2.  rt4raffin  section  of 
dorsal  spinal  nen>e 
root.  An  inJUtmmatory 
infiltrate  is  noted, 
which  is  mainly 
perivascular 
( Hematoxylin  - eosin, 
original  magnification 
X 400,  moderately 
reduced). 


mediated.  The  presenting  symptoms  are  likely  to 
depend  on  the  predominant  anatomic  site  of  in- 
volvement: dorsal  root,  ventral  root,  or  peripheral 
nerve. 
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Hemorrhagic  anemia  in  a newborn  is  often  her- 
alded by  some  history  or  clinical  findings  that 
allow  time  to  anticipate  and  prepare  for  the  in- 
fant This  article  describes  the  unexpected  delivery 
of  an  anemic  baby  and  reviews  the  diagnosis  and 
management  of  spontaneous  fetomatemal  hemor- 
rhage in  an  infant 

KEY  WORDS:  ANEMIA,  SPONTANEOUS  FETOMATERNAL 
HEMORRHAGE 


Baby  F,  a 40-week,  3,725  g female  delivered  to 
a 19-year-old  woman  (gravida  1,  para  0)  via 
cesarean  section.  The  pregnancy  was  une- 
ventful. Labor  and  delivery  were  complicated  by 
failure  to  engage,  failure  to  progress,  and  fetal 
tachycardia. 

At  the  time  of  birth  the  infant  was  extremely  pale, 
and  when  the  umbilical  cord  was  clamped  and  cut, 
the  cord  blood  appeared  to  be  very  dilute.  On  ini- 
tial examination,  the  infant  was  given  Apgar  scores 
of  8 and  8.  The  infant  was  pale  even  though  she  was 
crying  vigorously  and  receiving  100%  oxygen.  The 
blood  pressure  was  60/40  mm  Hg.  Except  for  the 
pallor  and  heart  rate  of  200  beats/minute  the  infant 
did  not  demonstrate  any  clinical  distress. 

A complete  blood  count  showed  2 1 ,700  white 
blood  cells  (corrected  to  12,000)  with  a nucleated 
red  blood  cell  count  of  95/100  white  blood  cells. 
The  red  blood  cell  count  was  1.35/mm’,  hemo- 
globin (HGB)  level  was  4.4  g/dL,  and  hematocrit 
was  14.5% . There  were  239,000  platelets.  The  mean 
corpuscular  volume  (MCV)  was  107/mm®;  mean 
corpuscular  hemoglobin  ( MCH ) was  32  pg; 
mean  corpuscular  hemoglobin  concentration 
( MCHC  ) was  30  g/dL.  The  cells  were  hypochromic 
microcytic,  and  the  reticulocyte  count  was  20% . 
The  mother’s  blood  type  was  A negative,  and  the  in- 
fant’s was  O positive.  Coombs’  test  results  were 
negative  for  both  mother  and  infant.  Examination 
of  the  placenta  and  umbilical  cord  revealed  no 
abnormalities. 

A Kleihauer-Betke  test  was  performed  on  the 
mother’s  blood  to  assess  the  presence  of  fetal  red 
blood  cells  in  the  maternal  circulation.  This  test  is 
based  on  the  ability  of  hemoglobin  of  fetal  origin  to 
resist  elution  from  the  cell  in  an  acid  medium, 
thereby  differentiating  fetal  hemoglobin  (HbF)  from 
physiologic  maternal  HbF  some  women  produce 
during  pregnancy  ( 1 ).  Results  of  the  test  were  posi- 
tive for  9 units  of  fetal  hemoglobin.  A Kleihauer- 
Betke  unit  is  equivalent  to  1 5 cc  of  fetal  cells;  there- 
fore, the  estimated  volume  of  fetal  cells  in  the 
maternal  circulation  was  135  cc.  Because  of  the 
clinical  findings  of  severe  anemia  with  tachycardia, 
we  began  transfusion  with  packed  red  blood  cells. 

A formula  (Fig  1 ) was  used  to  calculate  the  infant’s 


blood  volume  deficit  to  be  used  for  partial  replace- 
ment transfusion. 

Deglycerated,  packed  red  blood  cells  were  ob- 
tained in  three  ( 50  cc ) bags.  The  infant  received  the 
transfusion  through  an  umbilical  artery  catheter 
with  cardiopulmonary  monitoring  of  heart  rate,  res- 
piratory rate,  and  blood  pressure.  After  each  partial 
transfusion  an  equilibration  time  of  two  hours  was 
observed  with  determination  of  the  hemoglobin 
level  and  hematocrit.  The  infant  received  transfu- 
sions of  49  cc  and  47  cc,  which  she  tolerated  well. 
Her  color  changed  from  pale  to  pink,  she  could  be 
made  to  flush  nearly  red  when  crying,  and  her  heart 
rate  dropped  into  the  100  to  140  beats-per-minute 
range.  Laboratory  parameters  over  the  next  four 
days  are  shown  in  Fig  2.  The  infant  was  discharged 
on  the  fourth  day  on  oral  FeSo4  drops.  Hemoglobin 
level,  hematocrit,  and  reticulocyte  determinations 
were  performed  each  week  thereafter  for  four 
weeks  (Fig  3). 

Acute  anemia  may  be  recognized  at  birth,  and 
caused  by  occult  hemorrhage  associated  with  am- 
niocentesis accidents,  obstetrical  manipulation,  and 
with  multiple  birth  pregnancies.  Malformations  of 
the  placenta  and  cord,  including  entanglement  and 
cord  rupture,  placenta  previa,  abruptio  placentae,  or 
accidental  cutting  of  the  placenta  at  cesarean  sec- 
tion are  also  causes  of  acute  anemia.  Birth  trauma 
associated  with  difficult  or  precipitous  delivery  may 
cause  severe  intracranial  or  intraabdominal  hemor- 
rhage (2). 

Unexplained  anemia  caused  by  spontaneous 
fetomatemal  transfusion  can  be  determined  by 
evaluation  of  the  maternal  and  infant  status  at  the 
time  of  birth,  and  with  finding  nonmaternal  fetal 
hemoglobin  in  the  maternal  circulation.  In  2 1 % to 
75%  of  all  pregnancies,  some  fetal  cells  can  be  dem- 
onstrated in  the  maternal  circulation  suggesting  that 
transplacental  passage  of  fetal  blood  is  rather  com- 
mon (3). 

Reported  cases  of  fetomatemal  hemorrhages  with 
estimated  blood  volume  losses  from  5 mL  to  240 
mL  allow  some  observations  to  be  made.  The  vol- 
ume of  loss  and  its  effects  on  the  infant  depend  on 
how  slow  or  fast  the  hemorrhage  occurs,  and  the 
time  the  hemorrhage  occurs  during  the  pregnancy. 
Rapid  losses  of  relatively  small  volumes  immediately 
prior  to  delivery  (losses  that  do  not  give  the  infant 
time  to  compensate  hemodynamically)  are  toler- 
ated less  well  than  are  slow  losses  of  large  volumes 
occurring  over  longer  periods  of  intrauterine  time, 
which  would  be  evident  by  an  increased  reticulocyte 
count  (4). 

In  spontaneous  fetomatemal  hemorrhage,  the 
Coombs’  test  is  negative,  the  infants  are  not  jaun- 
diced, and  their  bilirubin  values  are  generally  lower 
due  to  their  reduced  red  cell  mass.  The  precise 
method  by  which  the  fetal  cells  enter  the  maternal 
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1.  Formula  used  to  calculate  infant's  blood  nolume  deficit 


circulation  is  not  known.  It  is  known  that  some 
25%  of  normal  women  demonstrate  a pregnancy- 
induced  rise  in  maternal  fetal  hemoglobin  produc- 
tion. This  is  the  only  known  nonpathological  situa- 
tion in  which  an  increase  in  HbF  occurs  in  adult  life 
(5,6).  Treatment  of  the  infant  who  has  experienced 
a significant  hemorrhage  depends  primarily  on  the 
presence  of  clinical  signs  of  shock  and  circulatory 
failure.  Neonatal  death  from  significant  anemia  is 
most  often  associated  with  the  presence  of  shock  at 
birth  or  immediately  after. 

The  acutely  anemic,  critically  affected  infant  re- 
quires vigorous  therapy  and  monitoring  until  the 
shock  is  stabilized.  The  infant  with  chronic  compen- 
sated hypochromic  microcytic  anemia  can  be  man- 
aged cautiously  and  allowed  to  stabilize  the 
hemoglobin  and  hematocrit  slowly  to  avoid  over- 
load and  potentiate  heart  failure.  The  compensated 
infant  demonstrating  a significant  degree  of  anemia 
with  poor  perfusion  and  potential  shock  may  re- 
quire a partial  exchange  transfusion  with  high- 
hematocrit  packed  red  blood  cells  (7,8). 
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(blood  volume  x hematocrit  desired)  — (blood  volume  x hematocrit  observed ) 
hematocrit  of  blood  transfused 

Blood  volume  = 80  cc/kg  x body  weight  (kg)  = 298  cc 

Estimated  deheit  volume  = (298  cc  x 55)  — (298  cc  x 14) 

85 

= 143  cc  of  packed  cells 


2.  Initial  and  post-transfusion  laboratory  values  for  newborn  infant  with  anemia 


Nov  21 
11:12  pm 

Nov  22 
5:41  pm 

Nov  22 
1:36  pm 

Nov  22 
6:51  pm 

Nov  25 
9:27  am 

Hemoglobin  (g/dL) 

4.4 

9.8* 

13.7* 

15  1 

20.9 

Hematocrit  ( % ) 

14.5 

29.3* 

40.0* 

43.6 

62.7 

Bilirubin  (mg/dL) 

0.8 

1.2 

11 

1.1 

Reticulocyte  count 

20% 

Heart  rate 

220 

140 

114 

* Indicates  a post-transfusion  value 


3.  Laboratory  determinations  for  previously  anemic  newborn 
after  discharge  from  hospital 


Week 

Hemoglobin 

(g/dL) 

Hematocrit 

Reticulocyte 

count 

1 

16.4 

52 

2 

16.3 

45 

3 

13.0 

35 

4 

12.8 

35 

0.3% 

For  additional  resources  on  this  topic,  see  the  MORE  ON 
THE  SUBJECTS  department  in  this  issue. 
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The  rising  incidence  of  skin  cancer  in  the  United 
States  has  become  a significant  public  health  con- 
cern. The  morbidity  and  mortality  associated  with 
these  conditions  can  be  reduced  significantly  by 
earlier  detection  and  treatment  All  physicians,  not 
just  dermatologists,  can  play  a role  in  this  regard. 
This  article  is  intended  to  alert  practicing  physi- 
cians to  the  extent  of  the  problem  and  to  famil- 
iarize them  with  the  various  forms  of  skin  cancer. 

KEY  WORDS:  SKIN  CANCER,  BASAL  CELL  CARCINOMA,  SQUAM- 
OUS CELL  CARCINOMA,  MAUGNANT  MELANOMA,  DYSPLASTIC 
NEVUS,  RISK  FACTORS 


Accounting  for  one  third  of  all  cancer  ( 1 ),  skin 
cancer  is  easily  the  most  common  form  of 
cancer  in  the  United  States.  In  recent  years, 
dermatologists  have  noted  a dramatic  rise  in  the  in- 
cidence of  skin  cancer.  According  to  the  American 
Academy  of  Dermatology,  one  in  seven  Americans 
will  develop  some  form  of  skin  cancer  in  their  life- 
time, and  this  number  is  increasing  by  3%  to  5% 
per  year.  Particularly  alarming  is  the  increased  inci- 
dence of  malignant  melanoma,  which  has  risen  by 
1,000%  since  the  1930s  (2).  A newborn  today  has  a 
lifetime  risk  of  developing  malignant  melanoma  of  1 
in  135  (Fig  1 ).  By  the  year  2000,  this  risk  is  pro- 
jected to  be  1 in  90.  These  alarming  estimates  should 
concern  all  physicians,  particularly  those  who  prac- 
tice in  southern  states  where  skin  cancer  is  most 
prevalent.  No  matter  what  field  of  medicine  one 
may  practice,  the  skin  is  easily  accessible,  and  physi- 
cians should  familiarize  themselves  with  the  various 
forms  of  skin  cancer.  Early  detection  and  appropri- 
ate treatment  are  the  keys  to  reduced  morbidity  and 
mortality. 


1.  Incidence  of  malignant  melanoma  in  the  US.  Printed  with 
permission  of  the  American  Academy  of  Dermatology. 
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Types  of  skin  cancer 

BASAL  CELL  CARCINOMA 

Data  from  the  American  Academy  of  Dermatology 
indicate  that  basal  cell  carcinoma  is  the  most  com- 
mon form  of  skin  cancer,  representing  80%  of  all 
skin  cancer  in  the  United  States.  It  is  typically  found 
on  sun-exposed  areas  of  the  body  in  patients  with  a 
history  of  excessive  sun  exposure.  Previously  seen 
chiefly  in  the  elderly,  these  cancers  are  found  in 
younger  age  groups  today.  Superficial  lesions  may 
appear  as  erythematous,  slightly  scaly  macules  (Fig 
2 ).  More  commonly,  translucent  papules  and  nod- 
ules that  may  demonstrate  an  elevated  telangiectatic 
border  are  found  (Fig  3).  The  lesions  may  ulcerate, 
crust,  or  bleed. 

Basal  cell  carcinomas  grow  slowly  and  almost 
never  metastasize.  However,  they  can  cause  quite  a 
bit  of  local  damage  and  disfigurement  to  the  skin 
and  to  adjacent  and  underlying  structures  if  left  un- 
treated. Almost  any  physician  involved  in  direct  pa- 
tient care  will  encounter  these  lesions  if  an  effort  is 
made  to  look  for  them.  With  appropriate  treatment, 
a cure  rate  of  95%  can  be  expected  for  most  lesions. 

SQUAMOUS  CELL  CARCINOMA 
Squamous  cell  carcinoma  is  the  second  most  com- 
mon form  of  skin  cancer  (3).  Usually  found  in  sun- 
exposed  sites,  squamous  cell  carcinoma  may  also 
occur  in  areas  subjected  to  chronic  inflammation  or 
trauma  such  as  ulcers,  burn  scars,  and  areas  of  radi- 
odermatitis. Early  invasive  squamous  cell  carci- 
nomas may  be  difficult  to  differentiate  from  actinic 
keratoses,  scaly  erythematous  patches  that  may 
serve  as  precursor  lesions.  Actinic  keratoses  that  be- 
come very  hyperkeratotic  or  indurated  should  be 
suspected  of  having  progressed  to  malignancy.  Most 
squamous  cell  carcinomas  are  opaque,  scaly,  flesh 
colored  to  erythematous  papules  and  nodules  which 
may  ulcerate  or  bleed  (Fig  4).  Unless  treatment  is 
delayed  for  a prolonged  period,  squamous  cell  car- 
cinomas arising  in  actinically  damaged  skin  usually 
do  not  metastasize.  An  exception  to  this  rule  occurs 
with  squamous  cell  carcinoma  of  the  lip,  which  rep- 
resents the  second  most  common  head  and  neck  tu- 
mor (4)  and  which  may  metastasize.  Those  tumors 
arising  in  areas  of  chronic  inflammation  behave 
more  aggressively  also. 

DYSPLASTIC  NEVI  AND  MALIGNANT  MELANOMA 
The  rising  incidence  of  malignant  melanoma  repre- 
sents a true  public  health  problem  and  challenge  to 
practicing  physicians.  An  83%  increase  in  incidence 
has  occurred  in  just  the  past  seven  years  (5).  Fur- 
thermore, the  mortality  rate  for  malignant  mela- 
noma has  risen  faster  than  that  of  any  other  form  of 
cancer  in  the  United  States  except  lung  cancer  (6) 
(Fig  5).  The  reason  for  this  near  epidemic  of  malig- 
nant melanoma  is  unclear  but  increased  sun  ex- 
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posure,  especially  brief  intermittent  overexposure 
during  childhood  and  adolescence,  is  felt  to  play  a 
significant  role. 

Dysplastic  nevi  are  nevi  with  distinct  clinical  and 
pathological  features  that  serve  as  markers  to  iden- 
tify melanoma-prone  patients.  They  usually  are  first 
noted  during  puberty  and  are  most  common  on  the 
back,  although  they  can  occur  anywhere  on  the 
body.  Most  dysplastic  nevi  are  macular  and  are  char- 
acterized by  irregular  or  indistinct  peripheral  mar- 
gins and  nonuniform  pigmentation  (Fig  6).  The  size 
tends  to  be  larger  than  that  of  other  nevi.  Dysplastic 
nevi  may  be  familial  or  sporadic.  Occurring  in  5% 
of  the  general  population,  they  are  found  in  50%  of 
patients  with  malignant  melanoma  (7—9).  Whether 
dysplastic  nevi  serve  as  precursors  to  malignant 
melanoma  or  simply  as  markers  for  melanoma-prone 
patients  is  unclear  at  this  time. 

In  addition  to  dysplastic  nevi,  risk  factors  for  ma- 
lignant melanoma  include  the  following  (10-12): 

1.  Caucasian  race; 

2.  Fair  skin  that  sunburns  easily  (risk  is  increased 
seven-  to  tenfold); 

3.  Excessive  sun  exposure  during  childhood  and 
adolescence,  particularly  intense  intermittent  ex- 
posure (risk  is  increased  threefold); 

4.  Personal  history  of  malignant  melanoma  (risk 
is  increased  by  900  times); 

5.  Family  history  of  malignant  melanoma  (risk  is 
increased  eight  to  10  times); 

6.  Indoor  occupation  and  outdoor  recreational 
habits; 

7.  Large  number  of  nevocytic  (nondysplastic) 
nevi  (A  person  with  1 1 to  25  nevi  has  a 60%  greater 
chance  of  developing  malignant  melanoma  than  a 
person  with  less  than  ten  nevi.  With  26  to  50  nevi, 
the  risk  is  340%  greater;  with  51  to  100  nevi,  the 
risk  is  440%  greater;  with  more  than  100  nevi,  the 
risk  is  880%  greater. );  and 


2.  Superficial  basal 
cell  carcinoma  (18  cm ). 


3.  Basal  cell 
carcinoma  (1.2  cm) 
demonstrating  typical 
characteristics 


5.  Melanoma  death  rate  in  the  US,  1950— 1988.  Printed  with 
permission  of  the  American  Academy  of  Dermatology. 
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4.  Squamous  cell 
carcinoma  (2.3  cm) 
arising  amid  multiple 
actinic  keratoses 
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8.  Presence  of  a large  congenital  nevocytic  nevus. 

The  appearance  of  malignant  melanoma  is  similar 
in  many  respects  to  that  of  dysplastic  nevi,  although 
the  changes  found  in  a dysplastic  nevus  are  more 
profound  in  a malignant  melanoma.  Malignant  mela- 
nomas may  be  larger  than  dysplastic  nevi,  slightly 
palpable  to  frankly  nodular,  or  ulcerative  (Fig  7). 
Sites  of  predilection  include  the  lower  extremities 
and  trunk  in  female  patients  and  the  trunk  and  proxi- 
mal upper  extremities  in  male  patients  ( 2 ).  In 
blacks,  malignant  melanoma  is  most  common  on  the 
palms  and  soles.  Although,  malignant  melanoma  can 
arise  in  preexisting  nevi,  it  usually  arises  de  novo 
(13)  and  cannot  be  recognized  clinically  as  such 


6.  Dysplastic  nevus 
(9  mm).  ( Courtesy 
National  Cancer 
Institute). 


7.  Malignant 
melanoma  ( approx 
3 cm ).  Lesions  should 
not  be  allowed  to  reach 
this  size  before 
diagnosis. 


until  it  grows  to  4 to  5 mm.  At  that  time,  the  lesion 
may  demonstrate  the  following  characteristics: 

1 . Asymmetry  of  shape; 

2.  Border  irregularity,  notched  or  poorly  defined 
borders; 

3.  Color  variegation,  ranging  from  hues  of  tan, 
brown,  and  black  and  sometimes  containing  blue, 
red,  or  white  areas;  and 

4.  Diameter  greater  than  6 mm. 

Patient  education  is  made  easier  by  encouraging  pa- 
tients to  remember  the  “ABCDs”  of  malignant 
melanoma. 

Not  all  news  regarding  malignant  melanoma  is  bad. 
Despite  the  increased  incidence  and  overall  mor- 
tality, the  five-year  survival  rate  for  malignant  mela- 
noma has  risen  from  41%  in  1945  to  83%  in  1983 
(Fig  8)  (5).  Furthermore,  over  the  past  three  years, 
the  rise  in  the  mortality  rate  has  been  less  than  1 % 
annually.  This  change  is  felt  to  reflect  heightened 
awareness  by  physicians  and  patients  of  the  need  for 
careful,  early  assessment  of  pigmented  lesions. 

Discussion 

Skin  cancer,  the  most  common  form  of  cancer  in 
the  United  States,  has  become  a significant  public 
health  concern.  The  American  Academy  of  Der- 
matology has  conducted  an  extensive  public  educa- 
tion effort  in  recent  years  to  alert  the  public  to  the 
dangers  of  excessive  sun  exposure  and  to  the  signs 
of  skin  cancer.  This  effort  has  been  very  successful 
but  is  far  from  completed.  Ail  physicians  should  fa- 
miliarize themselves  with  the  signs  of  skin  cancer 
and  should  make  the  effort  to  examine  their  pa- 
tients for  suspicious  lesions.  Patients  should  be  edu- 
cated regarding  risk  factors  and  ways  to  minimize 
sun  exposure.  To  make  death  from  skin  cancer  a 
rare  occurrence  is  truly  an  attainable  goal  but  will 
require  all  of  our  best  efforts. 


8.  us  survival  rates  for  patients  with  malignant  melanoma, 
1940—1980.  Printed  with  permission  of  the  American  Academy 
of  Dermatology. 
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Skin  cancer  awareness  program 
The  Texas  Dermatological  Society  and  the  American 
Cancer  Society  are  conducting  a statewide  skin  can- 
cer awareness  campaign  in  1 989.  Educational  pro- 
grams are  planned  for  physicians,  other  health  care 
personnel,  and  the  public.  The  effort  will  culminate 
in  a massive  statewide  skin  cancer  screening  to  be 
held  in  many  communities  on  May  20,  1989.  Your 
help  and  support  of  this  worthwhile  endeavor  will 
be  greatly  appreciated. 
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to  manage.  Postgrad  Med  82(5):  127—130,  1987. 

Holland  BM,  Jones  JG,  Wardrop  CA:  Lessons  from  the  anemia 
of  prematurity.  Hematol  Oncol  Clin  North  Am  1(3):  355— 366, 
1987. 

Stockman  JA  3d:  Anemia  of  prematurity.  Current  concepts 
in  the  issue  of  when  to  transfuse.  Pediatr  Clin  North  Am 
33(1):111-128,  1986. 

Turner  WA,  Fadel  HE,  Krauss  JS  Jr:  Detection  and  quantitation 
of  fetomaternal  hemorrhage.  South  MedJ  79(5):  571  — 575, 
1986. 

Books 

Nathan  DG,  Oski  FA  (eds):  Hematology  of  infancy  and  child- 
hood, 3d  ed.  Philadelphia,  Saunders,  1987. 


ADULT  IMMUNIZATIONS— THEIR  TIME  HAS  COME 
Journal  Articles 

Anderson  DC,  Stiehm  ER:  Immunization.  JAMA 
2 58(20):  300 1-3004,  1987. 

Forbes  RC:  Immunization  of  the  elderly.  A vital  part  of  routine 
healthcare.  Postgrad  Med  84(2):217— 221,  1988. 

Williams  WW,  Hickson  MA,  Kane  MA  et  al:  Immunization  poli- 
cies and  vaccine  coverage  among  adults.  The  risk  for  missed 
opportunities.  Ann  Intern  Med  108(4) :6l6— 625,  1988. 

Books 

American  College  of  Physicians,  Committee  on  Immunization. 
Guide  for  adult  immunization.  Philadelphia,  American  College 
of  Physicians,  1985. 

Plotkin  S (ed):  Vaccines.  Philadelphia,  Saunders,  1988. 
Audiovisuals 

New  developments  in  immunizations,  NCME  Tape  #491;  16 
min  VHS  video.  New  York,  Network  for  Continuing  Medical 
Education,  1987. 

Immunizations:  the  physician’s  responsibility,  NCME  Tape 
#425;  20  min  VHS  video.  New  York,  Network  for  Continuing 
Medical  Education,  1983. 


Rocklin  RE:  Penicillin  reactions.  Desensitize  or  discontinue? 
Hosp  Pract  [Off]  21( lA):75-78,  81-83,  88-89,  1986. 
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“Okay  Mom,  can  I drop  out  nov^  or 
do  I have  to  wait  ‘til  I’m  old  enough  to  drive?” 


Has  dropping 
out  become  a 
family  tradition? 

Census  figures  show  that  more  than 
a third  of  the  nation’s  adults  never 
got  past  the  ninth  grade.  The  current 
dropout  rate  for  US.  high  school  is 
28  percent.  Is  there  any  correlation? 
We  don’t  know  for  sure,  but  one 
thing  is  clear:  If  parents  don’t  think 
finishing  school  is  important,  stu- 
dents drop  out.  Despite  efforts  to 
keep  children  in  school,  our 
national  dropout  problem  remains 
one  of  epidemic  proportions. 


Insufficient  education  costs  aU 
of  us  a lot.  The  unemployment  rate 
for  dropouts  is  twice  that  of  high 
.school  graduates.  A person  with  a 
high  school  diploma  will  earn  about 
$200,000  more  in  hLs  or  her  lifetime 
than  one  who  drops  out.  Ttxlay,  we 
are  competing  with  our  brains  in 
world  markets.  And  the  only  way  to 
succeed  is  with  well-educated  work- 
ers. An  effort  to  correa  our  dropout 
problem  now  can  mean  a better 
future  for  the  whole  nation. 

Wliat  can  you  do?  Start  close 
to  home.  If  you  have  children,  keep 
them  in  school.  Whether  you  have 


children  or  not,  help  your  local 
school  board,  teachers,  and  other 
parents  deal  with  the  problem 
through  community  programs.  Most 
of  all,  try  to  impress  the  lifelong 
importance  of  a complete  education 
on  the  young  people  you  know 
When  one  in  four  students 
drops  out  of  school,  we  mast  be 
losing  our  minds. 
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Information  for  Authors 


Texas  Medicine  has  two  purposes;  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double -spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  ihe  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif,  Lange 
Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee;  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor. 
Editorial  Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  one  month  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  colunms 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication  in 
column  form  be  deemed  appropriate,  the  committee  and  the  editors 
will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any 
advertisement  be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 


Texas  Medicine 


Texas  Medical  Association 
122nd  Annual  Session 
May  11-14,  1989 

A FIVE  STAR  EVENT! 

□ HOUSE  OF  DELEGATES  ■■  ■■ 

MEETING  E3  EXHIBITS  □ SOCIAL  EVENTS 

□ FORT  WORTH  ■■  TOP  NOTCH 

SIDE  TRIPS  □ SPEAKERS  AND  CME 


For  your  convenience, 

the  following  pages  contain  a complete  set  of  registration  forms 

for  the  1989  Annual  Session. 


Make  your  commitment  today 
to  four  days  of  excellent  scientific  programs 
and  spectacular  social  events. 


Turn  the  page  and  register  now! 


A FIVE  STAR  EVENT 

Tex«  Medical  Associarion 
122nd  Annual  Session 
May  11-14,  1989 


1989  Annual  Session  Advance  Registration  Form  (please  print 


name 


address 


city 

state 

zip 

specialty 

Members,  please  check  all  applicable  spaces  below: 

Nonmember 

Fee 

□ Physician 

□ Speoker 

□ Speakers 

waive 

□ Intern/Resident/Fellow 

□ Scientific  Exhibitor 

□ TAAA  and  County  Medical  Society 

waive 

□ Medical  Student 

□ 50  Year  Club 

Staff  and  Family 

□ TA^A  Officer 

□ Hospital  Medical  Staff  Section  Representative 

n Physicions 

$100 

□ TAAA  Delegate 

□ TEXPAC 

□ Interns,  Residents,  Fellows 

$10 

D TMA  Alternote  Delegate 

□ TEXPAC  300  Club 

□ Medical  Students 

$10 

□ TAAA  Councilor 

□ MSS  Executive  Council 

□ Allied  Health  Personnel 

$10 

D TMA  Vice  Councilor 

□ MSS  Chapter  Officer 

□ Prospective  Exhibitors,  Approved  Visitors 

$50 

□ TMA  Council  Member  □ Chairman 

O MSS  Chairman 

□ TMA  Committee  Member  □ Chairman 

□ RPS  Chairman 

Nonmember's  Fomily 

□ TMA  Trustee 

□ RPS  Councilor 

□ Family  of  Nonmembers  (over  age  21) 

$10 

□ AAAA  Member 

□ RPS  Executive  Council 

□ AMA  Delegote 

D YPS  Chairman 

□ AMA  Alternate  Delegote 

□ CAAS  Officer 

□ YPS  Governing  Council 

Please  mail  check  and  registration  form  to:  Texas  Medical  Association  Finance  Department,  1801  North  lamar  Bl\>d.,  Austin,  Texos  78701 

aa 

Do  we  have  a package  for  you ! 

Save  1 1 Register  before  April  18  for  these  Five  Star  Events 

•k  Galaxy  Get-Together 

Thursday,  May  11,  5:30-7  pm 
Cash  bar/complimentary  hors  d'oeuvres 
Entertainment  by  the  "Party  Dolls"/Worth  Park 
ir  Annual  Membership  Luncheon 
Speaker/Installation  of  TAAA  President 
Friday,  May  12,  12:15-1:45  pm 
Hyatt  Regency  Hotel 
if  Gala 

Cash  bar/Dinner/Dancing/Roger  V.  Show 
Friday,  May  12,  7 pm-12  midnight 
Worthington  Hotel 

★ Name  entered  in  drawing  for  American  Airlines  round  trip 
for  two  to  anywhere  within  continental  United  States 

★ Name  entered  in  drawing  for  a weekend  for  two  at  the 
Wyndham  Corpus  Christi 


Individual  Event  Ticket  Purchase: 
if  Annual  Membership  Luncheon 

No.  of  tickets @ $25  each 

★ Gala  No.  of  tickets @ $45  each 

TOTAL 


name 


address 


city 


state  zip 


Charge  to  my Visa MasterCard 

Amount  $ 

Acct.  No. 

Exp.  Date 


Please  complete  and  return 
form  with  check  payable  to:i 

Texas  AAedical  Association 
Finance  Office 
1801  North  Lamar  Boulevards 
Austin,  Texas  78701 


Name  on  Card 


Five  Star  Event  Package — $60  each  package 

No.  of  packages TOTAL 


Signature 

No  refunds  after  April  24. 

For  additional  information  on  events,  contact  TAAA  Department  of 
Annual  Session  and  Scientific  Programming  or  see  your  copy  of  the 
Advance  Program  to  be  mailed  in  mid  February.  t/8i 


Final  Program  Order  Form 

The  Program  and  Abstracts  of  the  122nd  Medical  Association 
Annual  Session  will  be  available  in  early  April.  If  you  wish  to 
order  your  copy  in  advance,  please  return  this  coupon  with  a 
check  for  $5.00  to  Texas  Medical  Association,  Finance 
Department,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Please  send  me  a copy  of  the  Program  and  Abstracts  for  the 
122nd  Annual  Session  to: 


name 


address 


211 


My  check  for  $5.00  is  enclosed. 


city 


state 


zip 


Texas  Medical  Association 

}R  HOUSING  BUREAU  USE  ONLY 

1 22nd  Annual  Session 

MAIL  TO: 

May  11-14,  1989 

TMA  HOUSING 

Fort  Worth 

100  E.  15TH  STREET 

SUITE  400 

FORT  WORTH,  TX  76102 

OFFICIAL  HOUSING  REQUEST  FORM 


ELEPHONE  REQUESTS  NOT  ACCEPTED. 

LEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

OMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

>LL  ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  ACTUAL  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL. 
HOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 


INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary.  RESERVATION  CUTOFF  DATE April  1 8,  1 989 

(NAME  OF  PERSON  REQUESTING  ROOMS) 


(LAST  NAME) 

(FIRST) 

(NAME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  P O BOX  NUMBER) 


(CITY) 

(STATE) 

(ZIP  — USA) 

(COUNTRY) 

(AREA  CODE) 

(PHONE  NUMBER) 

STRUCTIONS:  Select  three  Hotel/Motels  of  your  choice.  Request  will  not  be  processed  without  three  choices. 

!T  CHOICE  □ □ □ SECOND  CHOICE  □ □ □ THIRD  CHOICE 

(HOTEL  CODE)  (HOTEL  CODE)  (HOTEL  CODE) 


INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST 

TE:  Rooms  are  assigned  on  “First  Come/First  Serve"  basis.  If  none  of  the  choices  listed  are  available,  another  facility  will  be  assigned  based  on  a 

referral  system  determined  by  your  association. 

iVRANTEE  LATE  ARRIVAL  BY  CREDIT  CARD  (Does  not  apply  if  association  requires  first  night  deposit  by  check) 


□ □ □ 


(Type  of  card  AE.  MC,  VISA)  (Credit  card  number)  (Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 - Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  ^Triple 

Double ^Ouad 

Twin  P * 1 

Dbl/Dbl_P  ♦ 2 

ARR  DATF  DFP  DATF 

2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

1 

CHECK  ONE 

ARR  nATF  npp  DATF 

ROOM 

2 

Single  Triple 

Double Quad 

Twin  P » 1 

_Dbl/Dbl  _P  * 2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

NO.  2 

3 

4 

1 

CHECK  ONE 

ARR  nATF  DFP  nATF 

ROOM 

2 

Single  Triple 

Double Quad 

Twin  _P  * 1 

_Dbl/Dbl  _P  ♦ 2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

NO.  3 

3 

4 

1 


NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


Make  Your  Reservations 
Now 

Requests  will  be  processed  first-come, 
first-served  by  the  Housing  Bureau,  Fort 
Worth  Convention  and  Visitors  Bureau 
through  its  computerized  system. 

Complete  in  full  the  Official  Housing  Re- 
quest Form  and  return  it  immediately  to: 

TAAA  Housing 
100  E.  15th  Street 
Suite  400 

Fort  Worth,  TX  76102 

Do  not  send  housing  form  to  Texas 

Medical  Association.  This  will  only 
delay  your  request. 

Only  reservations  received  on  the  Offi- 
cial Housing  Request  Form  will  be 
accepted.  Hotels  will  not  accept  reserva- 
tions directly,  and  telephone  requests 
cannot  be  accepted. 

List  three  hotels  in  order  of  preference. 

Deadline  for  reservations  is  April  18. 

Confirmations 

Room  confirmations  will  be  sent  to  you 
directly  from  the  hotel  within  three 
weeks  of  receipt  of  your  request  by  the 
Housing  Bureau.  Please  check  it  carefully 
to  be  sure  all  information  is  correct. 

Room  Deposits 

Do  not sendany  room  depositwith  Housing 
Form.  Should  a deposit  be  required,  the 
hotel  will  request  it. 

Reservations  will  be  held  until  6 pm  of 
the  arrival  date  unless  a later  arrival 
time  is  indicated.  If  a deposit  is  required 
to  hold  your  room  past  6 pm,  you  will  be 
notified  at  the  time  of  confirmation  by 
hotel.  The  deposit  should  be  mailed 
directly  to  the  hotel.  Please  guarantee 
with  hotel. 


Changes  and  Cancellations 

Any  changes  in  room  reservations, 
arrival  or  departure  dates  should  be  sent 
in  writing  directly  to  the  hotel. 

All  cancellations  should  be  sent  to  the 
Housing  Bureau  immediately  so  that 
Dthers  can  be  accommodated.  Your 
notice  of  cancellation  must  be  received 
within  48  hours  of  your  scheduled  arrival 
or  your  deposit  cannot  be  refunded. 
Don't  be  a no  show! 

Participating  hotels  and 
codes: 

Deadlines  for  Reservations — 

April  18 

*1.  Hyatt  Regency  Fort  Worth  (HYT) 

815  Main  Street 

(Delegates  Housing;  Boards,  Coun- 
cils, Committees) 

Single  $73 
Double  $83 

*2.  Fort  Worth  Hilton  (HIL) 

1 701  Commerce  Street 
(Overflow  Meetings,  General 
Housing) 

Single  $65 
Double  $70 

*3  The  Worthington  Hotel  (WOR) 

200  Main  Street 

(Auxiliary  Headquarters,  Overflow 
Meetings,  Program  Participant 
Headquarters) 

Single  $77 
Double  $88 


4.  Days  Inn  Downtown  Fort  Worth 
(DAD) 

600  Commerce  Street 
(General  Housing) 

Single  $55 
Double  $60 

5.  Green  Oaks  Inn  (GRE) 

6901  West  Freeway 
(General  Housing) 

Single  $59 
Double  $69 

6.  Park  Central  (PCI) 

1010  Houston  Street 
(General  Housing) 

Single  $40 
Double  $50 

7.  Holiday  Inn-South  (HOS) 

100  Alta  Mesa  East  Boulevard 
(General  Housing) 

Single/Double  $55 

8>  Holiday  Inn-Midtown  (HOM) 

1401  South  University  Drive 
(General  Housing) 

Single/Double  $48 

★ Fort  Worth/Tarrant  County 
Convention  Center 
700  Throckmorton 

The  above  room  rates  do  not  include 
16%  occupancy  tax  and  daily  parking 
fees  at  some  hotels. 

* Headquarters  Hotels 
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Olinical  Ahsfizicts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library’  each  month. 


Perioperative  blood  transfusion  and  colorectal  cancer  re- 
currence: a review.  Paul  Ian  Tartter,  MD.  (Alan  R.  Liss  Inc), 
Journal  of  Surgical  Oncology,  vol  39,  no  3,  pp  197-200. 

Retrospective  studies  of  the  relationship  between  periopera- 
tive blood  transfusion  and  colorectal  cancer  recurrence  are  re- 
viewed. Perioperative  blood  transfusion  was  associated  with 
preoperative  anemia,  operations  for  rectal  carcinoma,  presence 
of  tumor  in  the  right  colon,  prolonged  procedures,  and  copious 
blood  loss.  Control  for  variables  related  to  blood  transfusion 
and  potentially  affecting  disease  recurrence — blood  loss,  dura- 
tion of  surgery,  and  magnitude  of  the  procedure — was  notably 
absent  from  the  majority  of  studies.  None  of  the  negative  stud- 
ies had  sufficient  numbers  of  both  transfused  and  untransfused 
patients  to  reject  the  hypothesis  that  blood  transfusion  is  asso- 
ciated with  cancer  recurrence  with  statistical  validity.  No  con- 
sensus emerged  regarding  the  significance  of  blood  transfusion 
for  the  patient  with  colorectal  cancer,  and  no  recommenda- 
tions concerning  the  use  of  blood  are  justified  on  the  basis  of 
these  studies. 


Aortic  stenosis,  idiopathic  gastrointestinal  bleeding,  and 
angiodysplasia:  Is  there  an  association?  Thomas  F Imperiale 
and  David  F.  Ransohofif.  ( Elsevier  Science  Publishing  Com- 
pany), Gastroenterology,  vol  95,  no  6,  pp  1670-1676.  Copy- 
right 1 988  by  The  American  Gastroenterological  Association. 

To  assess  the  reported  association  between  colonic  angio- 
dysplasia and  aortic  stenosis,  we  performed  a quantitative  and 
methodologic  analysis  of  the  literature.  In  four  controlled  stud- 
ies that  support  an  association  between  aortic  stenosis  and 
idiopathic  gastrointestinal  bleeding  there  are  major  meth- 
odologic deficiencies  including  the  foUowing:  nonblinded  data 
collection,  noncomparable  diagnostic  examination,  nonblinded 
ascertainment  of  exposure,  and  noncomparable  demographic 
susceptibility.  None  of  the  studies  directly  assesses  angio- 
dysplasia. Additional  case  reports  about  aortic  valve  replace- 
ment used  to  treat  bleeding  from  angiodysplasia  are  limited  in 
number  and  in  duration  of  follow-up.  The  authors  conclude 
that  the  existing  literature  does  not  demonstrate  an  association 
between  aortic  stenosis  and  angiodysplasia.  Further  controlled 
evaluation  of  this  topic  would  be  useful. 


A new  technique  for  treatment  of  pilonidal  sinus.  Said 
A.F  Obeid.  (J.B.  Lippincott  Co),  Diseases  of  the  Colon  and 
Rectum,  vol  31,  no  1 1,  pp  879-885. 

Twenty-seven  patients  with  chronic  pilonidal  sinus  were 
treated  by  a new  adopted  technique.  It  was  found  to  be  simple, 
time-saving,  and  to  minimize  the  postoperative  morbidity  and 
hospital  stay.  Results  of  this  new  technique  were  compared 


with  those  of  other  excisional  methods  in  the  literature  and 
were  found  to  be  superior  to  them  with  a shorter  hospital  stay. 
The  new  technique  preserves  the  internatal  cleft,  which  is 
valuable  in  restoring  the  normal  configuration  of  the  breech. 
Six-year  follow-up  revealed  no  recurrences. 


Pancreatic  cancer  in  1988.  Possibilities  and  probabilities. 

Andrew  L.  Warshaw,  MD,  and  Richard  S.  Swanson,  MD.  (J.B. 
Lippincott  Co),  Annals  of  Surgery,  vol  208,  no  5,  pp  541-553. 

Pancreatic  adenocarcinoma  is  increasing  in  frequency,  gener- 
ally grows  without  symptoms  until  late  in  its  natural  history, 
and  presents  many  discouraging  unresolved  problems  in  man- 
agement. This  review  analyzes  the  status  of  current  modalities 
of  diagnosis,  staging,  and  treatment.  The  limitations  of  those 
methods  are  defined,  and  possible  improvements  and  new  di- 
rections are  suggested.  A strategy  for  a rational  and  humane  ap- 
proach to  pancreatic  cancer  is  developed  with  the  goal  of 
maximizing  quality  as  well  as  quantity  of  life. 

Asbestos-related  pleural  plaques  and  lung  function.  L. 

Christine  Oliver,  MD;  Ellen  A.  Eisen,  ScD;  Reginald  Greene, 

MD;  et  al.  (Alan  R.  Liss  \nc),  American  Journal  of  Industrial 
Medicine,  vol  14,  no  6,  pp  649-656. 

The  present  study  examines  the  association  between  asbestos- 
related  pleural  plaques  and  lung  function  in  a group  of  workers 
with  occupational  exposure  to  asbestos.  Exposure,  smoking, 
and  respiratory  histories,  chest  radiographs,  flow-volume  loops, 
and  single  breath  DLCOs  were  obtained  on  383  railroad  work- 
ers. A score  based  on  the  ILO-1980  classification  system  was 
sued  to  quantify  the  extent  of  plaquelike  thickening.  In  order 
to  eliminate  potential  confounders,  we  excluded  from  final 
analysis  subjects  with  diffuse  pleural  thickening  or  small  ir- 
regular opacities  classified  as  profusion  0/1  or  greater  on  chest 
radiograph.  Definite  pleural  plaques  were  observed  in  22.6% . 
The  single  breath  DLCO  was  similar  in  the  groups  with  and 
without  plaques.  Decrement  in  FVC  and  the  occurrence  of  pul- 
monary restriction  were  associated  with  the  presence  of  defi- 
nite plaques  and  with  quantitative  pleural  scire,  controlling  for 
duration  of  asbestos  exposure  and  smoking.  A test  for  trend  re- 
vealed an  association  between  level  of  diagnostic  certainty 
( none,  suspect,  definite ) for  pleural  plaques  and  those  mea- 
sures of  lung  function.  The  authors’  findings  reveal  an  associa- 
tion between  asbestos-related  pleural  plaques  and  decrement 
in  lung  function  as  measured  by  FVC  and  criteria  for  pulmo- 
nary restriction. 
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'ubstance  abuse  is  a growing 
problem  among  health  profession- 
als. At  Timberlawn  Psychiatric 
Hospital,  a special  program  exists 
to  help  health  professionals  over- 
come substance  abuse  problems. 

A range  of  treatment  options, 
individual  and  group  therapy 
programs,  and  other  recovery- 
oriented  services  are  all  geared  to- 
ward the  unique  needs  of  the  health 
professional.  An  individualized 
evaluation  leads  to  selection  of  the 
most  appropriate  treatment  pro- 
gram, which  is  further  enhanced 
by  specialized  aftercare  and  moni- 
toring services.  Treatment  team 
members  include  Board  Certified 
psychiatrists,  clinical  psycholo- 
gists, psychiatric  social  workers 
and  substance  abuse  counselor 
specialists  with  certification  in  their 
field. 

At  Timberlawn,  we  understand 
the  unique  challenges  faced  by 
health  professionals  today,  and 
we're  here  to  help.  For  more 
details  on  our  facility  or  referral 
arrangements,  contact:  Dr.  Edgar 
P.  Nace,  Chief  of  Substance  Abuse 
Services. 


TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 

PROFESSIONALS  HELPING  PROEESSIONALS 

4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  388-1958  • 1-800-426-4944 


M MOIIIH  M.D. 


Each  capsule  contains  5 mg  cblordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  imtable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  cblordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {e  g , operating  machinery,  driving). 

Vsage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Ructions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  cblordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  bbido— all  infrequent,  generaUy  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis) , jaundice,  hepatic  dysfunction  reported  occasionally 
with  cblordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide;  more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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When  it's  brain  versus  bowel, 


ITS  TIME 
EORTHE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  wdl  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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Please  see  summary  of  prescribing  information  on  adjacent  page. 
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OIG  investigations  and 
physicians’  rights 

The  Office  of  the  Inspector  General  ( OIG)  was  established  to 
investigate  the  programs  of  the  US  Department  of  Health  and 
Human  Services  (HHS).  It  recommends  policy  to  promote 
economy  and  efficiency  in  the  administration  of  HHS  pro- 
grams and  also  informs  Congress  about  the  problems  and  de- 
ficiencies of  such  programs  (I).  The  President  appoints  the 
inspector  general  with  the  advice  and  consent  of  the  Senate. 
While  the  inspector  general  is  under  the  supervision  of  the 
secretary  of  HHS,  he  may  be  removed  from  office  only  by  the 
President  (2). 

The  OIG’s  authority  is  wide  ranging.  It  has  a staff  with  spe- 
cific responsibility  for  anti-fraud  and  abuse  activities  (3). 

The  inspector  general  has  access  to  all  records  that  are  avail- 
able to  HHS  and  which  relate  to  programs  the  inspector  gen- 
eral has  the  responsibility  to  police.  It  also  may  subpoena  all 
records  and  evidence  necessary  for  performance  of  its  duties, 
which  are  enforceable  by  the  order  of  any  United  States  Dis- 
trict Court  (4).  Of  particular  interest  to  physicians  is  the 
OIG’s  authority  to  take  certain  actions  against  physicians 
and  against  a hospital  or  other  facility  that  has  a contract  to 
participate  in  Medicare  or  Medicaid. 

Termination  of  provider  agreements 

Termination  of  provider  agreements  by  the  OIG  is  procedur- 
ally  similar,  in  many  respects,  to  the  termination  of  provider 
agreements  by  the  Health  Care  Financing  Administration 
(HCFA).  The  term  “provider,”  as  used  here,  means  primarily  a 
hospital,  nursing  facility,  or  other  facility  that  has  in  effect  an 
agreement  to  participate  in  Medicare,  Medicaid,  or  the  social 
services  programs  ( 5 ).  The  significance  of  these  provisions  for 
physicians  is  great.  When  a provider,  as  that  term  is  defined,  is 
denied  participation  in  Medicare  or  Medicaid,  physicians  are 
deprived  of  the  facilities,  support  personnel,  and  equipment 
necessary  to  care  for  their  most  seriously  ill  or  injured 
patients. 

The  OIG  may  terminate  the  provider  agreement  if  it  deter- 
mines that  the  provider  has  knowingly  and  willfully  made  any 
false  statement  of  a material  fact  used  in  an  application  for  pay- 
ment under  Medicare  ( 6 ).  That  is  to  say,  the  filing  of  false 
Medicare  claims  is  grounds  for  termination.  Furthermore,  the 
OIG  may  terminate  the  agreement  if  it  determines  that  the 
provider  has  submitted  Medicare  claims  that  “substantially  ex- 
ceed the  costs  it  incurred”  in  furnishing  the  services  for  which 
payment  is  requested  (6).  The  practical  effect  is  that  providers 
who  are  reimbursed  on  a “cost-plus”  basis  are  at  risk  if  they 
submit  requests  for  payments  that  “substantially  exceed”  their 


Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


costs.  The  regulations  do  not  provide  specific  examples,  al- 
though the  concepts  involved  would  appear  to  involve  ac- 
counting principles  rather  than  strict  legal  principles. 

Finally,  the  OIG  may  terminate  a provider  agreement  if  it  de- 
termines that  the  provider  furnishes  services  that  are  in  excess 
of  the  needs  of  the  patient  or  of  a quality  that  fails  to  meet  pro- 
fessionally recognized  standards  of  health  care  (6,30).  The 
practical  effect  is  to  give  the  OIG  virtually  unbridled  authority 
to  act  when  it  encounters,  in  its  opinion,  either  over-utilization 
or  substandard  health  care.  The  regulations  do  not  attempt  to 
define  “professionally  recognized  standards  of  health  care”  or 
deviations  therefrom.  When  the  OIG  proposes  to  terminate  a 
provider  agreement  on  any  of  the  above  mentioned  grounds,  it 
will  send  written  notice  of  its  intent  to  the  provider  (7).  No- 
tice will  be  given  at  least  1 5 days  before  the  effective  date  of 
termination  and  will  be  given  concurrently  to  the  public  (7). 
Thus,  if  the  OIG  purposes  to  terminate  the  provider  agreement 
of  a hospital,  the  termination  will  take  place  1 5 days  after 
notice  to  the  hospital  and  publication  of  the  notice  in  a 
newspaper. 

The  affected  provider  in  such  a case  has  30  days  to  submit 
documentary  evidence  and  written  argument  against  the  pro- 
posed action  or  request  to  present  argument  orally  to  an  OIG 
official  (8).  However,  this  request  to  present  evidence  and  ar- 
gument within  30  days  does  not  automatically  extend  the 
deadline  for  termination.  Thus,  a hospital  served  with  notice  of 
termination  on  day  1 might  not  have  the  opportunity  to 
present  evidence  and  argument  to  the  OIG  until  day  30.  In  the 
meantime,  its  provider  status  would  have  been  terminated  on 
day  15. 

The  notice  of  proposed  termination  is  given  wider  publica- 
tion than  is  HCFA’s  termination  action.  In  addition  to  the  pro- 
vider and  the  public,  notice  of  termination  also  is  sent  to;  (a) 
state  Medicaid  agencies,  (b)  state  Medicaid  Fraud  Control 
Units,  (c)  professional  review  organizations,  (d)  hospitals  and 
health  maintenance  organizations,  (e)  medical  societies  and 
other  professional  organizations,  (f)  state  licensing  authorities, 
and  (g)  contractors,  health  care  prepayment  plans,  and  other 
affected  agencies  and  organizations  (9). 

With  some  exceptions,  a provider  terminated  by  the  OIG 
has  appeal  rights  similar  to  those  of  a provider  terminated  by 
HCFA.  The  termination  of  a provider  agreement  by  the  OIG  is 
an  “initial  determination”  that  triggers  several  appellate  proce- 
dures prior  to  an  administrative  hearing  ( 10).  A provider 
whose  agreement  is  terminated  by  HCFA  may  seek  a “recon- 
sideration” of  the  initial  determination.  These  procedures  are 
subject  to  specific  requirements  for  requesting  reconsidera- 
tion, its  manner,  its  content,  and  the  like  ( 1 1 ).  In  sharp  con- 
trast, the  termination  of  a provider  agreement  by  the  OIG  is 
not  subject  to  “reconsideration”  (11).  However,  the  OIG  may 
“reopen”  a case  on  its  own  initiative  within  1 2 months  after 
the  date  of  notice  of  termination  (12).  If  the  case  is  “re- 
opened,” then  the  OIG  will  notify  the  provider  of  that  fact  and 
of  any  “revised  determination”  that  results.  This  “revised  de- 
termination” is  binding  unless  the  provider  requests  a hearing 
before  an  administrative  law  judge  or  the  OIG  further  revises 
its  determination  (13).  It  must  be  remembered  that  this  hear- 
ings process  is  at  no  time  conducted  before  a jury,  and  the  ad- 
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ministrative  law  judge  is  an  employee  of  HHS. 

These  regulations  provide  that  a hospital  that  has  received 
notice  of  the  OlG’s  intention  to  terminate  its  provider  agree- 
ment in  1 5 days  may  take  comfort  in  the  fact  that  the  OIG  may 
“reopen”  that  decision  at  any  time  within  the  next  1 2 months, 
although  the  hospital  may  not  seek  a reconsideration. 

Physician  exclusions 

Another  category’  of  administrative  actions  within  the  jurisdic- 
tion of  the  OIG  is  that  of  exclusion.  Exclusion  is  the  act  of 
barring  individuals  (including  physicians)  and  entities  from 
participation  in  any  Medicare  program  and  directing  that  such 
individuals  and  entities  be  barred  from  participation  in  any 
state  health  care  program  ( 1 4 ).  HCFA  will  not  make  payment 
to  an  excluded  individual  or  other  provider  for  any  services 
furnished  on  or  after  the  effective  date  of  exclusion  (14).  Fur- 
thermore, an  assignment  of  Medicare  beneficiary  claims  made 
after  the  effective  date  of  exclusion  will  not  be  valid.  If  a Medi- 
care beneficiary  submits  claims  for  services  provided  by  an  ex- 
cluded provider,  then  HCFA  will  pay  the  first  claim  but,  in 
most  instances,  will  not  pay  any  subsequent  claims  (15). 

Notice  of  proposed  exclusion  is  given  in  the  same  manner  as 
notice  of  termination.  The  notice  of  exclusion  specifies  the 
earliest  date  on  which  reinstatement  may  be  sought.  OIG  has 
discretion  to  set  this  date,  taking  into  consideration  the  se- 
riousness of  the  offense,  impact  of  the  violations  on  Medicare 
beneficiaries,  mitigating  circumstances,  and  any  previous  sanc- 
tion record  of  the  excluded  party  ( 16).  Exclusion  continues 
until  the  OIG,  not  HCFA,  reinstates  the  provider  ( 16). 

There  are  several  grounds  for  exclusion  that  are  specific  to 
physicians.  The  OIG  may  exclude  a physician  for  up  to  five 
years  (or  impose  a civil  monetary  penalty,  or  both)  if  it  deter- 
mines that  a nonparticipating  Medicare  physician  knowingly 
and  willfully  billed  a Medicare  beneficiary  for  actual  charges  in 
excess  of  the  physician’s  actual  charges  during  the  statutory 
period  of  the  Medicare  fee  freeze.  The  only  exception  to  this 
rule  is  that  the  OIG  will  not  exclude  a physician  who  is  the 
sole  physician  in  his  community  or  is  the  sole  source  of  spe- 
cialized services  in  that  community  (17).  The  OIG  also  may 
exclude  a physician  for  up  to  five  years  for  billing  as  an  as- 
sistant during  routine  cataract  operations  for  which  prior  ap- 
proval was  not  obtained  from  the  Medicare  carrier  or  appro- 
priate peer  review  organization  (18). 

Congress  expanded  the  grounds  for  exclusion  through  the 
Medicare  and  Medicaid  Patient  and  Program  Protection  Act  of 
1987  (MMPPPA)  (19).  Under  the  act,  criminal  convictions  re- 
lating to  delivery  of  service  under  Medicare  or  Medicaid  and 
criminal  convictions  for  neglect  or  abuse  of  patients  are 
grounds  for  mandatory  exclusion  (19).  Convictions  for  fraud 
in  government-financed  health  care  programs,  convictions  for 
obstructing  investigations,  and  convictions  for  controlled  sub- 
stance offenses  are  grounds  for  permissive  exclusion.  That  is, 
the  OIG  may,  but  need  not,  exclude  in  such  circumstances 
(19). 

There  are  other  grounds  for  exclusion  besides  criminal  con- 
victions. For  instance,  the  OIG  may  exclude  a physician: 

( 1 ) whose  license  has  been  revoked  by  the  Texas  State  Board 
of  Medical  Examiners  for  reasons  bearing  on  professional  com- 


petence, (2)  who  has  been  administratively  sanctioned  by 
Medicaid  or  the  Veterans  Administration  for  reasons  of  profes- 
sional competence,  ( 3 ) who  has  engaged  in  paying  or  receiv- 
ing kickbacks  under  the  criminal  anti-fraud  provisions  ( note 
that  no  criminal  conviction  is  necessary ),  ( 4 ) w'ho  fails  to 
grant  immediate  access  to  an  OIG  investigator  seeking  records 
in  an  investigation,  or  (5)  who  defaults  on  HHS-secured  health 
education  scholarships  (19). 

The  grounds  for  exclusion  are  not  solely  applicable  to  physi- 
cians. Hospitals  or  other  entities  with  provider  status  may  be 
excluded  if  the  OIG  determines  that  the  entity:  ( 1 ) is  con- 
trolled by  a person  who  has  been  convicted  of  a program- 
related  offense,  ( 2 ) failed  to  supply  information  about  a sub- 
contractor with  whom  it  had  525,000  or  more  in  business 
transactions  during  the  previous  12  months,  (3)  is  a hospital 
that  failed  to  comply  substantially  with  a statutorily  required 
corrective  action,  (4)  failed  to  supply  payment  information  to 
federal  or  state  agencies,  or  ( 5 ) had  a facility  license  revoked 
by  a state  licensing  agency  (19). 

These  grounds  for  exclusion  are  mutually  applicable,  in 
many  cases,  to  both  individual  physicians  and  providers.  In  ad- 
dition, the  OIG  may  exclude  from  participation  either  physi- 
cians or  entities  that  it  determines  have  committed  a violation 
of  the  Medicare  and  Medicaid  Fraud  and  Abuse  Provisions.  In 
this  instance,  no  conviction  in  a criminal  case  is  required 
before  exclusion.  The  physician  or  other  entity  is  tried  before 
an  administrative  law  judge  and  not  before  a federal  judge  and 
jury  (19). 

The  physician  or  other  person  excluded  for  conviction  may 
request  a hearing  before  an  administrative  law  judge  (19).  No 
jury  trial  is  available.  Although  such  hearings  are  held  in  accor- 
dance with  the  procedures  applicable  to  those  used  in  termi- 
nation of  provider  agreements,  the  scope  of  the  hearing  is 
highly  restricted.  The  only  issues  upon  which  an  appeal  may- 
be based  are:  ( 1 ) whether  the  person  was,  in  fact,  convicted; 
(2)  whether  conviction  was  related  to  participation  in  the  de- 
livery of  medical  care  under  Medicare,  Medicaid,  or  social  ser- 
vices programs;  and  (3)  whether  the  length  of  the  exclusion  is 
reasonable  (20).  If  the  physician  is  dissatisfied  with  the  hearing 
decision,  than  he  is  entitled  to  request  an  appeals  council  re- 
view of  that  decision,  as  well  as  judicial  review  of  the  final  ad- 
ministrative decision  (20). 

Reinstatement 

A provider  whose  agreement  is  terminated  may  request  re- 
instatement to  provider  status  by  OIG.  In  such  cases,  the  OIG 
must  find  that  the  reason  for  termination  has  been  removed 
and  that  there  is  reasonable  assurance  that  it  will  not  recur 
(21).  There  are  no  apparent  time  limits  in  this  instance. 

On  the  other  hand,  a physician  or  other  provider  who  is  ei- 
ther excluded  or  suspended  may  request  reinstatement  to  pro- 
vider status  only  after  the  date  specified  in  the  notice  of 
exclusion  or  suspension  (22).  Like  reinstatement  after  termina- 
tion, the  OIG  will  not  approve  such  a request  until  it  is  assured 
that  the  actions  leading  to  the  exclusion  or  conviction  will  not 
be  repeated.  Parties  seeking  reinstatement  after  exclusion  or 
suspension  must  authorize  the  OIG  to  obtain  information  from 
private  health  insurers  about  whether  any  questionable  claims 
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were  submitted  during  the  period  of  exclusion  or  suspension, 
as  well  as  statements  from  peer  review  bodies,  probation  offi- 
cers, or  any  professional  associates  who,  in  the  judgement  of 
the  OIG,  have  information  relating  to  whether  the  violations 
that  led  to  exclusion  or  suspension  will  not  be  repeated  (22). 
The  practical  effect  is  that  the  OIG  will  conduct  a new  inves- 
tigation of  the  former  provider  to  determine  the  party’s  char- 
acter and  fitness. 

If  the  OIG  approves  the  request  for  reinstatement,  it  will 
give  written  notice  to  both  the  parties  seeking  reinstatement 
and  all  those  parties  originally  notified  of  the  suspension  or  ex- 
clusion (23).  If  the  request  is  not  approved,  then  the  party 
seeking  reinstatement  has  30  days  to  submit  documentary  evi- 
dence or  written  argument  against  the  continued  exclusion  or 
suspension  (23).  It  must  be  noted,  however,  that  the  decision 
to  continue  an  exclusion  or  suspension  is  not  an  “initial  deter- 
mination” under  the  provisions  of  administrative  appeals  (23). 
That  is  to  say,  a party  seeking  reinstatement  is  not  entitled,  per 
se,  to  a hearing  before  an  administrative  law  judge  if  the  OIG 
denies  the  request  for  reinstatement. 

PRO  sanctions 

Peer  review  organizations  ( PRO ) are  required  to  identify  phy- 
sicians who  fail  to  furnish  services  that  meet  professionally  rec- 
ognized standards  of  health  care  (24).  The  PRO  will  submit  a 
report  to  the  OIG  if  it  determines  that  a physician  has  either 
substantially  failed  to  comply  with  his  or  her  obligations  in  a 
substantial  number  of  cases,  or  grossly  and  flagrantly  violated 
his  or  her  obligation  in  one  or  more  instances  (24). 

In  its  report,  the  PRO  submits  a description  of  each  failure 
to  comply  with  an  obligation,  pertinent  documentary  evi- 
dence, and  copies  of  written  correspondence  with  the  phy- 
sician (25).  The  PRO  also  must  specify  the  sanction  it 
recommends  and  the  period  of  exclusion  (25).  The  PRO  is  re- 
quired to  give  notice  of  its  determination  of  a violation  to  the 
physician,  along  with  an  opportunity  to  meet  with  the  PRO 
within  30  days.  This  is  the  “due  process”  provided  to  the  phy- 
sician at  this  stage  (26).  The  OIG  reviews  the  PRO  report  to 
determine  whether;  ( 1 ) the  PRO  is  following  its  own  proce- 
dures, (2)  a violation  has  occurred,  and  (3)  the  physician  has 
demonstrated  an  unwillingness  or  lack  of  ability  to  comply 
with  their  obligations  (27). 

The  OIG  may  either  reject  or  take  into  account  the  PRO’S 
recommended  sanction  in  determining  the  extent  of  the  sanc- 
tion, which  is  to  say,  it  is  not  bound  by  the  PRO’S  recommen- 
dation (27).  If  the  PRO  recommends  exclusion  and  the  OIG 
has  not  made  a determination  within  1 20  days,  then  the  exclu- 
sion will  become  effective  at  that  time.  In  such  a case,  the  OIG 
will  notify  the  physician  of  its  adverse  determination  and  of 
the  sanction  to  be  imposed,  which  can  include  a monetary 
penalty  ( 27 ).  Since  the  passage  of  legislation  supported  by  the 
American  Medical  Association  and  Texas  Medical  Association 
in  1987,  expedited  hearings  are  available  to  sanctioned  physi- 
cians in  rural  health  manpower  shortage  areas  or  in  a county 
with  a population  of  less  than  70,000.  Notice  of  the  sanction 
also  is  published  in  a newspaper  of  general  circulation  in  that 
area  (28).  As  in  the  case  of  other  OIG  exclusions,  a number  of 
other  parties  are  notified  as  well  (28). 


At  this  point,  an  OIG  exclusion  based  upon  a PRO  recom- 
mendation is  similar  to  other  exclusions.  Reinstatement  may 
occur  if  the  OIG  (not  the  PRO)  concludes  that  the  basis  of  the 
exclusion  no  longer  exists  and  there  is  reasonable  assurance 
that  the  problems  will  not  recur  (29).  The  notice  of  exclusion 
is  an  “initial  determination”  for  purposes  of  administrative  re- 
view, and  a physician  dissatisfied  with  that  decision  has  a right 
to  judicial  review  (28,30). 

Conclusion 

The  Office  of  the  Inspector  General  initially  was  created  to  en- 
sure efficiency  in  programs  operated  by  the  Department  of 
Health  and  Human  Services.  In  recent  years,  the  OIG  has  been 
given  new  tools  to  accomplish  its  mission.  It  now  has  the  au- 
thority to  administratively  terminate  provider  agreements  in- 
dependently of  HCFA,  as  well  as  exclude  and  fine  Medicare 
providers  and  physicians  for  specific  activities. 

At  this  time,  final  HHS  regulations  on  hospital  patient  trans- 
fer investigations  and  sanctions  are  pending.  When  finalized, 
these  will  add  another  dimension  to  the  OIG’s  authority.  These 
regulations  will  be  the  subject  of  another  article. 

HUGH  M.  BARTON,  JD 

Assistant  General  Counsel 
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Socioeconomics  of  fhedicine 


Medical  services  for  our 
financially  needy  elderly  patients 

Physicians  as  a profession  are  concerned  about  the  health 
care  needs  of  financially  needy  elderly  patients.  A program  of 
voluntary  assignment  is  suggested  as  the  best  solution  for 
this  problem.  Mandated  assignment  would  lead  to  dimin- 
ished access  to  medical  care  and  diminished  quality.  A vol- 
untary assignment  program,  in  cooperation  with  senior 
citizens  organizations,  offers  a cooperative  effort  to  cover  the 
elderly  in  need  of  medical  care. 

Medical  services  for  financially  needy  elderly  patients  is  an  ur- 
gent issue  for  the  medical  community.  That  urgency  grows  out 
of  our  need  to  demonstrate  to  the  general  public  and  the  fed- 
eral government  that  we  as  physicians  are  doing  what  in  fact 
we  have  always  done:  placing  the  welfare  of  our  patients  be- 
fore our  own  interests.  We  do  have  a strong  and  justifiable  re- 
sistance to  mandatory  assignment,  a strategy  that  would  not 
only  affect  physicians  but  that  would  also  undermine  the  ac- 
cessibility of  medical  care  of  the  elderly.  Assistance  to  patients 
experiencing  undue  financial  difficulties  is  a different  matter, 
one  that  is  based  on  the  physician’s  and  organized  medicine’s 
recognition  of  the  difficult  circumstances  of  individual  pa- 
tients. That  is,  the  provision  of  services  to  elderly  patients  ex- 
periencing undue  financial  difficulties  has  always  been  an 
essential  aspect  of  medical  practice. 

The  mechanics  of  assistance  to  patients  experiencing  undue 
financial  difficulties  are  relatively  simple.  Under  the  spon- 
sorship of  state  and/or  county  medical  societies,  local  physi- 
cians are  asked  to  provide  medical  care,  taking  into  considera- 
tion the  elderly  patients’  ability  to  pay  for  services.  The  pri- 
mary beneficiaries  of  such  programs  are  the  elderly  whose  in- 
comes are  at  or  near  the  poverty  level.  Patients  can  be  en- 
rolled in  such  a program  through  a cooperative  relationship 
with  a public  agency  or  a private  senior  group  which  reviews 
the  finances  and  provides  verification  of  eligibility  to  those  that 
qualify.  The  medical  society  in  turn  refers  such  patients  to  phy- 
sicians who  have  agreed  to  be  a part  of  the  assistance  program. 
To  a large  extent,  such  a program  is  simply  a more  formal  ex- 
74  pression  of  what  physicians  are  already  doing.  In  1 987,  Ameri- 

can  Medical  Association  data  showed  that  45.4%  of  all 

nonfederal,  patient  care  physicians  belonged  to  the  Medicare 
participating  physician  program.  But  of  those  physicians  who 
treated  Medicare  patients,  86%  assigned  some  of  their  claims, 
and  overall,  nonparticipating  physicians  accepted  assignment 
on  23.6%  of  their  Medicare  claims. 

Here  in  Texas,  27%  of  physicians  chose  to  become  Medicare 
participating  physicians  during  1988.  But  if  Texas  physicians 
were  unwilling  to  practice  medicine  on  terms  dictated  by  the 
federal  government,  they  were  equally  unwilling  to  pass  on  to 
their  patients  any  additional  costs;  72%  of  all  Medicare  claims 
paid  to  Texas  physicians  were  paid  on  an  assigned  basis.  In  my 
judgment,  both  the  national  and  the  Texas  figures  reflect  the 
professional  values  of  the  medical  profession:  we  resist  the  in- 


trusions of  government  in  the  physician-patient  relationship, 
but  we  are  willing  to  make  personal  sacrifices  where  the  wel- 
fare of  our  individual  patients  is  at  stake. 

Mandatory  assignment  would  diminish  access  to  care  be- 
cause the  economics  of  mandatory  assignment  markedly  di- 
minishes the  incentives  that  physicians  have  to  accept 
Medicare  patients.  A proposed  program,  which  would  assist  pa- 
tients experiencing  undue  financial  difficulties,  is  an  effort  by 
Texas  physicians  to  make  medical  care  more  accessible  to  indi- 
gent, elderly  patients.  This  program  would  indicate  the  con- 
cern of  physicians  to  help  on  a voluntary  basis  those  who  are 
in  financial  difficulty. 

Assistance  to  patients  experiencing  undue  financial  diffi- 
culties is  organized  medicine’s  tactic  for  demonstrating  to  the 
public  and  to  those  involved  in  the  development  of  health  pol- 
icy the  very  concrete  implications  of  our  professionalism. 
Medical  societies  in  other  states — in  Connecticut,  New  York, 
Ohio,  Washington,  Wisconsin,  and  South  Carolina — have  orga- 
nized programs  for  the  elderly  who  are  at  or  near  the  poverty 
level.  Under  these  programs,  qualified  beneficiaries  can  obtain 
services  for  which  they  have  to  pay  only  the  legally  mandated 
annual  deductible  and  20%  copayment.  These  are  the  patients 
for  whom  we,  as  either  participating  or  nonparticipating  physi- 
cians, are  already  accepting  assignment.  It  is  through  assistance 
to  these  patients  that  we  are  able  to  document  what  we  are 
doing  and  make  it  visible. 

One  of  the  major  economic  problems  of  today  is  the  distri- 
bution of  medical  care.  Rapidly  escalating  costs  of  medical  care 
delivery  have  brought  this  problem  to  the  forefront.  Today, 
close  to  1 1 % of  the  gross  national  product  is  spent  on  health 
care.  It  is  recognized  that  many  factors  are  involved  in  the 
rising  cost  of  this  aspect  of  our  society.  Some  of  these  factors 
include  our  increasingly  litigious  society,  which  maintains  that 
everyone  has  a right  to  expect  a good  outcome  from  any  medi- 
cal treatment  and  that  someone  is  at  fault  if  this  is  not  ob- 
tained. The  attitude  of  many  juries  is  that  large  insurance 
companies  can  be  made  to  pay  large  sums,  failing  to  realize 
that  eventually  the  consumer  pays  and  the  cost  of  medical  care 
increases. 

The  sophistication  of  present-day  medical  care  has  brought 
forth  tremendous  advantages:  the  increase  in  our  life  expec- 
tancy and  the  eradication  or  control  of  many  infectious  dis- 
eases— such  as  tuberculosis  and  poliomyelitis.  There  has  been 
marked  improvement  in  surgical  treatment  of  heart  disease 
and  chemotherapy  for  cancer — along  with  many  other  tremen- 
dous advances  in  medicine.  But  they  have  all  been  costly,  and 
payment  must  come  from  somewhere.  Two  divergent  philoso- 
phies suggest  the  sources  of  payment.  The  first  assumes  that 
freedom  and  democracy  carry  with  them  responsibility  and  lia- 
bility, that  the  individual  must  plan  for  his  or  her  own  future 
and  security,  that  freedom  involves  managing  one’s  own  life. 
The  other  philosophy  holds  that  health  care  is  a right  for 
everyone,  and  regardless  of  how  one  behaves,  society  is  re- 
sponsible for  seeing  that  the  very  best  possible  health  care  is 
available  for  all.  This  is  the  philosophy  of  equal  access  to 
quality  health  care  for  all  persons,  and  this  philosophy  ob- 
viously involves  tremendous  expense. 

Medicare  and  Medicaid  were  programs  established  in  an 
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effort  to  assure  the  availability  of  quality  health  care.  It  imme- 
diately became  apparent  within  the  first  year  that  the  Medicare 
program  cost  four  to  five  times  what  was  estimated  or  antici- 
pated when  the  law  passed  Congress.  For  years,  Medicare  con- 
tinued to  pay  hospitals  and  physicians  on  the  basis  of  cost, 
including  building  cost  and  other  aspects  of  the  delivery  of 
care.  As  it  became  apparent  that  this  could  not  be  continued, 
the  philosophy  gradually  changed  and  Medicare  instituted 
a payment  mechanism  based  on  diagnosis  related  groups 
(DRGs).  The  Health  Care  Financing  Administration  administers 
peer  review  organizations  (PROs)  in  its  attempt  to  eliminate 
all  unnecessary  use  of  hospitals  or  other  health  care  facilities. 
The  intent  is  to  control  health  costs  while  maintaining  the 
quality  of  health  care  services. 

Because  costs  have  continued  to  climb  in  spite  of  these 
efforts  at  control,  several  states  have  passed  laws  requiring 
mandatory  assignment  of  Medicare  benefits.  This  requires  that 
physicians  accept  assignment  on  all  patients  who  have  Medi- 
care coverage.  It  prevents  any  balance  billing  by  the  physician 
and  thus  completely  eliminates  the  free  enterprise  system.  The 
patient  no  longer  has  the  right  to  the  best  medical  care  by 
offering  to  pay  more  rewarding  fees  to  those  physicians  who 
are  more  competent  in  their  field;  this  eliminates  their  right  to 
selection.  At  the  same  time,  accessibility  to  Medicare  is  being 
diminished.  Physicians  find  that  they  cannot  accept  Medicare 
and  Medicaid  assignments,  pay  their  overhead,  and  have  an 
adequate  reward  for  their  time  and  effort — and  cover  the  risks, 
including  liability  for  increased  time  and  effort  in  their 
profession. 

Thus,  mandatory  assignment  is  not  beneficial  to  either  the 
patient  or  the  physician.  It  brings  about  diminished  ac- 
cessibility, lowered  quality  of  medical  care,  and  loss  of  the  pa- 
tient’s right  of  selection.  In  spite  of  this,  there  are  some  1 7 
states  that  have  already  passed  laws  requiring  mandatory  as- 
signment. In  an  effort  to  prevent  a clamor  for  mandatory  as- 
signment and  because  of  physicians’  desire  to  give  good  and 
adequate  care  to  those  who  cannot  afford  it,  several  medical 
societies  have  adopted  a program  that  would  assist  patients  ex- 
periencing undue  financial  difficulties.  The  TMA  Council  on  So- 
cioeconomics has  carefully  discussed  and  evaluated  this  at 
recent  meetings.  Encouragingly,  ten  states  have  defeated  man- 
datory assignment  legislation  this  past  year:  Mississippi,  Min- 
nesota, Iowa,  Indiana,  Colorado,  Maryland,  Maine,  Wyoming, 
South  Carolina,  and  California.  Legislation  is  pending,  however, 
in  Florida,  Ohio,  New  York,  and  Pennsylvania.  In  Vermont,  be- 
fore the  medical  society  could  start  a program,  its  legislature 
took  action  mandating  assignment  for  singles  earning  less  than 
825,000  and  couples  with  an  income  below  832,000.  The  Ver- 
mont Medical  Association  acknowledged  that  they  were  too 
late  in  coming  in  with  their  own  program.  They  felt  that  they 
might  have  avoided  the  legislative  mandate,  had  they  pro- 
moted a voluntary  program. 

If  the  medical  community  is  to  continue  to  have  a strong  in- 
fluence on  the  practice  of  medicine,  including  the  independent 
setting  of  fees  and  selection  of  those  to  whom  free  Medical 
care  will  be  granted,  it  must  take  a proactive  stance.  In  this 
case,  we  must  face  the  problems  of  access  to  medical  care  by 
the  elderly  indigent  patient  in  a manner  that  is  fair  and  satisfac- 


tory to  all  concerned.  Certainly  one  feasible  approach  to  this 
can  occur  on  a local  level  by  the  cooperation  of  physicians,  se- 
nior citizens,  and  hospital  administrators  in  providing  medical 
services  to  financially  needy  Medicare  patients. 

JOHN  H.  SELBY,  MD 

Chairman,  TMA  Council  on  Socioeconomics,  4809  University,  Suite  201, 
Lubbock,  TX  79413 
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fhedicine  in  \miterature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1989  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,035  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477-6704. 


In  the  TMA  Library 

Arndt  KA;  Manual  of  Dermatologic  Therapeutics  With  Essen- 
tials of  Diagnosis,  ed  4.  Boston,  Little,  Brown  & Co,  1989. 

Barlow  DH:  Anxiety  and  Its  Disorders.  The  Nature  arul  Treat- 
ment of  Anxiety  and  Panic.  New  York,  Guilford  Press,  1988. 

Brown  BA:  Hematology.  Principles  and  Procedures,  ed  5. 
Philadelphia,  Lea  & Febiger,  1 988. 

Burton  BT,  Foster  WR:  Human  Nutrition.  A Textbook  of  Nu- 
trition in  Health  and  Disease  (formerly  Heinz  Handbook  of 
Nutrition),  ed  4.  New  York,  McGraw-Hill,  1988. 

Corman  ML;  Colon  and  Rectal  Surgery,  ed  2.  Philadelphia,  J.B. 
Lippincott,  1989. 

Eliot  RS:  Stress  and  the  Heart  Mechanisms,  Measurements, 
and  Management  Mount  Kisco,  NY,  Futura  Publishing  Co, 
1988. 

Engelberg  AL;  Guides  to  the  Evaluation  of  Permanent  Impair- 
ment, ed  3.  Chicago,  American  Medical  Association,  1988. 

Gordon  AG,  Lewis  BV:  Gynecological  Endoscopy.  Philadelphia, 
J.B.  Lippincott,  1988. 

Kirsner  JB,  Shorter  RG  (eds):  Inflammatory  Bowel  Disease,  ed 
3.  Philadelphia,  Lea  & Febiger,  1988. 

Krupin  T:  Manual  of  Glaucoma  Diagnosis  and  Management 
New  York,  Churchill  Livingstone,  1988. 

Kiibler-Ross  E:  AIDS.  The  Ultimate  Challenge.  New  York,  Mac- 
millan Publishing,  1987. 

Marriott  HJL:  Practical  Electrocardiography.  Baltimore, 
WiUiams  & Wilkins,  1988. 

Martin  JE:  Atlas  of  Mammography.  Histologic  and  Mam- 
mographic  Correlations,  ed  2.  Baltimore,  Williams  & Wilkins, 
1988. 

Mash  EJ,  Terdal  LG  (eds):  Behavioral  Assessment  of  Childhood 
Disorders,  ed  2.  New  York,  Guilford  Press,  1988. 


Mayer  TG,  Gatchel  RJ;  Functional  Restoration  for  Spinal  Dis- 
orders. The  Sports  Medicine  Approach.  Philadelphia,  Lea  & 
Febiger,  1988. 

McCarty  D}.  Arthritis  and  Allied  Conditions.  A Textbook  of 
Rheumatology,  ed  11.  Philadelphia,  Lea  & Febiger,  1989. 

Odds  FC:  Candida  and  Candidosis,  ed  2.  Philadelphia, 

Bailliere  Tindall,  1988. 

O’Grady  JP:  Modem  Instrumental  Delivery.  Baltimore, 
Williams  & Wilkins,  1988. 

Richardson  D:  Women  and  AIDS.  New  York,  Methuen,  1 988. 

Roth  JA,  Ruckdeschel  JC,  Weisenburger  TH:  Thoracic  On- 
cology. Philadelphia,  W.B.  Saunders,  1989. 

Rowe  JW,  Besdine  RW:  Geriatric  Medicine,  ed  2.  Boston,  Little, 
Brown  & Co,  1988. 

Schetky  DH,  Green  AH:  Child  Sexual  Abuse.  A Handbook  for 
Health  Care  and  Legal  Professionals.  New  York,  Brunner/ 
Mazel,  1988. 

Schumacher  HR,  Gall  EP:  Rheumatoid  Arthritis.  An  Illustrated 
Guide  to  Pathology,  Diagnosis,  and  Management  Phila- 
delphia, J.B.  Lippincott,  1988. 

Thaller  SR,  Montgomery  WW  (eds):  Guide  to  Dental  Problems 
for  Physicians  and  Surgeons.  Baltimore,  Williams  & Wilkins, 
1988. 

Thomas  JA  (ed):  Drugs,  Athletes,  and  Physical  Performance. 
New  York,  Plenum  Medical  Book  Co,  1 988. 

Schwartz  SL  Principles  of  Surgery,  ed  5,  2 vols.  New  York, 
McGraw-Hill,  1989. 

(Jmaha  CR;  Open -Heart  Surgery.  An  Awakening  into  Self- 
consciousness.  New  York,  Vantage  Press,  1988. 

Wang  CC  (ed):  Clinical  Radiation  Oncology.  Indications, 
Techniques,  and  Results.  Littleton,  Mass,  PSG  Publishing,  1988. 

Williams  RL,  Karacan  1,  Moore  CA  (eds):  Sleep  Disorders.  Diag- 
nosis and  Treatment,  ed  2.  New  York,  John  Wiley  & Sons, 

1988. 

Woolf  AD,  Dixon  ASJ:  Osteoporosis.  A Clinical  Guide.  Phila- 
delphia, J.B.  Lippincott,  1988. 

Zuspan  FP,  Quilligan  EJ:  Douglas -Stromme  Operative  Ob- 
stetrics, ed  5.  Norwalk,  Conn,  Appleton  & Lange,  1988. 
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Doctor-Your  office  staff  will  benefit  from  the 
Texas  Society  of  Medical  Assistants’  1989  Annual  Winter  Educational  Conference. 


Coding  Essentials  to  Maximize  Physician  Reimbursement 
In  the  Office:  Your  Communication  Link  to  Medicare  and 
the  Third  Party  Payment  System 

March  4,  1989 


Vital-One  Day  Seminar 

(Bring  your  ICD-9-CM  Volumes  I & II  to  the  workshop.) 


SEMINAR  CONDUCTED  BY 


Texas  Medical  Foundation 
901  Mopac  Expressway  South,  Suite  200 
Barton  Oaks  Plaza  Two 
Austin,  Texas  78746 


Guest 

Quarters 


303  West  15fh  Street 


SUITE  HOTEL 

(512)  478-7000 


Austin,  Texas  78701 


A SPECIAL  BONUS! 


You  will  receive  a comprehensive  Coding  Resource  Workbook 
containing  data  you  can  put  to  use  immediately. 


TUITION  AND  REGISTRATION 


REGISTRATION  TIME:  8:30  A.M.  (Coffee  and  tea  served.) 
(Audio  or  video  recording  will  be  permitted.) 

SEMINAR:  9:00  A.M.  TO  5:00  P.M. 


NOON  BREAK:  12:00  P.M.  to  1:30  P.M.  (Lunch  included) 

SEMINAR  FEE:  $75.00  TSMA  Member 
$90.00  Non-Member 


TEXAS  MEDICAL  FOUNDATION  SEMINARS 


TMF  has  a long  tradition  of  providing  quality  educational  services  that 
reflect  a commitment  to  excellence  and  a sharing  of  information  that 
is  unequalled  in  the  state.  Workshops — developed  by  highly  qualified 
TMF  physicians  and  staff — are  designed  to  assist  health-care  profes- 
sionals and  others  understand  medical  peer  review. 

TMF  workshop  presenters  are  experienced  and  prepared  to  provide 
comprehensive  programs  on  topics  related  to  diagnosis  and  proce- 
dure coding,  quality  assurance,  utilization  review.  Medical  Care  Evalu- 
ation studies,  and  more. 


CONTINUING  EDUCATION  UNITS 


Approved  for  CEU's 
Thru 

American  Association  of  Medical  Assistants 


REGISTRATION  FORM  - Detach  and  mail  as  Directed. 

Registration  fee  prior  to  February  28, 1989  is  $75.00  for  TSMA  members. 

Non-Members  prior  to  February  28,  1989  is  $90.00 
At  the  Door  Registration  will  be  $90.00 

Name 


TSMA  MEMBER 

□Yes  GNo 


Address 


street 


city  state  zip  phone 


Employer 

name  street  city 

I request  continuing  educational  credits  with  the  AAMA-O 


State  zip  phone 


Make  checks  payable  to  the  Texas  Society  of 

Medical  Assistants  and  mail  with  this  form  to:  Linda  L.  Coon,  PMAC,  CMA 

Conference  Chairman 
726  Twilight  Drive 
Garland,  Texas  75040 
(214)  272-2052-Home 


For  further  information  contact: 
Evelyn  C.  Coen,  AAS,  CMA 
T.S.M.A.  Education  Chairman 
726  Twilight  Drive 
Garland,  Texas  75040 
(214)  272-2052-Home 
(214)  442-5414  x350- Work 


NO  REFUNDS  AFTER  FEBRUARY  28.  1989.  REFUNDS  WILL  BE  MADE  FOR  CANCELLATIONS  RECEIVED  BY  6:00  p.m. 

FEBRUARY  28,  1989  LESS  $10.00  ADMINISTRATIVE  FEE. 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Clenna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

James  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEG;  EMC;  Evoked  Potentials;  Thermography;  Personality 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2S50  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT;  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


MEDICLINICS,  HOUSTON 

Eamily,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Eannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
tor  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  & Rectal  Surgeon,  specialized  in: 
Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  411  B,  Dallas  75246 
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DERMATOLOGY 


ENDOCRINOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dalias,  Texas  75230;  Phone  214  661-7460 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  lil,  8230  Walnut  Hill  Lane,  Suite  808,  Dalias, 

Texas  75231;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  biock  Broadway  on  Brackenridge  Ave;  up  hiii  for  3 blocks  to 

Tendick  on  ieft.  Office  in  middie  of  biock.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatoiogic  Surgery  and 

Cosmetic  Dermatoiogic  Surgery 

Hair  Transpiant,  Dermabrasion,  Chemicai  Peei, 

Scar  Revision,  Lipo  injection  and  Scierotherapy 
Creenvilie  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadiey  Tower,  Suite  1058  Mark  your  calendar  for  future 

Dallas,  TX  75246  Telephone;  214  820-4247 

TMA  meetings: 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
80  Dermatologic  Surgery 
Malignant  Melanoma 

Dysplastic  Nevi  Winter  Leadership  Conference,  March  4,  1989 — ’Austin 

Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 

Annual  Session,  May  10-14, 1989 — Fort  Worth 


Fall  Leadership  Conference,  September  16,  1989 — Austin 

TMA  Student  Loan  Program 

Interim  Session,  November  17-18, 1989 — Austin 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dailas  Parkway,  Suite  306,  Dalias,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dailas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


. . . Another  service  of  your  association 


Texas  Medicine 


HAND  SURGERY 


INFECTIOUS  DISEASES 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


ALLAN  R.  KELLY,  MD 
KAREN  S.  JURGENSEN,  MD 
Infectious  Diseases 

929  College  Avenue,  Fort  Worth,  Texas  76104 

Telephone  817  334-0003 

Twenty-four  Hour  Number  817  927-6100 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft,  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructiye  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 
Hand  Surgery  and  Reconstructiye  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  ERGS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructiye  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


WILLIAM  j.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 


Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 


803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246- 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 
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NUCLEAR  MEDICINE 


EDWIN  C.  AUGUSTAT,  MD 


Ophthalmic  Plastic  and  Reconstructive  Surgery 

HERBERT  C.  ALLEN,  MD,  FACNM  1400  south  Main,  suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

Practice  Limited  to  Nuclear  Medicine 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  EACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


OCCUPATIONAL  MEDICINE 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Cary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 


6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Eish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  jost,  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  EACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  G.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 


Eountain  View  Medical  Plaza,  1622  Eountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 


ORTHOPEDIC  SURGERY 


TEXAS  EYE  INSTITUTE 
Disease  and  Surgery  of  the  Eye 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 
Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


F.  Carlton  Hodges,  MD 
j.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 


1701  Pine  Street,  Abilene,  Texas  79601 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


Texas  Medicine 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — ^Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Schoiz,  DOS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ARTHRITIS  SURGICAL  CENTER 

Specializing  in  Joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 

Cecil  M.  Christensen,  MD 

Board  Certified 


OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Bilingual  (Spanish)  Program 
Neuromuscular 


Sports  Arts  Center 

Polytrauma 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Cerebral  Palsy 

Neurophysiology 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospitals 

Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1 -800-44REHAB 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 


Simon  Fredricks,  MD,  FACS 
lonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 


James  B.  Stafford,  IV,  MD,  FACS 
David  A.  Lee,  MD 
John  E.  Lomax,  MD 


Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 

Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Cumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


TMA  Memorial  Library 


. . . Another  service  of  your  association 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 
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PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 
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STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


The  Burn  Care  Associates  has  bee 

patients.  Care  for  every  phase  o 

resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD 

Lebaron  W.  Dennis,  MD 

Michael  M.  Duffy,  MD 

)oe  Ford,  MD 


n organized  to  provide  care  for  burned 
f burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


BURN  CARE  ASSOCIATES 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services: 

» Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 
Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for 
Adolescents 


Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PLASTIC  SURGERY  SPECIALISTS 

Neal  R.  Reisman,  MD,  FACS  William  B.  Riley,  Jr.,  MD,  FACS 
Richard  K.  Vanik,  MD  Joseph  M.  Perlman,  MD,  FACS 

Medical  Center-Creenpark  Two,  7505  S.  Main,  Suite  150,  Houston, 

Texas  77030;  713  558-5353 

West  Houston,  Southwest,  Sugar  Land,  Galleria,  Cy-Fair 

Diplomates  American  Board  Plastic  Surgery 


• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Cary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
loan  R.  Hebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 
Cretchen  Megowen,  MD 


Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
Rebecca  M.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood,  MD 
John  M.  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center, 
Medical  City,  The  Irving  Hospital  & Trinity  Medical  Center 
Phone  214  247-1150 


PSYCHIATRY 


RHEUMATOLOGY 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  G.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and 
Adolescent,  Substance  Abuse,  Short-Term,  ACCEL,  and 
Alternative  Care. 
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Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johansen,  MD 
jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee,  MD 
Tom  C.  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Joseph  P.  Caspar!,  MD 
Paul  M.  Hamilton,  MD 
David  J.  Korman,  MD 
Jerry  M.  Lewis,  III,  MD 

P.O.  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  75228 


Ruth  A.  MarDock,  MD 
Charles  C.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
James  K.  Peden,  MD 
Catherin  A.  Roberts,  MD 
Tony  Romack,  MD 
Larry  C.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 
Paula  Dobbs-Wiggins,  MD 


214  381-7181 
1-800-426-4944 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


Representing  TMA's  legislative  views 


. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


Texas  Medicine 


UROLOGY 


Dressed  to  kill 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  ).  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  ).  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual 
Dysfunction,  Laser  Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $48.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


TMA  Action  monthly  newsletter 


. . . Another  service  of  your  association 


People  who  are  careless 
with  fire  are  killers. 
You  can  dress  them  up, 
but  you  can't  take  them 
anywhere.  Especially,  to 
the  forest.  Remember, 
only  you  can  prevent 
forest  fires. 


A public  semice  of  the  U.5.D.A  . 

Forest  Service,  and  your  State  Foresters. 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Public  Health  Physician — The  Fort  Worth  Health 
Department  is  seeking  BE/BC  family  practice  or 
public  health/preventive  medicine  physician(s)  to 
join  its  practice  group.  We  are  currently  recruiting 
for  disease  control  physicians  to  work  in  the  areas 
of  STD  services,  HIV  services,  and  TB  control.  Con- 
sider a full-time  public  health  career  with  no  office 
overhead,  minimal  night  call,  research  opportuni- 
ties, excellent  benefits,  recreational,  and  cultural 
opportunities.  Salary  up  to  $64,524,  depending  on 
qualifications.  Texas  license  or  ability  to  obtain  re- 
quired. Send  CV  to  Nick  U.  Curry,  MD,  1800 
University  Drive,  Fort  Worth,  Texas  76107. 

Wanted — Dallas  metro  area  physicians  who  have  a 
current  valid  license  to  practice  medicine  in  any 
state,  to  help  with  military  pre-enlistment  physicals. 
Full-time  position  pays  $36,899  to  $45,367  with 
government  benefits.  Additional  annual  bonus  of  up 
to  $11,000  may  be  available,  depending  on 
seniority  and  years  of  commitment  for  the  position. 
Contact  Major  Solvey  at  214  421-1312. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 


San  Angelo — Outstanding  opportunity  in  minor 
emergency/famiiy  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Texas:  Dallas/Fort  Worth  and  East  Texas — Full-time 
positions  available  with  EmCare,  a progressive  phy- 
sician-oriented group  committed  to  excellence  in 
emergency  medicine.  Opportunities  include  staff 
and  directorship  positions,  in  high-volume.  Level  I 
Trauma  Centers,  as  well  as  smaller  community  hos- 
pitals. We  offer  very  desirable  geographic  locations 
including  the  Dallas/Fort  Worth  area.  East  Texas, 
Amarillo,  and  Austin.  Competitive  compensation 
rates  range  from  $85,000  to  $150,000  annually. 
Positions  available  for  both  part-time  and  full-time 
emergency  medicine  physicians.  Positions  are  also 
available  for  primary  care  physicians  in  clinic  set- 
tings. Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204  or  call  collect  214 
823-6850,  out  of  state  1-800-527-2145. 

Part-time  or  full-time  physician  needed  for  low- 
volume  emergency  department  in  a nice  area  of 
Houston.  Please  call  713  784-1720  anytime. 

Texas:  Full-time  and  part-time  emergency  depart- 
ment positions  available  at  224-bed  hospital.  Rec- 
reational area  north  of  Dallas.  Excellent  compensa- 
tion including  malpractice  insurance.  Benefit  pack- 
age available  to  full-time  physicians.  Contact: 
Emergency  Consuitants,  Inc.,  2240  S.  Airport  Road, 
Room  29,  Traverse  City,  Mi  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496. 


Family/General  Practice 


$100,000  Practice  Opportunity — Immediate  opening 
for  family  practitioner.  Roiling  Plains  Regional, 
Texas  Panhandle.  Clinic  fully  equipped  adjacent  to 
42-bed  hospital.  Hospital  will  provide:  billing,  nurs- 
ing, housekeeping,  maintenance,  etc.  $100,000  first 
year  guarantee.  For  more  information  contact  Ad- 
ministrator, Hall  County  Hospital,  806  259-3504. 

Colorado,  Family  Practice — Busy  practice  in  grow- 
ing community  seeks  third  BE/BC  partner.  Good 
safary,  malpractice  and  benefits.  Close  to  Denver 
and  Colorado  Springs.  Contact  Richard  F.  Pebler, 
719  775-2367,  Box  A,  Limon,  CO  80828. 


Obstetrics/Gynecology 

OBC — North  Central  Texas.  Seeking  BC/BE  OBG  to 
join  expanding  OBG  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  heip  growing  practice.  Desire  for  in- 
dependent-minded, American-trained  physician, 
BE/BC,  miiitary  residencies  welcome.  Present  phy- 
sician wiil  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michaei  S.  Phiilips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 

South  Texas — Obstetrician/gynecologist,  board  eligi- 
ble or  certified,  to  join  an  incorporated  practice  of 
two  board  certified  OBGs.  Subtropical  Gulf  Coast 
area  with  excellent  water  sports,  hunting  and  fish- 
ing all  year  round.  Gender  no  barrier.  Excellent 
salary,  full  range  of  benefits.  Please  reply  to 
Ad-712,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Orthopedic  Surgery 


Texas,  Houston — Full-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 


ERA,  an  expanding  Emergency  Physi- 
cian Group  is  seeking  physicians  in  the 
following  specialties:  Emergency  Medi- 
cine, Family  Practice,  Internal  Medicine, 
and  General  Surgery.  We  offer  an  op- 
portunity to  demonstrate  your  skills  in  a 
variety  of  settings  throughout  Central, 
East/Central,  and  Southern  Texas. 

We  offer  excellent  opportunities  for  staff 
and  directorship  positions  with  lucrative 
compensation  and  paid  malpractice  in- 
surance. Call  EPA  at  1 -800-999-3728, 
or  send  your  CV  to: 

Amy  A.  Schafers,  Physician  Recruiter 
Emergency  Physicians  Associates 
8700  Crownhill  Road,  Suite  600 
San  Antonio,  Texas  78209 


rexas.  We  call  it  home. 
Why  go  anywhere  else?” 


PRN,  Ltd. 

Physician  Staffing 


locum  tenens  • practice  trials 
permanent  placements 

positions  and  physicians 
now  available 


1-800-531-1122 

One  Thousand  North  Walnut 
Suite  B 

New  Braunfels,  Texas  78130 


A physician-owned  company 
— established  1982  — 


Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 

Orthopedic  Surgeons,  Texas  Gulf  Coast — An  attrac- 
tive financial  and  recruitment  package  will  be  pro- 
vided to  an  orthopedic  surgeon  in  a new  medical 
office  building  next  to  our  191-bed  hospital  in 
Baytown,  immediate  referrals  will  be  forthcoming. 
Baytown,  popuiation  60,000,  is  located  just  20  miles 
southeast  of  Houston.  For  more  information,  send 
your  CV  to:  Gordon  Crawford,  Professional  Rela- 
tions, Humana  Inc.,  Dept.  11-2,  500  West  Main 
Street,  Louisville,  Kentucky  40201-1438.  Or  call 
TOLL-FREE  1-800-626-1590. 

Orthopedic  surgeon  to  Join  two  established  ortho- 
pedic surgeons  within  a well  established  and 
expanding  multispecialty  group  in  a choice  rural 
area  of  Central  Texas.  Salary  with  incentive  bonus 
opportunity,  excellent  benefits.  Independent  fee- 
for-service  24-physician  group  with  drawing  area  of 
100,000-t-.  Send  CV  or  call  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park,  Bren- 
ham,  Texas  77833,  or  call  during  weekdays  1-800- 
333-6153  or  nights  409-836-4104. 


Pediatrics 


Pediatricians,  Texas  Gulf  Coast — Another  pediatri- 
cian is  needed  to  establish  practice  next  to  our 
191 -bed  hospital  in  Baytown,  Texas.  The  only  pedi- 
atrician here  is  extremely  busy  and  will  share  call. 
Attractive  financial  and  marketing  assistance  will  be 
provided.  Baytown,  population  60,000,  is  located 
just  20  miles  southeast  of  Houston.  For  more  infor- 
mation, send  your  CV  to:  Gordon  Crawford,  Pro- 
fessional Relations,  Humana  Inc,,  Dept.  11-2,  500 
West  Main  Street,  Louisville,  Kentucky  40201-1438. 
Or  call  TOLL  FREE  1-800-626-1590. 


Psychiatry 

Psychiatrist — new  position  in  expanding  medical 
services  division  of  a community  mental  health 
center.  Requires  Board  Eligible  or  Board  Certified 
and  Texas  license.  A base  salary  of  $73,000,  higher 
considering  experience  and  certification.  Fringe 
benefit  package  of  23%  plus  administrative  and 
malpractice  liability  coverage.  El  Paso  has  more 
days  of  sunshine  than  any  city  in  the  U.S.  Our 
average  daily  high  temperature  in  January  is  57 
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degrees;  average  nightly  low  temperature  in  July  is 
70  degrees.  Mountain  resorts  with  skiing  and  fish- 
ing are  two  hours  away.  A culturally  diverse  major 
metropolitan  area,  El  Paso  has  a population  of 
over  500,000.  Bilingual  Spanish/English  required. 
For  more  information  call  or  write  W.  M.  Smith, 
Personnel  Director,  Life  Management  Center,  P.O. 
Box  9997,  El  Paso,  Texas  79990;  915  594-1069. 

Psychiatrist,  Texas  Gulf  Coast — Our  191-bed  hos- 
pital in  Baytown,  Texas  is  rapidly  expanding  psychi- 
atric services  and  another  general  or  child  psychi- 
atrist is  needed  to  establish  practice  here.  We  now 
have  34  psych,  10  adolescent  and  six  chemical 
dependency  beefs.  Attractive  financial  and  marketing 
assistance.  Baytown,  population  60,000,  is  located 
just  20  miles  southeast  of  Houston.  For  further  in- 
formation, send  your  CV  to:  Cordon  Crawford, 
Professional  Relations,  Humana  Inc.,  Dept.  11-2, 
500  West  Main  Street,  Louisville,  Kentucky  40201- 
1438.  Or  call  TOLL-FREE  1-800-626-1590. 


Radiology 

BE/BC  radiologist  needed  for  locum  tenens  in 
Laredo,  Texas.  Full  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Radiologist — Part-time  position  available.  No  spe- 
cials or  MRI.  Ideal  for  semi-retirement  in  resort/ 
retirement  area  in  South  Texas  on  Mexican  border 
near  Gulf  of  Mexico.  Contact  Max  Roeder,  MD, 
1315  E.  6th  Street,  Weslaco,  Texas  78596. 

Expanding  IS-physician  multispecialty  group  has 

excellent  opportunity  for  a radiologist.  We  offer  a 
high  beginning  guaranteed  salary  in  addition  to 
benefits  with  no  first  year  expenses.  Send  CV  to 
Pam  Shuttlesworth,  Personnel  Director,  Malone  and 
Hogan  Clinic,  1501  W.  11th  Place,  Big  Spring,  Texas 
79720. 

Radiologists — Eight  openings  in  Texas  for  8C/BE 

radiologists.  Diagnostic,  interventional  opportunities 
available  with  guaranteed  salaries  and  quick  partner- 
ship. Send  CV  to:  The  Lewis  Group,  1227  N.  Valley 
Mills,  Suite  200,  Waco,  Texas  76710  or  call  1-800- 
666-1 DRS. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 


Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 


Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  I’A  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 


PRIVATE  PRAQICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  Sn  Sunbeit  States 


Call  1-800-284-4560 


Houston  786-3722 
or  send  CV  11140  Westheimer 
Suite  144 

Houston,  TX  77042 


Reuben 
B r o n s t e i n 

& Associates 


Expanding  Texas  Multispecialty  Croup — Dallas/Fort 
Worth  area,  requires  BE/BC  physicians:  internal 
medicine  and  subspecialties,  OBC,  orthopedics, 
pediatrics,  psychiatry,  urology,  ENT,  ophthalmology. 
Competitive  salary  and  benefits.  CV  to:  Medical 
Director,  Permanente  Medical  Association  of  Texas, 
12720  Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Permanente  Medical  Association  of  Texas — Rapidly 
expanding,  multispecialty  prepaid  group  practice  in 
Dallas/Fort  Worth  seeking  BE/BC  physicians:  allergy, 
anesthesiology,  dermatology,  family  practice,  gastro- 
enterology, general  surgery,  internal  medicine,  neu- 
rology, OBC,  oncology,  ophthalmology,  orthopedics. 
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otolaryngology,  pediatrics,  psychiatry,  radiology, 
vascular  surgery,  urology.  Extensive  benefit  package. 
5end  CV  or  contact  Medical  Director,  Permanente 
Medical  Association  of  lexas,  12720  Hillcrest,  Suite 
600,  Dallas,  Texas  75230;  214  458-5015.  Equal  op- 
portunity employer. 


PHYSICIANS 

• Some  want  to  move. 

• Some  want  to  stay. 

• Some  want  to  quit. 

• Some  want  to  start. 

We  get  them  together. 

Please  contact:  Doug  MeSwane 
Harold  Whittington  & Associates 
12959  Jupiter  Road,  Suite  200 
Dallas,  Texas  75238 

214/343-7176 


Opportunity  for  family  practice  physician  and  gen- 
eral surgeon.  Friendly  town  in  the  heart  of  Texas. 
Modern  hospital.  Three-man  clinic;  space  for  five. 
Hunting,  fishing.  A great  place  to  raise  your  family. 
Contact  S.  Merlin  McAnelly,  MD,  915  597-2114; 
Charles  Butts,  915  597-2901,  Heart  of  Texas  Me- 
morial Hospital,  Brady,  Texas. 

Physicians  wanted  in  Texas,  Oklahoma,  California; 

Major  cities  to  rural  communities.  Cardiology,  ENT, 
family  practice,  general  surgery,  internal  medicine, 
OBC,  oncology,  orthopedic  surgery,  pulmonology, 
pediatrics,  psychiatry,  radiology,  urology.  Excellent 
quality  of  life,  excellent  compensation,  etc.  Reply 
with  CV  to  Medical  Support  Services,  8806  Balcones 
Club  Dr.,  Austin,  TX  78750;  Office  512  331-4164, 
24  Hr  FAX  512  331-6741. 

We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  John  Smith,  Locum  Tenens,  Inc.  (A 
Division  of  Jackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT9,  Atlanta,  CA  30346, 
telephone  1-800-544-1987. 


SPRINGER 

CLINIC 


■ Dermatology 

■ Family  Practice 
II  Obstetrics/ 

Gynecology 

I Psychiatry 
Pulmonology 

Rapid  growth  of  Springer  Clinic,  a 55 
member  multi-specialty  group,  has 
created  opportunities  for  BC/BE  physi- 
cians in  the  above  practices. 

Competitive  guaranteed  salary  and 
production  incentives  initially  with 
partnership  opportunities  within  two 
years. 


Call  (918)  495-2631  or  send  CV  to: 
Richard  A.  Callis,  Administrator 
Springer  Clinic 
6160  South  Yale 
Tulsa,  Oklahoma  74136 


Primary  care  specialties  and  subspecialties  needed 
for  Texas  and  other  states  (NC,  Calif.,  Va.,  Ma.,  la., 
etc.).  Guaranteed  salaries  and  incentives.  Send  CV 


to:  The  Lewis  Croup,  1227  N.  Valley  Mills,  Suite 
200,  Waco,  Texas  76710  or  call  1-800-666-1DRS. 

Surgical  Specialties — Orthopedic  and  general  with 
subspecialty  interests.  Opportunities  in  Texas,  Vir- 
ginia, Arkansas,  North  Carolina  and  West  Virginia. 
Immediate  and  anticipated  openings.  Send  CV  to: 
The  Lewis  Croup,  1227  N.  Valley  Mills,  Suite  200, 
Waco,  Texas  76710  or  call  1 -800-666-1  DRS. 

Part-time  and  full-time  opportunities  for  BC/BE 
FP,  ER,  IM,  and  PD.  Excellent  work  situation.  Con- 
tact jerry  Lewis  at  The  Lewis  Croup,  1-800-666- 
1DRS. 

Arizona-based  physician  recruitment  firm  has  qual- 
ity opportunities  nationwide.  Available  positions  in 
primary  care  and  surgical  specialties  to  include 
OBC,  IM,  FP,  ORS,  ENT.  "Quality  Physicians  for 
Quality  Clients  Since  1972."  Call  602  990-8080;  or 
send  CV  to  Mitchell  & Associates,  Inc.,  P.Q.  Box 
1804,  Scottsdale,  AZ  85252. 

VVest  Texas — ^^Need  BE/BC  urologist  to  join  estab- 
lished urologist  next  summer  in  new  office  in  city 
of  100,000.  Send  CV  and  references  to  Ad-710, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Family  practitioner  or  internist  needed  for  estab- 
lished 39-bed  hospital  in  beautiful  East  Texas, 
located  on  1,516  acre  lake.  Creat  opportunity  for 
successful  practice  at  this  non-profit  community 
hospital.  Contact  Sam  Raney,  Administrator,  P.O. 
Box  357,  Lone  Star,  Texas  75668;  214  656-2561. 

THS  Doctor's  Clinic,  Marlin,  Texas  recruiting 

primary  care  physicians  for  Central  Texas  com- 
munity, population  8,000,  market  area  12,000. 
Openings  for  family  practice,  internal  medicine, 
pediatrics.  Turn-key  operation,  see  to  appreciate. 
For  further  information  contact:  Administrator,  THS 
Doctor's  Clinic,  P.O.  Box  60,  Marlin,  Texas  76661; 
817  883-6453. 

AOA  Physician  Recruiting — Opportunities  are  cur- 
r.ently  available  in  Washington  (nephrology,  allergy, 
OBC,  ENT,  neurosurgery,  FP),  Northern  California 
(cardiac  surgery,  FP,  hemonc,  IM);  Oregon  (gen. 
surgery,  urology);  Colorado  (IM);  Montana  and 
Idaho  (IM  and  FP);  Arizona  (OBC);  New  Hampshire 
(pediatrics,  OBC,  urology,  FP,  IM).  Other  states 
available.  Call  collect  206  747-7902. 

Family  or  internal  medicine  physician  needed  for  a 

satellite  clinic  affiliated  with  a well-established,  ex- 
panding multispecialty  group  in  a choice  rural  area 
of  Central  Texas.  Salary  with  incentive  bonus  oppor- 
tunity, excellent  benefits.  Independent  fee-for- 
service.  24-physician  group  with  drawing  area  of 
100,000-1-.  Send  CV  to  William  Schlotter,  Brenham 
Clinic  Association,  PA,  600  N.  Park,  Brenham, 
Texas  77833,  or  call  1-800-333-6153. 


OPPORTUNITIES  SOUGHT 

Radiologist  available  for  locum  tenens.  Board  certi- 
fied, general  diagnostic  radioiogist.  Young,  univer- 
sity-trained, competent  in  all  new  modalities.  Please 
contact  Ad-711,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Marquette  Stress  Systems — Model  #3500  and  Model 
"Case,"  Del  Mar  5tress  System  Model  #3100, 
Siemens  Siremobil  2 C-Arm,  Phillips  BV-22,  C-Arm, 
QBCs,  QBC  Ms,  Olympus  sigmoidoscopes,  Ritter 
procto  tables,  Sequoia-Turner  900,  Kodak 
Ektachems,  Autoclaves  and  much,  much  more. 
Please  call  for  photos  and  prices.  Inventory  lists 
sent  by  writing  or  by  phoning  Medexchange,  Inc., 
3021  Carmel  St.,  Dallas,  Texas  75204,  USA;  214 
824-5040,  214  823-9428  FAX. 

Everything  you  need  to  start  and  run  an  office. 

Retired  OBG  offers  entire  office  contents.  Take  all 
for  discount  price.  Possession  anytime  after  March 
1,  1989.  512  696-7400  or  512  828-1605  after  hours. 

Office  Space/Property 

For  Sale  or  Rent — Fully  equipped  clinic,  3000  sq.  ft. 
including  lab,  x-ray.  and  physical  therapy.  Ideal 
for  family  practitioner.  Located  in  rapidly  growing 
community,  only  a few  miles  from  IBM's  new 
facility  on  Highway  114,  in  Roanoke,  Texas.  For 
more  information,  please  call  817  481-5525,  ext.  16. 

Practices 

Internal  Medicine/Family  Practice  For  Sale — North 
East  Texas,  beautiful  area.  Not  too  big,  not  too 
small  community.  Cross  $400,000.  Contact  Cary 
Clinton,  PMA,  Practice  Appraisals/5ales;  214  327- 
7765. 


Surgery  Practice  for  Sale,  Dallas  Suburb — Crosses 
over  iV2  million  annually  for  10  years.  Vascular/ 
oncology  emphasis.  Excellent  growth  potential. 
Seller  willing  to  continue  12-24  months  on  salary; 
retirement  for  health  reasons.  Principals  only, 
please.  Call  214  563-8126  after  7 pm. 

Colorado  College  Town — General  internal  medicine 
and  geriatric  practice  and  building  for  sale.  $250K, 
variable  terms.  Solo  corporation.  Great  place  to 
live.  Call  303  482-4510  evenings. 

Internal  medicine  practice  for  sale.  Located  30 
miles  south  of  San  Antonio  and  servicing  patients 
in  a 30-mile  radius.  Well-established  practice  for 
the  past  14  years.  Should  be  bilingual  or  able  to 
communicate  in  Spanish.  Please  contact  Mrs.  Elsa 
Eernandez  at  home  512  496-1049  or  office  512 
663-4478. 

Ambulatory  Care,  Houston — Excellent  location.  Eully 
equipped  office  with  x-ray  and  lab.  Current  re- 
ceipts exceed  a million  dollars  with  a net  in  excess 
of  $500,000.  Collection  rate  of  99%.  Well-trained 
staff  will  sfay.  Will  introduce.  Contact  Ad-714, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Family  Practice,  Houston — Eully  equipped  office 
with  x-ray  and  lab  located  in  professional  building 
close  to  hospital.  Seeking  physician  interested  in 
equity  ownership.  Excellent  call  coverage  and  com- 
pensation. Retiring  physician  willing  to  remain  in 
practice  part-time.  Contact  Ad-713,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Orthopedic  practice  available,  Texas,  North  Dallas 

area.  Retiring  physician  has  fully  equipped  office 
with  loyal  patient  base.  Available  luly  1989.  Ideal 
as  satellite  location  for  group.  Office  locafed  in 
rapidly  growing  young  community.  Please  direct 
inquiries  to  Ad-715  TEXAS  MEDICINE,  1801  North 
Lamar  Blyd.,  Austin,  Texas  78701. 

Family  Practice — Established  40+  years.  Room  for 
two  family  practitioners  and  one  surgeon.  Fully 
equipped  office.  Small  community,  modern  hos- 
pital. Well-trained  staff  will  stay.  Minimal  down 
payment.  Kelley  Clinic,  P.O.  Box  2238,  Pampa, 
Texas  79065;  806  665-1671. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Phvsicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 

Attorney — representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  contracts;  profes- 
sional associations;  partnerships;  and  leases.  Robert 
).  Ratcliffe,  1104  Nueces,  Suite  4,  Austin,  Texas 
78701;  512  477-2335.  (Fully  licensed  attorney  in 
Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 

Selling  your  practice?  We  offer  on-site  appraisals, 

practice  brokerage,  physician  recruiting,  and  part- 
nership buy-in  services.  We  can  help  you  make  the 
right  decisions.  For  a free  brochure,  call  or  write 
Practice  Dynamics,  Dept.  T,  P.O.  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911. 


88  CONTINUING  EDUCATION 


1989  CME  Cruise/Conferences  on  Medicolegal 

Issues  and  Risk  Management — Caribbean,  Mexico, 
Alaska/Canada,  China/Orient,  Scandinavia/Russia, 
Mediterranean,  Black  Sea,  Trans  Panama  Canal. 
Approved  for  24-28  CME  Category  1 credits  (AMA/ 
PRA)  and  AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compliance 
with  IRS  requirements.  Information:  International 
Conferences,  189  Lodge  Avenue,  Huntington  Station, 
NY  11746.  1-800-521-0076  or  516  549-0869. 


Mac  M.B.A: 

Executive  Seminar 


_ Houston  3-3-89.  Infomart,  Dallas  3-6- 
iU_8+_Call  Dr.  Cox  for  details  or  for  a 
free  (SIO  value)  special  report, 
Michael  A.  Cox  @ “How  to  Choose  Macintosh 
Asaociates  Software”.  Tuition  is  $195, 
214-828-0552  full  money-back  guarantee.  Call 
1-800-367-7100  now,  class  size  is  limited. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adiusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $45.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $80.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


WE’D  LIKE  TO 
REMIND  YOU 
THAT  THE 
UNCENSORED 
CONTENT 
OF  THIS 
MAGAZINE 
IS  MADE 
POSSIBLE 
BY  THE 

CONSTITUTION 
OF  THE 

UNITED  STATES. 
THE 

CONSTITUTION 

The  worlds  we  live  by 

To  leam  more  about  the  ConstJiuiion  write  Con 
stitution.  Washington.  D.C.  zosqg.  The  Commis-  |^T|| 
Sion  on  the  Bicentennial  ofThc  LLS.  Constitution.  Cot/Kil 


If  you  don’t 
keep  his 
name  alive, 
who  will? 


An  invitation  to  place  the  name 
of  a member  of  your  family  who 
immigrated  to  America  in  the 
only  national  museum  created 
to  honor  them. 

Here  is  a unique  opportunity  to 
present  your  family  with  a gift  that 
will  be  meaningful  for  generations  to 
come.  When  you  make  a $100  contri- 
bution to  restore  Ellis  Island,  the 
name  you  designate  will  be  perma- 
nently placed  on  the  American 
Immigrant  Wall  of  Honor  at  the  Ellis 
Island  Immigration  Museum.  And 
you’ll  receive  an  official  Certificate  of 
Registration.  To  obtain  your  regis- 
tration form  write  to;  Ellis  Island 
Foundation,  P.O.  Box 
ELLIS,  New  York,  N.Y. 

10163. 


ELLIS  ISLAND 

189Z-1992 


Keep  the  Dream  Alive 


The  Statue  of  Liberty-Ellis  Island  Foundation.  Inc.  is  a charitable  corpo* 
ration  to  which  contribubons  are  tax-deductible  to  the  extent  allowed  by  law. 
A copy  of  the  last  financial  report  filed  with  the  Department  of  State  may  be 
obtained  by  writing  to:  New  Vhrk  State,  Department  of  State, 
Office  of  charities  Regulation,  Albany,  New  M)rk  12231,  or  the 
I Statue  of  Liberty-Ellis  Island  Foundation.  Inc.,  52  Vanderbilt 

CoLncil 


iberty-EI 

Avenue,  New  ’tbrx.  New  M)rk  10017-3808.  Photo  courtesy  of 
ICII  National  Geographic 


Texas  Medicine 


TOIMK 


Do  yourself  a favor.  File  your  taxes  now 
and  file  accurately.  If  you  need  help 
doing  your  taxes,  call  or  visit  your  local 
IRS  office. 

Make  your  taxes 


What  will  you  tell  her  about 
screening  mammography? 


Many  of  your  patients  will  hear  about  screening  mam- 
mography through  a program  launched  by  the  American 
Cancer  Society  and  the  American  College  of  Radiology,  and 
they  may  come  to  you  with  questions.  What  will  you  tell  them’ 
We  hope  you'll  encourage  them  to  have  a screening 
mammogram,  because  that,  along  with  your  regular  breast 
examinations  and  their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer,  a disease  which 
will  strike  one  woman  in  10 

If  you  have  questions  about  breast  cancer  detection  for 
asymptomatic  women,  please  contact  us. 

AAAERICAN  Professional  Education  Dept  (glCRr?  American  1891  Preston  white  Dr 
VCANCER  National  Headquarters  College  of  Peslon,  Virginia  22091' 

TSOaETY  90  Park  Avenue  RadiolOQV  *’■’8-8900 

New  York.  New  York  10016  r,e,uic.cyy 

or  your  local  society 
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GUINEA  PIGS. 


With  all  good  intentions,  the  government  is 
attempting  to  reform  Medicare.  Struggling  to  patch 
together  an  antiquated  system  which,  by  its  own 
estimates,  is  destined  to  be  bankrupt  shortly  after  the 
year  2000. 

One  attempt  at  reform  calls  for  price  controls  on 
physician  services.  Who  would  pay  the  price  of  this 
legislated  trial  and  error Medicare  patients,  ultimately. 
If  these  price  control  measures  are  put  into  place, 
medical  care  for  Medicare  patients  will  be  severely 
limited.  At  least  that’s  the  conclusion  of  noted  econo- 
mist William  J.  Baumol.  A conclusion  endorsed  by 
two  Nobel  laureates. 

The  AMA  knows  that  even  with  Medicare,  many 
senior  citizens  can’t  afford  the  quality  medical  care 
they  need.  Solving  the  problem  of  rapidly  rising  medi- 
cal costs  is  one  of  our  top  priorities.  That’s  why  we 
keep  in  constant  touch  with  the  U.S.  Department  of 


Health  and  Human  Services.  It’s  why  we  encourage 
Congressional  support  for  legislation  based  on  our 
draft  Medicare  reform  bill.  And  why  we  commissioned 
the  Baumol  report. 

It’s  a complex  issue  and  we  don’t  have  all  the 
answers.  But  one  thing  we’re  sure  of:  the  answer 
is  NOT  government-imposed  price  controls.  With 
the  support  of  our  members,  we’ve  helped  to  defeat 
mandatory  Medicare  assignment  time  after  time. 

But  we  can’t  continue  winning  the  battle  against 
price  control  and  ensure  affordable,  accessible  quality 
care— not  without  help. 

Our  members  make  a difference. 

If  you  re  already  a member,  we  need  your 
continued  support.  If  you  ’re  not, 

JOIN  TODAY. 

Call  T800-AMA-1452.  In  Illinois,  call  collect, 
312-645-4783. 


13 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 
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Continuing  Education  directory 


COURSES 


MARCH 

AIDS 

March  17-18,  1989 

HEMATOLOGY  AND  AIDS:  NEONATAL  AND  PEDIATRIC  PERSPEC- 
TIVES 11.  Berkeley  Marina  Marriott  Hotel,  Berkeley,  Calif.  Fee  SI 60. 
Category  1,  AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact 
Kim  Leadon,  Children’s  Hospital  Oakland,  747  52nd  St,  Oakland,  CA 
94609  (415)  428-3021 

Allergy 

March  8-12,  1989 

PAN  AMERICAN  ALLERGY  SOCIETY  1989  TRAINING  COURSE  AND 
SEMINAR.  Plaza  San  Antonio,  San  Antonio,  Tex.  Fee  $440  members  of 
the  Pan  American  Allergy  Society,  $515  nonmembers  of  PAAS.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  31  hours.  Contact  Betty 
Kahler,  Pan  American  Allergy  Society,  41 1 E College,  Fredericksburg, 
TX  78624  (409)  297-5636 

Anesthesiology 

March  3-5,  1989 

5TH  TEXAS  ANESTHESIA  CONFERENCE  OF  OBSTETRICS.  Hotel  Inter- 
continental, Houston.  Fee  $260.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  16  hours.  Contact  Marjorie  Kraft,  6431  Fannin,  G.104, 
Houston,  TX  77030  (713)  792-5346 

Cardiovascular  Disease 

March  3-5,  1989 

ADVANCES  IN  DIAGNOSTIC  AND  THERAPEUTIC  CARDIAC  CATHE- 
TERI21ATION.  Bonaventure  Resort  and  Spa,  Fort  Lauderdale,  Fla.  Fee 
$295  members  of  American  College  of  Cardiology,  $375  nonmembers 
of  ACC,  $175  residents  and  fellows.  Category  1 AMA  Physician’s  Rec- 
ognition Award;  21  hours.  Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Washington,  DC  20061-5080  (800) 
253-4636 

March  28-30,  1989 

THE  IMPACT  OF  CARDIAC  SURGERY  ON  THE  QUALITY  OF  LIFE- 
NEUROLOGICAL  AND  PSYCHOLOGICAL  ASPECTS.  New  York  Hilton, 
New  York.  Fee  $350  before  Jan  16,  $375  after  Jan  16.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 7 hours.  Contact  Ann  Boehme,  CMP, 
Long  Island  Jewish  Medical  Center,  New  Hyde  Park,  NY  1 1042  (718) 
470-8650 

Chest  Disease 

March  30-April  1,  1989 

25TH  ANNUAL  ARIZONA  CHEST  SYMPOSIUM.  Westin  UPaloma,  Tuc- 
son. Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  15 
hours.  Contact  Susan  Thornton,  RN,  MS,  Symposium  Coordinator,  PO 
Box  42195,  Tucson,  AZ  85733  (602)  327-5461,  ext  5110 

Emergency  Care 

March  5-10,  1989 

lOTH  ANNUAL  MAMMOTH  MOUNTAIN  EMERGENCY  MEDICINE 
CONFERENCE.  Mammoth  Lakes,  Calif.  Fee  $395  physicians,  $275  resi- 


dents. Category  1 , AMA  Physician’s  Recognition  Award;  20  hours.  Con- 
tact Daniel  Abbott,  MD,  Medical  Conferences,  Inc,  PO  Box  52-B, 
Newport  Beach,  CA  92662  (714)  650-4 1 56 

Family  Medicine 

March  9-12,  1989 

14TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  Holi- 
day Inn  Riverwalk-Downtown,  San  Antonio,  Tex.  Fee  $300.  Credit  TBA. 
Contact  The  University  of  Texas  Health  Science  Center,  Continuing 
Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  567-4444 

Gastroenterology 

March  2,  1989 

INTERNATIONAL  SYMPOSIUM:  ENDOSCOPIC  FRONTIERS  IN  PAN- 
CREATIC AND  BILIARY  DISEASE.  The  University  of  Texas  Southwest- 
ern Medical  Center,  Dallas.  Fee  $125.  Category  1,  AMA  Physician’s 
Recognition  Award;  7 hours.  Contact  June  Bovill,  Continuing  Educa- 
tion, UT  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

General  Medicine 

March  3-4,  1989 

3RD  INFECTIOUS  DISEASES  SYMPOSIUM.  Marriott  Hotel,  El  Paso,  Tex. 
Fee  $150  physicians,  $75  interns,  residents  and  students  no  charge. 
Category  1,  AMA  Physician’s  Recognition  Award;  15  hours.  Contact  Ka- 
ren Greenup,  Registrar,  Providence  Memorial  Hospital,  200 1 N 
Oregon,  El  Paso,  TX  79902  (915)  542-6660 

March  11,  1989 

CONTEMPORARY  OTORHINOLARYNGOLOGY.  Grand  Kempinski 
Hotel,  Dallas.  Fee  $90  physicians,  $50  residents.  Category  1,  AMA  Phy- 
sician’s Recognition  Award;  7 hours.  Contact  Diane  Pitkin,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3789 

March  13-15,  1989 

STRATEGIES  FOR  CHANGE.  Mayflower  Hotel,  Washington,  DC.  Fee 
$225.  No  credit  available.  Contact  the  American  Medical  Association, 
Dept  of  Registration  Services,  535  N Dearborn  St,  Chicago,  IL  60610 
1-800-621-8335 

Neurology 

March  8-12,  1989 

lOTH  ANNUAL  COURSE  ON  INTENSIVE  CARE  FOR  NEUROLOGICAL 
TRAUMA  AND  DISEASE.  Walt  Disney  World  Contemporary  Resort,  Or- 
lando, Fla.  Fee  TBA.  Credit  TBA.  Contact  the  University  of  Miami 
School  of  Medicine,  Division  of  Continuing  Medical  Education,  D23-3, 
PO  Box  016960,  Miami,  FL  33101  (305)  547-6716 

Obstetrics  and  Gynecology 

March  2-3,  1989 

1ST  ANNUAL  CONFERENCE/ADVANCES  IN  OBSTETRICS  AND 
GYNECOLOGY.  Grand  Hotel,  Houston.  Fee  TBA.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  14  hours.  Contact  Lila  Lerner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  798-6020 
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Occupational  Medicine 

March  9-11,  1989 

OCCUPATIONAL  MEDICINE  FOR  THE  PRACTITIONER:  MEDICAL 
CARE  AND  LEGAL  ISSUES.  Doubletree  Hotel  at  Post  Oak,  Houston.  Fee 
TBA.  Category  1 , AMA  Physician’s  Recognition  Award;  hours  TBA.  Con- 
tact Carol  Soroka,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

Oncology 

March  5-9,  1989 

CRITICAL  DETERMINANTS  IN  CANCER  PROGRESSION  AND  METAS- 
TASIS. Intercontinental  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Shirley  Roy,  Conference  Services,  Box  131,  MD  Anderson  Cancer  Cen- 
ter, 1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

March  17-19,  1989 

THE  CULLEN  COURSE.  Houstonian  Hotel,  Houston.  Fee  S250  physi- 
cians, SI 25  residents,  fellows.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 1 hours.  Contact  Carol  Soroka,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

March  31 -April  1,  1989 

9TH  ANNUAL  OPHTHALMOLOGY  CUNICAL  CONFERENCE.  The  Uni- 
versity of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA. 
Credit  TBA.  Contact  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  567-4444 

March  31 -April  1,  1989 

1 ITH  ANNUAL  DALLAS  SPRING  OPHTHALMOLOGY  SYMPOSIUM/ 
GLAUCOMA— ADVANCED  MEDICAL  AND  SURGICAL  MANAGE- 
MENT-OPHTHALMOLOGY IN  THE  1990s.  Location  TBA.  Fee  S250 
before  March  1,  $275  after  March  1.  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  10  hours.  Contact  Linda  Spino,  PhD,  Presbyterian 
Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214) 
696-8458 

Pathology 


Texas  Southwestern  Medical  Center,  Dallas.  Fee  $550  physicians,  $350 
residents.  Category  1,  AMA  Physician’s  Recognition  Award;  21  hours. 
Contact  Ann  Parchem,  Division  of  Continuing  Education,  UT  South- 
western Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Risk  Management 

March  9-20,  1989 

LEGAL  MEDICINE  AND  RISK  MANAGEMENT.  Trans  Panama  Canal 
cruise,  Caribbean.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  28  hours.  AAFP  prescribed.  Contact  International  Conferences, 
Suite  C,  189  Lodge  Ave,  Huntington  Station,  NY  1 1746  (800) 

521-0076 

Surgery 

March  30 -April  1,  1989 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  Room  D 1.600,  The  Univer- 
sity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $400  physicians 
before  March  10,  $450  physicians  after  March  10;  $200  residents  be- 
fore March  10,  $250  residents  after  March  10.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  19  hours.  AAFP  prescribed.  Contact  June 
Bovill,  Continuing  Education,  UT  Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Urology 

March  3-5,  1989 

GENITOURINARY  ONCOLOGY.  St  Louis.  Fee  $275  members  of  the 
American  Urological  Association,  $375  nonmembers  of  AUA.  Category 
1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact  Kimberly 
Ishee,  American  Urological  Association,  6750  West  Loop  South,  Suite 
900,  Bellaire,  TX  77401  (713)  665-7500 

March  10-12,  1989 

FEMALE  UROLOGY.  Philadelphia.  Fee  $275  members  of  the  American 
Urological  Association,  $375  nonmembers  of  AUA.  Category  1,  AMA 
Physician’s  Recognition  Award;  16  hours.  Contact  Kimberly  Ishee, 
American  Urological  Association,  6750  West  Loop  South,  Suite  900, 
Bellaire,  TX  77401  (713)  665-7500 


March  13-17,  1989 

CURRENT  CONCEPTS  IN  TOXICOLOGY.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact 
UTHSC,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 

Pediatrics 

March  29 -April  1,  1989 

SYMPOSIUM  ON  GU  AND  GI  INFECTIONS  IN  CHILDREN/9TH  AN 
NUAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR.  Shoreham  Hotel, 
Washington,  DC.  Fee  $325  physicians,  $250  residents  and  fellows. 
Category  1,  AMA  Physician’s  Recognition  Award;  22  hours.  AAFP  pre- 
scribed. Contact  Marian  Troup,  Dept  of  Pediatrics,  The  University  of 
Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-3439  or  (214)  688-2166 

March  30-April  1,  1989 

PEDIATRIC  TRENDS.  Waiohai  Hotel,  Kauai,  Hawaii.  Fee  $220  resident 
and  candidate  fellows  of  American  Academy  of  Pediatrics,  $300  fellows 
AAP,  $365  nonmember  physicians.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  16  hours.  AAFP  prescribed.  Contact  the  American  Acad- 
emy of  Pediatrics,  PO  Box  927,  Elk  Grove  Village,  IL  60009-0927 
(800)  433-9016,  ext  7657 

Physical  Medicine  and  Rehabilitation 

March  2-4,  1989 

4TH  ANNUAL  SYMPOSIUM  ON  ADVANCES  IN  HEAD  INJURY  RE- 
HABILITATION. Loews  Anatole  Hotel,  Dallas.  Fee  $395.  Credit  TBA. 
Contact  the  Dallas  Rehabilitation  Institute,  9713  Harry  Hines  Blvd, 
Dallas,  TX  75220-5441  (214)  358-8440 

Plastic  Surgery 

March  3-5,  1989 

RHINOPLASTY:  AN  EDUCATIONAL  SYMPOSIUM.  The  University  of 


APRIL 

Allergy 

April  6-9,  1989 

SOUTHWEST  ALLERGY  FORUM,  1989.  Registry  Resort,  Scottsdale, 

Ariz.  Fee  $ 1 50.  Credit  TBA.  Contact  Carol  Soroka,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Cancer 

April  17-19,  1989 

ORAL  COMPLICATIONS  OF  CANCER  THERAPIES;  DIAGNOSIS,  PRE 
VENTION,  AND  TREATMENT.  Masur  Auditorium,  National  Institute  of 
Health,  Bethesda,  Md.  Fee  TBA.  Credit  TBA.  Contact  Kathleen  Edmunds, 
Prospect  Associates,  Suite  500,  1801  Rockville  Pike,  Rockville,  MD 
20852  (301)  468-MEET 

Cardiovascular  Disease 

April  14-16,  1989 

FRONTIERS  IN  CARDIOLOGY:  1989.  Sonesta  Beach  Hotel,  South- 
hampton, Bermuda.  Fee  $360  members  of  the  American  College  of 
Cardiology,  $425  nonmembers  of  ACC.  Category  1,  AMA  Physician’s 
Recognition  Award;  16  hours.  Contact  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Washington,  DC  20061-5080  (800) 
253-4636 

Critical  Care  Medicine 

AprU  17-20,  1989 

16TH  ANNUAL  HARVARD  MEDICAL  SCHOOL  COURSE  ON  INTEN- 
SIVE CARE  MEDICINE/CRITICAL  CARE— FROM  METABOLISM  TO 
MONOCLONALS.  Marriott  Hotel,  Cambridge,  Mass.  Fee  $395.  Category 
1,  AMA  Physician’s  Recognition  Award;  27  hours.  Contact  Bart  Cher- 
now,  MD,  Dept  of  Anesthesia,  Massachusetts  General  Hospital,  Boston, 
MA  021 14  (617)  726-2858 


Texas  Medicine 


Emergency  Care 
April  22.  1989 

MODERN  CHALLENGES  FACING  EMS.  Hilton  Hotel,  College  Station, 
Tex.  Fee  TBA.  No  credit  available.  Contact  Kelli  Bobbitt,  Texas  A&M 
University  Emergency  Care  Team,  A.P.  Beutel  Health  Center,  College 
Station,  TX  77841-1264  (409)  845-4321 

Endocrinology 

April  1,  1989 

DIABETES  MELLITUS  SYMPOSIUM  1989.  Wilson  Turner  Auditorium, 
Memorial  Southwest  Hospital,  Houston.  Fee  TBA.  Category  1 , AMA 
Physician’s  Recognition  Award;  8 hours.  Contact  Beverly  Osterloh, 
Office  of  Continuing  Education,  The  University  of  Texas  Health  Science 
Center,  6431  Faimin  St,  MSB  G.104,  Houston,  TX  77030  (713) 
792-5346 

Family  Medicine 

April  7,  1989 

AUDIOLOGY  SEMINAR.  College  Station,  Tex.  Fee  $75.  Category  1, 

AMA  Physician's  Recognition  Award;  6 hours.  Contact  Susan  Hughes, 
Scott  and  White  Clinic,  2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

April  10-14,  1989 

1989  FAMILY  PRACTICE  REVIEW.  San  Luis  Hotel,  Galveston,  Tex.  Fee 
$500.  Category  1,  AMA  Physician’s  Recognition  Award;  50  hours.  Con- 
tact Gayle  Norris,  Sheam  Moody  Plaza,  Suite  7.101,  Galveston,  TX 
77550  (409)  761-2934 

April  12-16,  1989 

NORTH  AMERICAN  PRIMARY  CARE  GROUP  CONFERENCE.  Hilton 
Palacio  del  Rio  Hotel,  San  Antonio,  Tex.  Fee  $250.  Category  1,  AMA 
Physician’s  Recognition  Award;  24  hours.  Contact  The  University  of 
Texas  Health  Science  Center,  Continuing  Medical  Education  Office, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

April  19-23,  1989 

5TH  ANNUAL  FAMILY  MEDICINE  REVIEW.  Austin,  Tex.  Fee  $350. 
Category  1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Susan  Hughes,  Scott  and  White  Clinic,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

General  Medicine 

April  1,  1989 

DIABETES  1989:  NEWEST  DEVELOPMENTS  IN  PATIENT  CARE. 

Stouffer  Dallas  Hotel,  Dallas.  Fee  $90  physicians,  $50  residents.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Diane 
Pitkin,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)879-3789 

Geriatrics 

April  2-5,  1989 

GERIATRIC  MEDICINE  1989.  Copley  Plaza  Hotel,  Boston.  Fee  $500. 
Category  1,  AMA  Physician’s  Recognition  Award;  27.5  hours.  Contact 
the  Harvard  Medical  School,  Dept  of  Continuing  Education,  Boston, 

MA  02115  (617)  732-1525 

Health  Administration 

April  2-4,  1989 

HOSPITAL  PROPERTY  MANAGEMENT  SEMINAR.  Austin,  Tex.  Fee 
$275.  No  credit  available.  Contact  Susan  Hughes,  Scott  and  White 
Clinic,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

April  22,  1989 

CURRENT  CLINICAL  PRACTICE  IN  OBSTETRICS  AND  GYNECOLOGY. 
Grand  Kempinski  Hotel,  Dallas,  Fee  $90  physicians,  $50  residents. 
Category  1,  AMA  Physician’s  Recognition  Award;  7 hours.  Contact 
Diane  Pitkin,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)879-3789 


April  30,  1989 

CURRENT  CONCEFFS  IN  OBSTETRICS  AND  GYNECOLOGY:  FOCUS- 
ING ON  HIV  AND  HEPATITIS.  Westin-Galleria,  Houston.  Fee  IBA 
Category  1,  AMA  Physician’s  Recognition  Award;  hours  TBA  Contact 
Carol  Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston 
TX  77030  ( 7 1 3 ) 799-6020 

Oncology 

April  6-8,  1989 

2ND  INTERNATIONAL  MYELOMA  CONFERENCE.  Houstonian  Hotel 
and  Conference  Center,  Houston.  Fee  IBA.  Credit  TBA.  Contact  Shirley 
Roy,  Conference  Services,  Box  131,  MD  Anderson  Cancer  Center,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

April  14-16,  1989 

INTERNATIONAL  SYMPOSIUM  ON  ACANTHAMOEBA  AND  THE  EYE 
The  Woodlands  Inn,  The  Woodlands,  Tex.  Fee  $100.  Category  1,  AMA 
Physician’s  Recognition  Award;  14  hours.  Contact  Tamara  Greiner,  Bay- 
lor College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Orthopedic  Surgery 
April  14-16,  1989 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anatole 
Hotel,  Dallas.  Fee  $425.  Category  1,  AMA  Physician’s  Recognition 
Award;  25  hours.  Contact  June  Bovill,  Continuing  Education,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd 
Dallas,  TX  75235  (214)  688-2166 

Otorhinolaryngology 

April  20-22,  1989 

TEMPORAL  BONE  MINI  COURSE.  Vaughn  Learning  Center,  The  Uni- 
versity of  Texas  Medical  Branch,  Galveston.  Fee  $450.  Category  1, 

AMA  Physician’s  Recognition  Award;  20  hours.  Contact  Martha  Berlin, 
Shearn  Moody  Plaza,  Suite  7101,  Galveston,  TX  77550  (409)  461-2934 

April  22-23,  1989 

ENDOSCOPIC  SINUS  SURGERY,  5TH  COURSE.  Room  D 1.600,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $625.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  UT  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pathology 

April  29,  1989 

NEWER  TECHNIQUES  IN  DIAGNOSTIC  PATHOLOGY/HOUSTON  SO- 
CIETY OF  CLINICAL  PATHOLOGISTS  29TH  ANNUAL  MEETING.  Inn 
on  the  Park,  Houston.  Fee  TBA.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  7 hours.  Contact  Tamara  Greiner,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Pediatrics 

April  14-16,  1989 

2ND  ANNUAL  PEDIATRICS  IN  PROGRESS.  Tropicana  Hotel,  Las  Vegas. 
Fee  $220  members  American  Academy  of  Pediatrics,  $365  non- 
member AAP.  Category  1,  AMA  Physician’s  Recognition  Award;  18 
hours.  Contact  the  American  Academy  of  Pediatrics,  CME  Registration, 
Department  of  Education,  PO  Box  927,  Elk  Grove  Village,  IL 
60009-0927  (800)  433-9016,  ext  7657 

April  28-29,  1989 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS  1989. 
Marriott-Medical  Center,  Houston.  Eee  $210  physicians,  $105  non- 
Baylor  residents  and  fellows,  $125  single  day  fee.  Credit  TBA.  Contact 
Lila  Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  799-6020 

April  28-29,  1989 

PEDUTRICS  AND  ALL  THAT  JAZZ/CURRENT  PRACTICE  AND  RE- 
CENT ADVANCES.  Brent  House  Hotel,  Ochsner  Campus,  New  Orleans. 
Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award;  1 2 hours. 
AAFP  prescribed.  Contact  Martha  LeTard.  Continuing  Medical  Educa- 
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tion,  Alton  Ochsner  Medical  Foundation,  1516  Jefferson  Hwy,  New  Or- 
leans, LA  70121  (504)  838-3702 

Physical  Medicine  and  Rehabilitation 

April  3-13,  1989 

23RD  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Marriott-Medical  Center,  Houston.  Fee  8450 
physicians,  $420  non-Baylor  residents,  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  hours  TBA.  Contact  Tamara  Greiner,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Radiology 

April  5-8,  1989 

FUNDAMENTALS  OF  MRI.  The  University  of  Texas  Health  Science  Cen- 
ter, San  Antonio,  Tex.  Fee  $395.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  28  hours.  Contact  The  University  of  Texas  Health  Science 
Center,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-7980 

Urology 

April  6-8,  1989 

ENDOUROLOGY/URETEROSCOPY.  Boston.  Fee  $275  members  of 
American  Urological  Association,  $375  nonmembers  of  AUA.  Category 
1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact  Kimberly 
Ishee,  American  Urological  Association,  6750  West  Loop  South,  Suite 
900,  Bellaire,  TX  77401  (713)  665-7500 

April  22,  1989 

TRANSRECTAL  ULTRASONOGRAPHY  OF  THE  PROSTATE.  Marriott 
Hotel-Medical  Center,  Houston.  Fee  TBA,  Credit  TBA.  Contact  Lila 
Lemer,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston  77030 
(713)799-6020 

MAY 

Arthritis  and  Rheumatism 

May  20,  1989 

THE  ST  PAUL  TEACHING  DAY  IN  RHEUMATIC  DISEASES.  Grand  Kem- 
pinski  Hotel,  Dallas.  Fee  $90  physicians,  $50  residents.  Category  1, 
AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Diane  Pitkin, 
Continuing  Physician  Education,  St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Cardiovascular  Disease 

May  18-20,  1989 

ANNUAL  SPRING  AUSCULTATION.  Marriott  Medical  Center,  Houston. 
Fee  $275.  Credit  TBA.  Contact  Susan  Murray,  PO  Box  20345,  MC 
3-276,  Houston,  TX  77225  (713)  791-2157 

May  18-20,  1989 

VASCULAR  SURGERY  1989.  Marriott  Marquis,  New  York.  Fee  $450 
physicians,  $300  residents  and  fellows.  Category  1,  AMA  Physician’s 
Recognition  Award;  24  hours.  Contact  Ann  Boehme,  CMP,  Long  Island 
Jewish  Medical  Center,  New  Hyde  Park,  NY  1 1042  (718)  470-8650 

Dermatology 

May  8-10,  1989 

SUNUGHT,  ULTRAVIOLET  RADIATION,  AND  THE  SKIN.  Masur  Au- 
ditorium, The  Warren  Grant  Magnuson  Clinical  Center,  National  Insti- 
tutes of  Health,  Bethesda,  Md.  Fee  TBA.  Credit  TBA.  Contact  Andrea 
Manning,  Prospect  Associates,  Suite  500,  1801  Rockville  Pike,  Rock- 
ville, MD  20852  (301)  468-MEET 

Family  Medicine 

May  22-26,  1989 

1 3TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  MEDICINE.  Astro  VUlage 
Hotel  Complex,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Carol  Soroka, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)  799-6020 


General  Medicine 

May  6,  1989 

THE  14TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR.  Stouffer  Hotel, 
Dallas.  Fee  $90  physicians,  $50  residents.  Category  1,  AMA  Physician’s 
Recognition  Award;  7 hours.  Contact  Diane  Pitkin,  Continuing  Physi- 
cian Education,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  879-3789 

Internal  Medicine 

May  30— June  3,  1989 

12TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  Rm  D 1.600,  The 
University  of  Texas  Southwestern  Medical  School,  Dallas.  Fee  TBA. 
Category  1,  AMA  Physician’s  Recognition  Award;  45  hours.  Contact 
Ann  Parchem,  Continuing  Education,  UT  Southwestern  Medical  School, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Ophthalmology 

May  26,  1989 

YAG/ARGON  WORKSHOP  FOR  OPHTHALMOLOGISTS.  Presbyterian 
Hospital,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Linda  Spino,  PhD,  Pres- 
byterian Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231 
(214)696-8458 

Orthopedic  Surgery 

May  5-6,  1989 

ORTHOPEDIC  UPDATE.  Location  TBA.  Fee  TBA.  Credit  TBA.  Contact 
Linda  Spino,  PhD,  Presbyterian  Healthcare  System,  8200  Walnut  Hill 
Lane,  Dallas,  TX  75231  (214)  696-8458 

Pathology 

May  18-20,  1989 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY,  VIIl.  Room  D 1.600,  The 
University  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $600 
complete  course  with  glass  slides;  $450  complete  class  without  glass 
slides;  $350  basic  course;  $125  partial  course;  $125  students,  resi- 
dents, and  fellows.  Category  1,  AMA  Physician’s  Recognition  Award;  22 
hours.  Contact  Ann  Parchem,  Division  of  Continuing  Education,  The 
University  of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Pediatrics 

May  18-20,  1989 

ADVANCES  IN  PEDIATRICS.  Mariner’s  Inn,  Hilton  Head  Island,  South 
Carolina.  Fee  $220  resident  and  candidate  fellows  of  American  Acad- 
emy of  Pediatrics,  $300  fellow  AAP,  $365  nonmember  physicians. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 6 hours.  AAFP  pre- 
scribed. Contact  the  American  Academy  of  Pediatrics,  CME  Registra- 
tion, PO  Box  927,  Elk  Grove  Village,  IL  60009-0927  (800)  433-9016, 
ext  7657 

Physical  Medicine  and  Rehabilitation 

May  4—6,  1989 

6TH  ANNUAL  CHRONIC  PAIN  COURSE;  LOW  BACK  PAIN  EVALUA- 
TION AND  MANAGEMENT.  Marriott-Medical  Center,  Houston.  Fee 
$275  physicians,  $150  non-Baylor  residents  and  fellows.  Credit  TBA. 
Contact  Tamara  Greiner,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  'TX  77030 

Radiology 

May  8-12,  1989 

ADVANCED  RADIOLOGICAL  HEALTH.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex.  Fee  $700.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  36  hours.  Contact  UT  Health  Science  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

May  15-19,  1989 

RADIATION  SAFETY  OFFICER’S  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $750.  Category  1,  AMA 
Physician’s  Recognition  Award;  36  hours.  Contact  UT  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 
567-4444 
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Surgery 

May  22-24,  1989 

SURGERY  FOR  CORONARY  AR'I  ERV’  DISFj\SE.  Washington  Duke  Inn 
and  Golf  Club,  Durham,  NC.  Fee  $460  members  of  Ameriean  (College 
of  Cardiology’,  $S2S  nonmembers  of  ACC.  Category  1,  AMA  Physician’s 
Recognition  Award;  24.5  hours.  C^ontact  the  American  College  of  Car 
diology,  Extramural  Programs,  Dept  5080,  Washington,  DC, 
20061-5080  (800)  253-46.56 

JUNE 

Emergency  Care 
June  10,  1989 

ANATOMY  OF  CRITICAL  PROCEDURES  IN  EMERGENCY  MEDICINE. 
Dallas.  Contact  Linda  Spino,  PhD,  Presbyterian  Healthcare  System, 
8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214)  696-8458 

Family  Medicine 

June  3,  1989 

FAMILY  PRACTICE;  CLINICAL  ENCOUNTERS  1989.  Dallas.  Contact 
Freddie  Heitman,  Division  of  Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  School,  5323  Harry  Hines  Blvd,  Dallas  TX 
75235  (214)688-2166 

General  Medicine 

June  10,  1989 

HEART  FAILURE.  Dallas.  Contact  Diane  Pitkin,  Continuing  Physician 
Education,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3735 

June  14-16,  1989 

ISSUES  IN  CARE:  THE  YOUNG  PATIENT  (BIRTH  TO  25).  South  Padre 
Island,  Tex.  Contact  Susan  Larson,  Scott  and  White  Hospital,  2401  S 
31st  St,  Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

June  1-4,  1989 

COMPREHENSIVE  WORKSHOP  IN  REPRODUCTfVE  SURGERY/ 
GYNECOLOGICAL  MICROSURGERY  USE  OF  LASER  AND  OPERATIVE 
LAPROSCOPY.  Dallas.  Contact  Linda  Spino,  PhD,  Presbyterian 
Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214) 
696-8458 

June  28-July  1,  1989 

WOMEN’S  HEALTH  CARE.  Santa  Fe,  NM.  Contact  Susan  Larson,  Scott 
and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Otolaryngology 

June  15-17,  1989 

MANAGEMENT  OF  EARLY  HEAD  AND  NECK  CANCER.  League  City, 
Tex.  Contact  Martha  Berlin,  Shearn  Moody  Plaza,  Suite  7101,  Gal- 
veston, TX  77550  (409)  761-2934 

Pediatrics 

June  12-16,  1989 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Hilton  Head  Island,  SC.  Contact  Lila  Lerner,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

June  16-18,  1989 

26TH  ANNUAL  PEDIATRICS  FOR  THE  PRACTITIONER.  San  Antonio, 
Tex.  Contact  the  University  of  Texas  Health  Science  Center,  Continu- 
ing Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284-7980  (512)  567-4444 

June  22-24,  1989 

THE  1989  ANNUAL  PEDUTRIC  REVIEW  AND  UPDATE,  Galveston, 

Tex.  Contact  Gayle  Norris,  Shearn  Moody  Plaza,  Suite  7101,  Galveston 
TX  77550  (409)  761-2934 


Radiology 

June  24-. 30,  1989 

CHALLENGE  89:  DECISIONS  IN  IMAGINti.  London,  England,  Contact 
Barbara  Silletto,  University  Imaging  Associated,  Los  Angeles  County 
use  Medical  Center,  Box  66,  1 200  N State  St,  Los  Angeles,  CA  90033 
(213)226-7245 

Urology 

June  21-24,  1989 

DIALOGUES  IN  UROLOGY.  Orlando,  Fla.  Contact  Kimberly  Ishee, 
American  Urological  Association,  6750  West  Loop  South,  Suite  900 
Bellaire,  TX  7740 1 ( 7 1 3 ) 665-7500 

AUGUST 

Cancer 

Aug  19,  1989 

CANCER:  PREVTNTION  AND  EARLY  DETECTION.  Houston.  Contact 
Diane  Pitkin,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas  TX 
75235  (214)879-3789 


Family  Medicine 

Aug  7-11,  1989 

9TH  ANNUAL  FAMILY  MEDICINE  REVIEW.  South  Padre  Island,  Tex. 
Contact  Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 


REGULARLY  SCHEDULED  ACTIVITIES 


Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  E!  Paso,  TX  79902 

Tuesdays  ( all  but  last  Tuesday  of  each  month ) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1 , AMA  Physician’s  Recognition  Award;  1 -hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  ( 512)  476-6461 
ext  5172 

Thursdays,  12:15  PM 

INTERNAL  MEDICINE  GRAND  ROLINDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford.  Central  Texas  Medical  Foundation. 

601  E 1 5th  St,  Austin,  TX  7870 1 ( 5 1 2 ) 480- 1 869 

Fridays,  1 2 pm  ( 2nd  and  4th ) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Category'  1 , AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

VISITING  FELLOWSHIP  IN  MRI.  The  Methodist  Hospital,  Houston.  Fee 
$1,000  physicians;  $500  residents  and  fellows.  Category  1.  AMA  Physi- 
cian’s Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  770.30  (713)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  Lab,  Room  443E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  $1,000  physicians  for  40  hours;  $1,600 
physicians  for  80  hours;  $800  residents  and  fellows  for  40  hours; 

$1,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician’s 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery  Lab.  Room 
443E,  Baylor  College  of  Medicine.  Houston,  TX  77030  (713)  799-4536 
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TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE,  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
S35  program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele- 
conference Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

FEBRUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 

Feb  2-3,  1989,  Dallas 

Feb  10-11,  1989,  Galveston 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


February 

■AMERICAN  ACADEMY  OF  ALLERGY  AND  IMMUNOLOGY  45TH  AN- 
NUAL MEETING,  San  Antonio,  Feb  24— March  1,  1989.  Contact  Sarah 
Kaluzny,  Executive  Office,  American  Academy  of  Allergy  and  Immu- 
nology, 61 1 E Wells  St,  Milwaukee,  WI  53202  (414)  272-6071 

AMERICAN  MEDICAL  ASSOCIATION  LEADERSHIP  CONFERENCE, 
Chicago,  Feb  24—26,  1989.  Contact  the  AMA,  535  N Dearborn  St,  Chi- 
cago, IL  60610  (312)  645-5000 

■THREE  DECADES  OF  PEDIATRIC  LEADERSHIP:  A MEETING  TO 
HONOR  C.  WILLIAM  DAESCHNER,  JR,  MD,  Galveston,  Feb  24,  1989. 
Contact  The  University  of  Texas  Medical  Branch,  Office  of  Continuing 
Education,  Route  J-34,  Galveston,  TX  77550  (409)  761-2934 

March 

AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  Rancho  Mirage,  Calif, 
March  1—4,  1989.  Contact  American  College  of  Leal  Medicine,  PO  Box 
3190,  Maple  Glen,  PA  19002  (800)  433-9137 

■Texas  Medical  Association  Winter  Leadership  Conference,  Aus- 
tin, March  4,  1989.  Contact  Ann  Gregg,  TMA,  1801  N Lamar  Blvd,  Aus- 
tin, TX  78701  (512)  477-6704 


April 

NATIONAL  RURAL  HEALTH  ASSOCIATION/ 1 2TH  ANNUAL  NATIONAL 
CONFERENCE  ON  RURAL  HEALTH:  REDESIGNING  RURAL  HEALTH: 
BLUEPRINTS  FOR  SUCCESS,  Reno,  Nev,  April  30-May  3,  1989.  Con 
tact  the  National  Rural  Health  Association,  30 1 E Armour  Blvd,  Suite 
420,  Kansas  City,  MO  64111  (816)  756-3140 


Cardio- 

pulmonary 

Referral 

CARDIOLOGY  EVALGATION 

Cardiac  Catheterization 
Non-invasive  testing 
— Treadmill  stress  test 
— Electrocardiography 
— Echocardiography 
Esophageal  evaluation 
Coronary  Angioplasty  (PTCA) 

Cardiovascular  Risk  Reduction 
Cardiac  Rehabilitation 
Hypertension  Consultation 

CARDIOVASCGLAR  SGRGERY 

Coronary  artery  bypass 
and  endarterectomy 
Cardiac  valve  replacement 
and  valvuloplasty 
Pacemaker  Implantation 
Peripheral  vascular  surgery 

ONCOLOGY  SERVICE 

Breast  Diagnostic  Center 
Lung  Cancer 

Other  Tumors  of  the  Chest 

ADGLT  PGLMONARY  SERVICE 

Asthma 

Acute  & Chronic  Respiratory  Failure 
Evaluation  of  Mass  Lesions 
in  the  Chest 

Pulmonary  Function,  Inhalatinal 
Challenge  and  Exercise  Testing 
Sleep  Disorders 
Tuberculosis  & Atypical 
Mycobacterial  Disease 
Unusual  Infections  of  the  Chest 
Thoracic  Surgery 
Pulmonary  Rehabilitation 
Clinical  Trials  and  Basic  Research 
of  Pulmonary  Disorders 

PEDIATRIC  PGLMONARY  SERVICE 

Asthma 
Cystic  Fibrosis 
Other  Lung  Diseases 

For  consultation  or  referral 
call  toll  free:  1-800-442-8842 


THE  UNIVERSITY  OF  TEXAS 

HbvlthCenter 

— ^AT  TYLER 


— The  state  referral  center  for  cardiopulmonary  disease — 


Texas  Medicine 


TMLT 


4^  A N N ' 


TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community. . .providing  distinctive  liability  protection  for  Texas 
physicians. 

Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 
would  like  to  tell  you  more  about  our  concepts  of  medical  malpractice 
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Statewide  Service  Center: 
1-800-252-9179 

P.O.  Box  14746,  Austin, Texas  78761 


TMLT.  A DECADE  OF  SECURITY. 
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Texas  A&M  University 
College  of  Medicine 


Fifth  Annual 

FAMILY  MEDICINE  REVIEW 

Selected  Topics  With  Testing  Techniques 

for  Board  Exams 
Hyatt  Regency  Hotel 
AUSTIN,  TEXAS 
April  18-23,  1989 

For  more  information  or  to  register  contact:  Office  of  Continuing  Medical  Education,  Scott 
and  White,  Temple,  Texas  76508,  (817)  774-4073. 


Timberlawn  Psychiatric  Hospital 


ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 
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6,  22,  56  Antitrust  violations  can  be  hazardous  to  your  freedom  . . . 


do  not  agree 
with  competing 
independent 
doctors  on  any 
term  of  price, 
quantity,  or 
quality . . . 


. . . do  not  agree 
with  competing 
independent 
doctors  on  the 
patients  you 
are  willing 
to  serve  . . . 


. . . do  not  agree 
with  competing 
independent 
^ doctors  to 
refuse  to  offer 
your  services 
to  alternative 
delivery 
systems  . . . 


Our  team  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 


information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 

Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 
.A  Division  of  Memorial  City  Medical  Center 


2801  Gessiier,  Houston,  Texas  77080  (713)  462-4000 


FROM  THE 
PHYSICIANS 
AT  WARM  SPRINGS: 
MANY  HAPPY 
RETURNS. 

Tliitt’s  the  main  reaam  sn  many  physicians  refer  their  patients 
to  (.Hit  hospitals. 

You  see,  we’re  dedicated  to  helping  people  twercome  the 
eftects  ot  disabilities  and  return  to  active  and  enjoyable  lives. 

And  we’re  alai  dedicated  to  giving  physicians  all  the  information 
necessary  to  continue  appropriate  care  when  their  patients  return. 

All  of  this  means,  when  a patient  returns  to  your  care  from  our 
care,  you’ll  Kith  he  happy  you  chose  Wami  Springs. 

We’ve  been  helping  people  rebuild  their  lives  for  50  years. 


Warm  Springs  Rehabilitation 

Hospital  Gonzales/San  Antonio 

Gonzales  803/792-9276 
San  Antonio  800/451-1 350 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Working  today  for  a healthier  tomorrow 


c: 


COmnTEMt).  raaisim 

EfELLENCE  tACHffi™EOT 


AWARD 

Presenting 
the  winners  of  the  1989 
Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Jerry  W. 
Alexander 


Rebecca 
A.  Boyd 


Greg 

Cowart 


Lisa  M. 
Durham 


Susan  M. 
Erskine 


Steve  Glenn  J. 

Hamman  Horstdaniel 


Keith  E. 
Ingram 


Elizabeth 
M. Jordan 


Alice  L. 
Lewis 


Sandra  S.  Brian  Smith  L.  Donald  R.  Clark 

McAlister  Miles  Miller  Pettke,  Jr.  Shubert 


Turn  to  the  following  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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ON  THE  COVER 

This  month’s  cover  focuses  on  the  federal 
antitrust  laws  and  their  effect  on  the 
medical  profession.  The  Medicine  and  the 
Law  article,  "The  federal  antitrust  laws — a 
primer  for  physicians,"  is  by  C.J.  Francisco 
III,  JD.  It  begins  on  page  56.  “Government 
playing  hardball  on  MD  antitrust  activity,” 

page  22,  is  a reprint  of  an  article  from  the 
American  Medical  News,  by  Paul  R. 

McGinn.  A related  editorial,  "Antitrust 
enforcers  and  you,"  by  Val  F.  Borum,  MD, 
appears  on  page  6.  Cover  design  by  Ed 
Triggs. 

COMING 

NEXT  MONTH 

Articles  scheduled  for  the  April  issue  of 
Texas  Medicine  deal  with  childhood  injury 
deaths  in  Texas,  headache  in  sleep  apnea, 
early  diagnosis  of  gynecologic  cancer,  and 
captopril  related  exfoliative  dermatitis. 

Also  scheduled  is  a preview  of  Annual 
Session  in  Fort  Worth,  and  a feature  article 
about  a Texas  physician’s  dispute  with  the 
inspector  general  over  alleged  illegal 
hospital  transfer  of  a pregnant  woman. 

from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin  provides  exceptional 

patient  acceptance- 

700  million  doses  in  ten  years, 


Millions  140 


TEN  YEARS  OF  PATIENT  ACCEPTANCE 


projected 


♦ In  ten  years  of  clinical  experience,  nausea, 
sedation  or  constipation  have  rarely  been 
reported.^ 

. . . and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine. 
In  one  study, 10  mg  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg  of  codeine.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  cm 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every4to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 

24  hours).  1.  Data  on  file,  Knoll  pharmaceuticals 

2.  HopkinsonJH  III.  Cure  fher/fes  24:503-516,  1978 

3.  BeaMerWT.  Arch  Intern  Med,  141:293-300,  1981.' 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit 
forming)  and  acetaminophen  500  mg 


The  original  hydrocodone  analgesic. 


Please  see  adjacent  page  for  brief  summary  of  prescribing  information 


(hydiocooone  biloftiale  5 mg  (Vtoimng  Mov  C>e  hoD'i  lorming] 
ond  ocetominoo*^®'^  MO  mg) 


INDtCATIONSANDUSAGE:  For  the  relief  of  moderateto  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hyorocodone 
WARNINGS: 

Allergic-Type  Reaction:  VICODIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allergic-type  reactions  including  anaphylactic  symptoms  and  life- 
threateninq  or  less  severe  asthmatic  episodes  in  certain  susceptible  people. 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrod^loride.  (see  ADVERSE  REACTIONS:  Respiratory  Depression). 
Head  Injury  and  increas^  Intracranial  Pressure:  The  respiratory  depressant 
effects  of  narcotic  and  their  capaaty  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intraaa- 
nial  lesions  or  a preexisting  inaease  in  intraaanial  pressure.  Furthermore, 
narcotic  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotic  may  obscure 
the  diagnosis  or  diniul  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison’s  disease, 
prostatic  hypertrophy  or  urethral  stncture.  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  snould  be  kept  in  mind. 
Information  for  P^ents:  VICODIN,  like  all  narcotic,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  of  potentially  hazard- 
ous tasic  such  as  driving  a car  or  operating  machinery;  patients  should  be 
Gutioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all  narcotic, 
caution  should  oe  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesic,  antipsychotic, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  additive  CNS  depression.  When  combined 
therapy  is  contemplatea,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  inaease  the  effect  of  either  the  antidepressant  or  hydrocodone 
The  concurrent  use  of  anticholinergic  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  In  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  nsk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  pnor  to  delivery  will  be  physically  dependent.  The  withdrawal  signs 
indude  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  inaeased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  alwa^  correlate  with  the  duration  of 
matenal  opioid  use  or  dose.  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazine  0.7  to  TO  mg/lcq  q6h,  and  paregonc  2 
to  4 dropVkg  <]4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
The  duration  of  therapy  is  4 to  28  days,  with  the  dosage  decreased  as  tolerated. 
Labor  and  Delivery:  As  with  all  narcotic,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  the  newborn,  espeaally  if  higher  doses  are  used. 

Nursirtg  Mothers:  It  is  not  known  whether  this  drug  is  exaeted  in  human  milk. 
Because  many  drugs  are  exaeted  in  human  milk  and  because  of  the  potential 
for  serious  adWrse  reactions  in  nursing  infants  from  VICODIN,  a deasion  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia.  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMIN3STRATIION:  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
effects  IS  dose  related. 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets. 

Revised  June,  1987 


Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 

BASF  Group 


API  NOW  OFFERS 
5 YEAR  LEVEL  TERM 

Annual  Premium* 


500,000 

1,000,000 

30 

515 

1,000 

35 

560 

1,090 

40 

750 

1,470 

45 

960 

1,890 

50 

1,410 

2,790 

55 

2,150 

4,270 

*Male,  Preferred  Non-Smoker  rates 
(females  lower) 

10  YEAR 
LEVEL  TERM 
ALSO  AVAILABLE 


Call  today  for  a no-obligation  proposal 

1-800-252-3628 


api^ 
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Editorials 


Antitrust  enforcers  and  you 

Nobody  ever  said  that  life — or  the  practice  of  medicine — 
would  be  easy.  Certainly  nothing  seemed  easy  to  anyone  in  the 
AMA  House  of  Delegates,  when  we  were  addressed  at  our  ses- 
sion in  December  1988  by  the  Assistant  Attorney  General  of 
the  United  States. 

Charles  F.  Rule,  head  of  the  Antitrust  Enforcement  Division 
of  the  US  Department  of  Justice,  warned  House  members 
(whom  he  called  “competitors”)  that  violations  of  antitrust 
laws  "...  can  be  hazardous  to  your  personal  freedom — you 
can  go  to  jail.”  Rather  than  civil  enforcement,  commonly  used 
in  the  past  to  assure  that  competition  is  not  restrained,  he 
threatened  criminal  punishment,  even  jail  sentences  up  to 
three  years  and  fines  up  to  $250,000  for  each  violation.  There 
would  be  “devastation  to  families,  careers,  and  community 
standing  that  results  from  the  stigma  that  attaches  to  convicted 
felons,”  he  said. 

Describing  the  functions  of  his  department  with  such  meta- 
phors as  “cops  on  the  beat”  and  “scalpel-like  approach  to  an- 
titrust enforcement,”  Mr  Rule  recounted  successful  prosecu- 
tion of  medical  professional  organizations  by  the  government 
for  criminal  violations  of  the  antitrust  laws,  “as  long  ago  as 
the  1930s.” 

Though  he  spoke  of  “clear  violations  of  the  antitrust  laws . . . ,” 
his  analyses  were  vague  and  sweepingly  general.  If  doctors 
agree  to  do  something  or  refrain  from  doing  something,  he  said, 
that  “eliminates  competition,  raises  price,  reduces  the  quantity 
of  services  provided,  and  thus  reaps  increased  profits  ...  it 
makes  no  difference  whether  the  enriched  doctors  line  their 
pockets  with  these  profits  or  use  them  to  increase  the  quality 
of  care  . . . (they  are)  unlawful  regardless  of  their  purpose  and 
effect.” 

To  assuage  the  anxiety  he  had  engendered,  Mr  Rule  told  us 
how  these  “criminal  violations”  can  be  avoided  by  following 
three  simple  rules: 

— “First,  do  not  agree  with  competing  independent  doctors 
on  any  term  of  price,  quantity,  or  quality — including  fee  sched- 
ules and  relative  value  scales  (sic!); 

— “Second,  do  not  agree  with  competing  independent  doc- 
tors on  the  patients  that  you  are  willing  to  serve,  the  locations 
from  which  you  are  permitted  to  draw  patients,  or  where  you 
will  locate  your  offices;  and 

— “Third,  do  not  agree  with  competing  independent  doctors 
to  refuse  to  offer  your  services  to  alternative  delivery  systems. 

“There  can  be  exceptions  to  these  general  rules,”  he  said, 
“particularly  when  the  agreement  is  in  the  context  of  partici- 
pation in  a legitimate  alternative  delivery  system.”  In  any  case, 
he  added,  you  should  seek  legal  advice  before  assuming  that  an 
exception  applies. 

Even  after  repeated  perusal  of  these  rules,  I did  not  find 
them  simple  at  all,  laden  as  they  were  with  accompanying  ca- 
veats and  repeated  admonitions  to  consult  antitrust  lawyers. 
Though  he  hoped  to  “ . . . demystify  the  application  of  the  anti- 
trust laws  . . . ,”  I left  the  scene  with  a case  of  freerfloating 
anxiety. 


You  can  imagine  how  the  House  members  reacted.  Being 
painted  as  criminals  or  potential  criminals  by  a government 
official — one  of  our  public  servants — did  not  sit  well  with  the 
House.  It  seemed  to  me  that  these  august  leaders  in  a learned 
profession  were  being  taken  to  task  in  an  almost  contemptuous 
manner,  like  wayward  school  children.  J looked  about  the  hall 
at  the  distinguished  people.  Some  were  giants  in  the  area  of 
scientific  advancement  in  the  practice  of  medicine,  selfless,  be- 
nevolent to  humanity.  Role  models.  1 saw  one  doctor  who  had 
lost  both  legs  at  Iwo  Jima,  another  who  was  in  the  first  landing 
at  the  Normandy  beachhead.  Still  another,  a Marine  Vietnam 
veteran.  Many  others.  I thought  of  a song,  popular  during 
World  War  II:  “This  Is  Worth  Fighting  For!”  Was  our  being 
treated  like  this  really  worth  fighting  for?  Putting  our  lives  on 
the  line? 

Being  assured  by  this  official  that  this  is  not  an  “irrational,  non- 
sensical antitrust  enforcement  policy  that  is  unfair  and  hostile 
to  the  profession”  was  just  not  too  comforting  to  us.  The  last 
sentence  of  his  speech  still  rings  in  my  ears:  “So  be  careful.” 

Not  once  was  there  emphasis  on  quality  of  care.  In  the  anti- 
trust enforcer’s  mind,  it  appears  that  competition  is  king,  that 
quality  is  not  a factor  anywhere  in  the  equation.  Every  analysis 
is  an  economic  one:  What  effect  does  the  conduct  under  suspi- 
cion have  on  competition? 

At  least  we  know  what  the  antitrust  enforcers  are  thinking. 
The  challenge  to  us  is  to  conduct  ourselves  circumspectly  in  a 
way  that  demonstrates  our  concern  to  preserve  competition 
and  to  enhance  quality. 

Nobody  said  it  would  be  easy. 

VAL  F.  BORUM,  MD 

President,  Texas  Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX  78701. 


Program  gives  elderly  Texans  an 
option  for  independent  living 

Young  people  tend  to  see  health  as  an  absolute  quality,  some- 
thing you  either  have  or  don’t  have — like  red-headedness  or 
the  ability  to  roller-skate.  But  as  we  age,  we  develop  subtler 
definitions  for  good  and  bad  health  and  for  related  concepts 
like  physical  ability  and  disability,  frailty,  and  impairment.  For  a 
2 5 -year-old,  good  health  may  mean  being  able  to  dunk  a bas- 
ketbaU  with  two  hands.  To  an  85-year-old,  it  might  simply 
mean  enough  strength  to  take  a shower  without  help. 

Physicians  know  the  fine  shades  of  meaning  that  terms  such 
as  “health”  and  “self  sufficiency”  can  have  for  the  elderly.  Con- 
sider the  example  of  a 78-year-old  stroke  patient  who  no  longer 
requires  acute  care  and  is  discharged  from  a hospital.  Although 
she’s  out  of  immediate  danger,  she’s  still  far  from  ready  to  re- 
turn to  independent  living  at  home. 

When  Medicare  won’t  cover  any  more  hospital  care,  her  two 
most  obvious  options  are  to  ask  family  or  friends  to  help  with 
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cooking,  housekeeping,  bathing,  and  other  personal  needs — or 
to  go  to  a nursing  home. 

In  an  ideal  world,  the  help  of  family  or  friends  would  be  al- 
most everyone's  choice.  Unfortunately,  in  the  real  world,  .social 
support  from  friends  and  family  is  often  a catch-as-can  proposi- 
tion. Many  seniors  simply  don’t  have  any  surviving  family  or 
friends  to  help  out.  Even  those  who  do  often  find  that  help  is 
sporadic  and  undependable. 

The  second  option  also  is  unacceptable  if  the  patient  can’t 
afford  nursing  home  care  or  simply  prefers  to  stay  at  home  as 
long  as  humanly  possible. 

There  are  other  options,  of  course:  human  service  agencies 
and  private  in-home  service  providers.  Here,  too,  there  are 
problems.  The  red  tape  and  hassles  involved  in  seeking  out  and 
establishing  eligibility  for  most  government-funded  programs 
are  legendary.  And  in-home  care  (especially  skilled  nursing) 
costs  money.  Lots  of  money. 

All  of  this  is  to  say  that  setting  up  a good,  workable  aftercare 
program  for  an  elderly  patient  who  lives  in  that  shadow-world 
between  moderate  disability  and  stable  good  health  can  po.se 
truly  formidable  problems  for  doctors  and  hospital  discharge 
planners. 

How  can  the  physician  be  sure  his  or  her  medication  sched- 
ules are  being  followed?  Is  the  patient  convalescing  satisfac- 
torily? Are  nutritional  and  special  dietary  needs  being  met?  If 
the  patient  cannot  drive  to  the  doctor’s  office,  how  will  he  or 
she  keep  follow-up  appointments? 

The  Texas  Department  on  Aging  believes  some  of  the  solu- 
tions to  these  problems  may  lie  in  a new  initiative  called  Op- 
tions for  Independent  Living.  Options  is  a coordinated  system 
which  links  together  community  services  (meals,  transporta- 
tion, homemakers,  home  repair,  and  benefits  counseling,  among 
others)  with  acute  and  primary  health  care  services  provided 
by  physicians,  hospitals,  pharmacists,  and  home  health  agencies. 

A typical  client  might  get  help  with  personal  care  or  home- 
making from  a home  health  agency,  home-delivered  meals  and 
rides  to  the  doctor’s  office  from  the  Texas  Department  on 
Aging,  benefits  counseling  and  health  monitoring  from  the  Op- 
tions project  staff,  and  home  repair  from  local  volunteers — all 
arranged  by  an  Options  case  manager. 

Case  managers  are  the  concertmasters  of  the  program.  They  ’re 
responsible  for  harmonizing  the  efforts  of  families  and  commu- 
nity care  providers  with  those  of  doctors  and  hospitals.  Care  is 
taken  to  assure  that  physicians’  guidelines  for  post-discharge 
care  are  followed  in  every  respect — from  diet  to  exercise, 
medication,  physical  therapy,  and  preventive  care.  As  a result, 
doctors  in  areas  served  by  Options  projects  report  newfound 
confidence  that  their  older  patients  will  keep  making  progre.ss, 
even  though  they’re  no  longer  under  direct  physician  care. 

The  case  management  concept  isn’t  new,  of  course,  but  Op- 
tions’ business-based  approach — clients  may  pay  for  some  ser- 
vices according  to  a fee  schedule — is  unusual  for  government- 
sponsored  programs. 

The  target  population  for  Options  is  45,000  (about  1%  ) of 
the  estimated  640,000  older  Texans  with  minor  to  moderate 
physical  impairment.  Many  of  these  people  are  recent  hospital 
discharges  who  have  good  prospects  for  significant  improve- 


ment if  they  can  get  a little  help  with  the  details  of  day-to-day 
living. 

So  far,  the  three-year-old  program  has  been  modest  in  scope, 
largely  due  to  limited  funding.  Eight  demonstration  projects 
are  now  in  various  stages  of  development  across  Texas.*  How- 
ever, the  Department  on  Aging  has  made  the  Options  initiative 
its  top  priority  for  the  71st  Texas  Legislature  and  is  asking  state 
lawmakers  for  $14.1  million  to  expand  the  program  statewide. 
Eventually,  TDoA  hopes  to  start  Options  projects  in  all  of  its  28 
area  agencies  on  aging. 

Options’  ability  to  pay  for  itself  at  least  partially  should  hold 
.some  appeal  for  bottom-line-minded  legislators,  TDoA  be- 
lieves. Other  fiscally  attractive  aspects  of  the  program  include: 

1 . Eewer  claims  for  health  insurance  benefits; 

2.  Less  time  lost  from  work  by  family  caregivers; 

3.  Lower  incidence  of  hospital  readmission  due  to  relapse; 

4.  Avoidance  or  delay  of  expensive  nursing  home  care;  and 

5.  A reduced  tax  burden  for  the  care  of  disabled  and  im- 
paired elderly. 

Back  in  the  ( seemingly  prehistoric ) days  when  Medicare  re- 
imbursements permitted  doctors  and  ho.spitals  to  extend  com- 
prehensive care  well  past  the  acute  phase  and  still  stay  in 
business,  there  was  no  pressing  need  for  community-based 
care.  Things  have  changed. 

Today,  no  physician  caught  in  the  vise  of  inadequate  Medi- 
care reimbursements  and  the  explosive  growth  of  the  frail 
elderly  population  needs  to  be  convinced  that  our  traditional 
means  of  recourse  are  no  longer  equal  to  the  task. 

The  way  the  Texas  Department  on  Aging  .sees  it,  what  we 
need  are  some  new  Options. 

RUSSELL  SMITH 

Texas  Oepartment  on  Aging,  PC)  Box  12786,  Ciapitol  Station,  Austin,  TX  78701 

AUTHOR’S  NOTE 

The  Texas  Department  on  Aging  is  the  only  state  agency  whose  sole 
responsibility  is  serving  older  Texans.  All  Texans  60  and  older  are  eli- 
gible to  receive  TDoA  services,  which  include,  but  arc  not  limited  to 
group  and  home-delivered  meals,  transportation,  senior  center  activi- 
ties, health  screening,  in-home  serv'ices,  ca.se  management,  legal  assis- 
tance, volunteer  opportunities,  and  employment.  For  more  information 
on  TDoA’s  Options  for  Independent  Living,  call  l-80()-252-92‘i0. 


•Sherman  and  Denison,  San  Antonio,  Nederland,  Kilgore,  Arlington, 
Nacogdoches,  McAllen,  Amarillo. 
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Latent  syphilis  in  intravenous 
drug  users 

The  transmission  of  AIDS  and  hepatitis  among  intravenous 
drug  users  who  share  hypodermic  needles  has  been  well  estab- 
lished. Records  at  the  Dallas  Veteran’s  Medical  Center  Drug 
Treatment  Program  suggest  that  the  spread  of  syphilis  may  also 
be  of  special  concern  to  intravenous  drug  users. 

Each  patient  admitted  to  the  Dallas  Veteran’s  Medical  Center 
Drug  Treatment  Program  undergoes  serologic  testing.  If  a posi- 
tive test  result  is  obtained,  a confirmatory  test  for  syphilis  is 
done.  If  this  test  is  also  positive,  we  attempt  to  counsel  the  pa- 
tient about  this  result.  Patients  with  positive  results  and  no  his- 
tory of  treatment  for  syphilis  and  patients  with  a titer  rising 
more  than  two  dilutions  are  advised  to  be  treated  for  syphilis. 
Positive  test  results  are  reported  to  the  Dallas  County  Health 
Department.  Patients  are  advised  that  they  should  inform  their 
sexual  contacts  and  those  with  whom  they  have  shared  needles. 

Using  these  procedures,  we  tested  688  patients  in  1986  and 
1987.  Of  these,  25  were  found  to  have  a positive  confirmatory 
test  for  syphilis,  and  five  received  treatment  for  syphilis  along 
with  drug  treatment  at  the  Dallas  Veteran’s  Medical  Center. 

Our  findings  suggest  that  drug  users  who  share  needles  face  in- 
creased risk  for  syphilis.  Physicians  should  be  alert  to  this  pos- 
sibility when  examining  drug  users. 

HORACE  A.  DeFORD,  MD 
PO  Box  29588,  Dallas,  TX  75229. 


Cardio- 

pulmonary 

Referral 

CARDIOLOGY  EVALOATIOM 

Cardiac  Catheterization 
Mon-invasive  testing 
— Treadmill  stress  test 
— Electrocardiography 
— Echocardiography 
Esophageal  evaluation 
Coronary  Angioplasty  (PTCA) 

Cardiovascular  Risk  Reduction 
Cardiac  Rehabilitation 
Hypertension  Consultation 

CARDIOVASCOLAR  SURGERY 

Coronary  artery  bypass 
and  endarterectomy 
Cardiac  valve  replacement 
and  valvuloplasty 
Pacemaker  Implantation 
Peripheral  vascular  surgery 

ONCOLOGY  SERVICE 

Breast  Diagnostic  Center 
Lung  Cancer 

Other  Tumors  of  the  Chest 

ADULT  PULMONARY  SERVICE 

Asthma 

Acute  & Chronic  Respiratory  Failure 
Evaluation  of  Mass  Lesions 
in  the  Chest 

Pulmonary  Function,  Inhalatinal 
Challenge  and  Exercise  Testing 
Sleep  Disorders 
Tuberculosis  & Atypical 
Mycobacterial  Disease 
Unusual  Infections  of  the  Chest 
Thoracic  Surgery 
Pulmonary  Rehabilitation 
Clinical  Trials  and  Basic  Research 
of  Pulmonary  Disorders 

PEDIATRIC  PULMONARY  SERVICE 

Asthma 
Cystic  Fibrosis 
Other  Lung  Diseases 


For  consultation  or  referral 
call  toll  free:  1-800-442-8842 


Texas  Medicine 


ews 


TMA  INACTION 


Amendments  combine  offices, 
allow  specialty  society  voting 

During  its  May  11  — 12,  1989,  meeting  in 
Fort  Worth,  Texas  Medical  Association’s 
House  of  Delegates  will  give  final  consid- 
eration to  constitutional  amendments 
that  combine  the  offices  of  secretary  and 
treasurer  and  extend  voting  rights  to  22 
Texas  specialty  societies  that  currently 
have  nonvoting  representation  in  the 
house. 

Amendment  of  three  articles  of  the 
constitution  will  combine  the  offices  of 
secretary  and  treasurer.  In  November 
1987,  the  House  of  Delegates  adopted  a 
recommendation  that  the  offices  be  com- 
bined. Implementation  was  deferred  until 
May  1989,  when  the  incumbent  secre- 
tary' and  treasurer  will  have  completed 
their  current  terms.  The  following  consti- 
tutional amendments  were  approved  on 
“first  reading”  in  November  1988  and 
will  have  final  consideration  in  May.  Lan- 
guage to  be  added  is  in  italic,  and  lan- 
guage to  be  deleted  is  in  [brackets]. 

Amend  Article  fV,  Officers,  as  follows: 

The  officers  of  the  Association  shall  be 
a President,  President-Elect,  Immediate 
Past  President,  [Secretary,  Treasurer] 
Secretary/Treasurer,  Speaker  and  Vice- 
Speaker  of  the  House  of  Delegates,  the 
nine  at-large  members  of  the  Board  of 
Trustees  and  a Councilor  for  each  coun- 
cilor district.  Their  election,  responsibili- 
ties and  terms  of  office  shall  be  as  pro- 
vided in  the  Bylaws. 

Amend  Section  2,  Article  V,  House  of 
Delegates,  as  follows; 

Sec  2.  The  membership  of  the  House 
of  Delegates  shall  consist  of  ( 1 ) Dele- 
gates, elected  in  accordance  with  this 
Constitution  and  Bylaws,  and  ex  officio: 

( 2 ) the  President,  the  President-Elect, 
the  Immediate  Past  President,  the  [Sec- 
retary, and  the  Treasurer]  SecretarytTrea- 
surer-,  . . . 

Amend  the  first  sentence  of  Article  VI, 
Board  of  Trustees,  as  follows: 

The  Board  of  Trustees  shall  be  com- 
posed of  at-large  members  elected  as  pro- 
vided in  the  Bylaws  and,  ex  officio,  with 
vote,  the  President,  President-Elect, 
Immediate  Past  President,  [Secretary, 


Treasurer]  Secretary /Treasurer  and 
Speaker  and  Vice-Speaker  of  the  House  of 
Delegates. 

In  May  1988,  the  house  approved 
voting  rights  in  the  House  of  Delegates 
for  representatives  of  the  eligible  state 
specialty  societies;  and  in  November 
1988,  the  following  constitutional  amend- 
ment was  approved  at  “first  reading.” 

Final  approval  in  May  would  provide  del- 
egate seats  for  the  22  Texas  specialty  so- 
cieties currently  approved  for  nonvoting 
representation  in  the  house. 

Amend  Section  2 of  Article  V,  House  of 
Delegates,  as  follows: 

Sec  2.  The  membership  of  the  House 
of  Delegates  shall  consist  of  ( 1 ) Dele- 
gates, elected  in  accordance  with  this 
Constitution  and  Bylaws,  and  ex  officio: 

( 2 ) . . . (13)  the  delegates  of  medical 
specialty  societies  selected  in  accor- 
dance with  the  provisions  of  the  Bylaws, 
[(13)  the  chairman  of  TEXPAC;]  (14)  the 
chairman  of  TEXPAC;  [( 1 4 ) the  repre- 
sentatives of  medical  specialty'  societies 
selected  in  accordance  with  the  provi- 
sions of  the  Bylaws;]  . . . 


April  18  is  deadline 

for  annual  session  discount 

Texas  Medical  Association’s  Council  on 
Annual  Session  and  Scientific  Program- 
ming is  encouraging  members  to  enjoy 
the  social  activities  that  accompany  the 
continuing  education  opportunities 
offered  during  annual  session  by  offering 
a $10  discount  to  members  who  order 
tickets  to  both  the  annual  session  mem- 
bership luncheon  and  the  Friday  night 
gala.  The  discounted  price  for  the  two 
functions  is  $60.  After  April  18,  tickets 
for  the  luncheon  and  the  gala  will  be  sold 
individually.  To  make  the  offer  even 
more  attractive,  the  early  birds’  names 
will  be  entered  in  two  separate  draw- 
ings— a chance  to  win  two  American  Air- 
lines tickets  to  any'where  in  the  carrier’s 
domestic  system  and  a chance  to  win  a 
weekend  for  two  at  the  Wyndham  Cor- 
pus Christi. 

The  luncheon  and  the  gala  are  part  of  a 
glittering  array  of  social  and  sports  activi- 
ties that  help  make  Texas  Medical  Asso- 
ciation’s 1989  Annual  Session  a five-star 
event.  The  meeting  is  May  11  — 14  in 
Fort  Worth. 


Members  can  kick  off  annual  session 
social  rounds  with  the  Galaxy  Get- 
Together  reception  on  ITiursday,  May  1 1 , 
5:30  to  7 pm,  in  Worth  Park.  ITie  Party 
Dolls,  a popular  Fort  Worth  show  band, 
will  entertain  with  a lively  blend  of  cho- 
reography, costumes,  dialogue,  and  skits, 
with  music  ranging  from  Count  Basie  to 
the  Beatles.  Complimentary  light  hors 
d’oeuvres  and  cash  bars  for  cocktails  will 
be  provided. 

On  Friday,  May  12,  TMA  members  and 
guests  will  gather  for  the  Annual  Mem- 
bership Luncheon  at  the  Hyatt  Regency 
Fort  Worth.  Max  C.  Butler,  MD,  will  be 
installed  as  president  of  the  association. 
Presentations  of  the  Anson  Jones  Awards, 
TMA’s  media  awards  for  excellence  in 
communicating  health  information  to  the 
public,  also  will  take  place  during  the 
luncheon. 

The  social  highlight  of  annual  session 
will  be  the  TMA/TMA  Auxiliary'  Friday 
Night  Gala  at  the  elegant  Worthington 
Hotel.  Following  an  elaborate  dinner  buf- 
fet, Roger  V,  an  exciting,  versatile  young 
entertainer,  will  put  on  a knockout  musi- 
cal show.  Afterwards,  there’ll  be  dancing 
until  midnight  to  the  sounds  of  the  tal- 
ented Roger  V band. 

The  social  agenda  also  includes  func- 
tions sponsored  by  the  Oenological  So- 
ciety, the  Fifty'  Year  Club,  and  medical 
school  alumni  organizations.  Sports  activ- 
ities scheduled  are  golf,  racquetball,  ten- 
nis, and  a fun  run/walk. 

During  the  day,  members  will  be  busy 
with  the  activities  that  bring  physicians 
to  annual  session:  acquiring  continuing 
medical  education,  attending  House  of 
Delegates  meetings,  and  viewing  ex- 


“Of  course  Dr  KJigman  makes  house  calls.  >X'hat's 
your  phone  number?” 
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hibits.  More  than  350  medical  leaders 
will  present  timely  scientific  topics  as 
well  as  those  dealing  with  socioeco- 
nomic, legislative,  and  medical-legal  con- 
cerns. More  than  300  hours  of  Category 
1 credit  toward  the  Physician’s  Recogni- 
tion Award  of  the  American  Medical  As- 
sociation will  be  offered  at  no  charge 
to  members.  The  House  of  Delegates 
will  meet  Thursday,  May  1 1 , and  Friday, 
May  12,  giving  members  an  opportunity 
to  express  their  views  on  issues  before 
the  house  during  reference  committee 
hearings.  The  Convention  Center’s  ex- 
hibit hall  will  house  275  technical  and 
scientific  exhibits  displaying  a diversity 
of  products  and  services  of  interest  to 
physicians  and  allied  health  disciplines. 

TMA  endorses  collection  firm 
that  stresses  professionalism 

Texas  Medical  Association  has  endorsed 
Debt  Collectors,  Inc  (DCl)  following  a 
thorough  evaluation  of  collection  firms. 

The  Council  on  Member  Services 
reports  that  DCI  has  a professional  man- 
ner and  uses  a positive,  sensitive  ap- 
proach that  helps  improve  collection 
effectiveness. 

Recognizing  that  physicians’  collection 
needs  are  unique,  DCl  has  established  a 
specialized  department  with  manage- 
ment and  personnel  dedicated  exclu- 
sively to  handling  Texas  Medical  Asso- 
ciation members’  accounts.  This  depart- 
ment provides  instant  toll-free  access  for 
questions  or  information  on  account 
status. 

TMA  members  will  receive  a mailing 
that  explains  the  DCI  collection  program 
and  application  information  in  March.  In- 
formation also  is  available  from  TMA’s 
Department  of  Member  Services,  1801  N 
Lamar  Blvd,  Austin,  TX  78701,  phone 
(512)  477-6704. 


Plan  would  distribute  drugs, 
supplies  to  Third  World 

After  bringing  a plan  to  distribute  drugs 
and  supplies  to  TTiird  World  nations  from 
the  county  medical  society  level  to  inter- 
national attention,  Dick  Cason,  MD,  has 
concluded,  “Democracy  works  in  our 
medical  societies.”  Dr  Cason  is  a family 


physician  in  Hillsboro. 

The  Texas  Medical  Association  and 
American  Medical  Association  refined  the 
resolution,  which  originated  in  Anderson- 
Leon  County  Medical  Society.  It  was 
adopted  by  the  World  Medical  Associa- 
tion during  the  40th  World  Medical  As- 
sembly in  Vienna,  Austria,  in  September 
1988,  Dr  Cason  reports. 

The  resolution  asks  national  medical 
associations  to  take  a leadership  role  in 
assisting  countries  that  have  serious 
health  problems  and  are  in  need  of  medi- 
cal supplies  by; 

( 1 ) Having  national  medical  associa- 
tions in  countries  with  severe  health 
problems  request  foreign  governments 
that  maintain  medical  supplies  for  the 
support  of  their  missions  and  represen- 
tatives within  those  countries,  to  donate 
any  excess  supplies  that  are  medically 
safe  and  retain  their  therapeutic  value  for 
distribution  through  private  voluntary 
organizations. 

(2)  Having  national  medical  associa- 
tions in  countries  with  the  potential  for 
providing  donations  to  take  the  initiative 
in  generating  medical  supplies. 

( 3 ) Cooperating  with  national  and 
international  organizations  in  the  collec- 
tion and  distribution  of  medical  supplies 
to  those  areas  of  the  world  lacking  them. 

(4)  Informing  international  govern- 
mental and  private  sector  organizations, 
and  national  private  sector  organizations 
of  the  role  of  national  medical  associa- 
tions in  action  programs  to  stimulate  do- 
nations of  medical  supplies,  and  to  co- 
operate in  distributing  them,  for  the 
purpose  of  achieving  quality  health  care 
in  those  areas  of  the  world  having  great- 
est need. 


lABC  honors  stories 
published  in  Texas  Medicine 

Two  feature  stories  published  in  Texas 
Medicine  have  been  recognized  with 
awards  from  the  Austin  chapter  of  the 
International  Association  of  Business 
Communicators. 

Winning  awards  of  merit  in  the  “Best 
of  Austin”  competition  were  “May  Owen’s 
Hand  in  the  Future,”  published  in  the 
June  1988  issue,  and  “The  Girls  Carve  a 
Niche  in  the  Old  Boys’  Club,”  published 
in  the  November  1987  issue. 


Donna  B.  Jones,  news  editor,  wrote  the 
stories. 

lABC  is  a worldwide  association  for 
the  communication  and  public  relations 
profession  dedicated  to  fostering  com- 
munication excellence,  contributing 
more  effectively  to  organizational  goals 
worldwide,  and  being  a model  of  com- 
munication effectiveness.  The  association 
has  more  than  1 1 ,000  members  in  nearly 
40  countries. 


HEALTH  UNE 


TMA  assists  in  addressing 
pesticide-related  illnesses 

TMA’s  Council  on  Public  Health  is  work- 
ing with  several  agencies  to  combat 
pesticide-related  illnesses,  and  a new  law 
is  helping  raise  awareness  of  pesticide 
exposure.  The  Agricultural  Hazard  Com- 
munication Act,  also  known  as  the  Right 
to  Know  Law,  became  effective  in  Janu- 
ary 1988,  making  Texas  the  first  state  to 
require  health  and  safety  training  for 
farm  workers. 

The  law  has  several  purposes:  ( 1 ) to 
provide  agricultural  workers  with  infor- 
mation about  the  pesticides  to  which 
they  are  exposed,  ( 2 ) to  reduce  the  num- 
ber of  injuries  and  illnesses  suffered  by 
farm  workers  and  farmers,  and  (3)  to 
help  the  medical  community  recognize 
and  treat  pesticide-related  illnesses. 

The  Texas  Department  of  Agriculture 
(TDA)  has  primary  responsibility  for  im- 
plementing the  law,  but  the  Texas  De- 
partment of  Health,  Texas  Medical  Asso- 
ciation, county  medical  societies,  and  in- 
dividual Texas  medical  providers  have 
important  roles  in  addressing  pesticide- 
related  illnesses  as  well. 

Farm  workers  will  receive  crop  sheets 
from  their  employers  during  each  work 
season  and  are  encouraged  to  take  these 
sheets  to  a physician  if  they  are  exposed 
to  a pesticide  or  have  any  pesticide  poi- 
soning symptoms.  The  goal  is  to  increase 
workers’  awareness  of  the  acute  and 
chronic  risks  of  pesticides  and  ways  to 
minimize  these  risks.  The  crop  sheets  are 
being  developed  by  TDA  for  all  crops 
and  will  contain  information  on  the  pesti- 
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A single-entity  muscle  relaxant 
for  prescribing  flexibility 


RIVRAFON 

DOUBLE  STRENGTH  CHIORZO^ZONE 


Works  alone. . . 

■ Now  with  500  mg  chlorzoxazone 


‘ r."  > 

Or  with  an  analgesic 

■ Formulated  without  an  analgesic; 


per  caplet — double  the  muscle 
relaxant  of  a PARAFON  FORTE® 
(chlorzoxazone  and  acetaminophen) 
tablet,  and  no  analgesic. 


for  maximum  treatment  flexibility. 

■ Can  be  used  with  the  analgesic  of 
your  choice,  according  to  the 
patient’s  need  for  pain  relief. 


■ Just  one  easy-to-swallow  caplet 
q.i.d.  may  encourage  compliance. 

■ Prompt,  effective  relief  with 
minimal  drowsiness.*  Clinical 
studies  have  shown  that  patients 
respond  by  the  end  of  24  hours 
following  initiation  of  therapy. 


■ Scored  caplet  permits  greater 
dosing  flexibility  for  patients 
requiring  lower  daily  doses. 


•Clinical  studies  have  shown  that  most  patients  remain  alert  when 
chlorzoxazone-containing  products  are  administered  at  recommended 
doses,  although  drowsiness  sometimes  occurs. 

Please  see  following  page  for  brief  summary 
of  Prescribing  Information. 
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The  following  is  a brief  summary  only.  Before 
prescribing,  see  complete  prescribing  information  in 
PARAFON  FORTE  DSC  labeling. 
CONTRAINDICATIONS:  PARAFON  FORTE  DSC 
chlorzoxazone  is  contraindicated  in  patients  with  known 
intolerance  to  the  drug. 

WARNINGS:  The  concomitant  use  of  alcohol  or  other 
central  nervous  system  depressants  may  have  an 
additive  effect.  Usage  in  Pregnancy.  The  safe  use  of 
PARAFON  FORTE  DSC  chlorzoxazone  has  not  been 
established  with  respect  to  the  possible  adverse  effects 
upon  fetal  development  Therefore,  it  should  be  used  in 
women  of  childbearing  potential  only  when,  in  the 
judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  risks. 

PRECAUTIONS:  PARAFON  FORTE  DSC  Chlorzoxazone 
should  be  used  with  caution  in  patients  with  known 
allergies  or  with  a history  of  allergic  reactions  to  drugs.  If  a 
sensitivity  reaction  occurs  such  as  urticaria,  redness,  or 
itching  of  the  skin,  the  drug  should  be  stopped.  If  any 
symptoms  suggestive  of  liver  dysfunction  are  observed, 
the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  After  more  than  twenty-six 
years  of  extensive  clinical  use  of  chlorzoxazone-contain- 
ing products  in  an  estimated  thirty-two  million  patients,  it 
is  apparent  that  the  drug  is  well  tolerated  and  seldom  pro- 
duces undesirable  side  effects.  Occasional  patients  may 
develop  gastrointestinal  disturbances.  It  is  possible  in  rare 
instances  that  chlorzoxazone  may  have  been  associated 
with  gastrointestinal  bleeding  Drowsiness,  dizziness, 
lightheadedness,  malaise,  or  overstimulation  may  be 
noted  by  an  occasional  patient.  Rarely  allergic-type  skin 
rashes,  petechiae,  or  ecchymoses  may  develop  during 
treatment.  Angioneurotic  edema  or  anaphylactic  reac- 
tions are  extremely  rare.  There  is  no  evidence  that  the 
drug  will  cause  renal  damage.  Rarely,  a patient  may  note 
discoloration  of  the  urine  resulting  from  a phenolic  metab- 
olite of  chlorzoxazone  This  finding  is  of  no  known  clinical 
significance.  Approximately  thirty-six  patients  have  been 
reported  in  whom  the  administration  of  chlorzoxazone- 
containing  products  was  suspected  as  being  the  cause 
of  liver  damage.  In  one  case,  the  jaundice  was  subse- 
quently considered  to  be  due  to  a carcinoma  of  the  head 
of  the  pancreas  rather  than  to  the  drug.  In  a second  case, 
there  was  no  jaundice  but  an  elevated  alkaline  phospha- 
tase and  BSP  retention.  In  this  patient  there  was  a malig- 
nancy with  bony  and  liver  metastases.  The  role  of  the 
drug  was  difficult  to  determine.  A third  and  fourth  case 
had  cholelithiasis.  Diagnosis  in  a fifth  case  was  submas- 
sive  hepatic  necrosis  possibly  due  to  abusive  use  of  the 
drug  tor  approximately  one  year  The  remaining  cases 
had  a clinical  picture  compatible  with  either  a viral  hepati- 
tis or  a drug-induced  hepatitis.  In  all  these  latter  cases, 
the  drug  was  stopped,  and  with  one  exception,  the 
patients  recovered.  It  is  not  possible  to  state  that  the  hep- 
atitis in  these  patients  was  or  was  not  drug-induced. 

Full  directions  for  use  should  be  read  before  adminis- 
tering or  prescribing. 

For  information  on  symptoms  and  treatment  of  over- 
dosage, see  full  prescribing  information. 
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bottle  u*<i1  _ to  tedmical  inaccars- 

.„  in  die  laboratory.  Over  V caiefuUy.  j jq  die  wrong 
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laboratory,  uvci  caiefuUy . tncn wrong 

or  not  P''“J']^,^eai-and  this  U go'08  "P^i^banks  ilrat  keep  a 

BEWAREANDBEAWARE 

1.  Give  blood  for  senoua  need  only.  ^ 

2 Don’t  order  blood  as  ^'^^^®'^®Eapensive  Meal.” 
nnly  potendally  dangerous  ^ 

1,  label  of  blood  for  your  patient. 

3.  Give  blood  before  

emergency). 


—This  ad  appeared  in  the  Texas  State 
Journal  of  Medicine  (now  Texas  Medicine) 
in  January  1956. 


Maximize  the  Benefits 
of  Blood  Transfusion 

Although  the  safety  of  transfusion  therapy 
has  increased  since  this  ad  was  published,  ju- 
dicious consideration  in  blood  transfusion  ther- 
apy remains  paramount.  The  patient’s  needs 
and  the  attendant  risk  factors  of  each  blood 
transfusion  should  be  considered  and  discussed 
with  each  patient.  To  maximize  benefit  and 
minimize  risk,  consider  the  following: 

□ Request  type  and  screen  (pretransfusion 
studies)  when  appropriate  to  reduce  cross 
matching  and  expense. 

B Transfuse  only  when  your  patient’s 
clinical  condition  justifies  transfusion. 

B Use  autologous  transfusion  whenever 
possible. 

□ Report  cases  of  suspected  transfusion- 
transmitted  disease  to  your  blood  bank. 

A public  service  announcement  sponsored  by  the  TMA  Committee 
on  Blood  Banking  and  Blood  Transfusion,  and  Texas  Medicine. 
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A Medic  Computer  System  Located 
Hundreds  Of  Unpaid  Medicai  Biiis. 


And  Not  By  Accident. 


It’s  true.  When  a Medic  Computer  System  replaced 
anotherinone  large  practice, itfoundthousandsofdollars 
in  bills  never  sent  and  insurance  claims  never  filed. 

Medic  can  help  solve  your  cash  flow  problems  just 
as  easily.  Since  each  transaction  has  a unique  number, 
payments  are  easy  to  track.  Our  Aged  Accounts  Receiv- 
able Report  will  list  overdue  accounts  by  any  amount  or 
time  frame  you  choose.  And  our  Aged  Insurance  Claims 
Report  even  calculates  the  number  of  days  since  a 
claim  was  filed.  So  you  can  act  before  a bill  gets  too  large 
ora  claim  gets  too  old. 

Medic’s  already  at  work  in  more  than  2,000  prac- 
ticesfromcoasttocoast.Andmorethan  6,000  physicians 
enjoy  the  security  of  a system  backed  by  a $2.5  billion 
organization.  Plus  Texas  Instruments  hardware,  a leader 
in  expandability,  compatibility  and  reliability.  That  makes 
Medic  the  system  you  can  start  with  and  stay  with. 

So  choose  a system  that  will  turn  your  bottom  line 


around.  Call  Medic.  The  specialists  in  computer 
systems  for  America’s  medical  community. 

[~Please  tell  me  how  Medic  Computer  Systems  can  help  my  practic^ 

Name i 

I Address | 

City State Zip 

I Phone  { ) Number  of  physicians  in  practice | 

I Specialty I 

I Medic  Computer  Systems  i 

|^89TX  8601  Six  Forks  Rd..  Suite  300,  Raleigh  NC  27615  ^ 


medic 

computer  systems 


8601  Six  Forks  Road,  Suite  300,  Raleldi,  North  Carolina  27615, 919-847-8102, 1-800-334-8534.  Other  offices: 

AnnArtx>r,  Atlanta,  Austin,  Boston,  Chicago,  Cincinnati,  Dallas,  Denver,  Fort  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  OharxJo,  PNIadelphIa,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 


cides  most  commonly  used  on  crops,  as 
well  as  health  and  safety  data,  reentry 
intervals,  emergency  procedures,  and 
workers’  rights. 

The  law  also  provides  important  infor- 
mation for  the  medical  community  to  as- 
sist in  the  diagnosis  and  treatment  of 
pesticide-related  illnesses  among  agricul- 
tural workers.  In  January,  TMA’s  Council 
on  Public  Health  began  providing  sets  of 
crop  sheets  to  physicians  in  targeted 
areas  of  the  state  where  agricultural  em- 
ployers were  distributing  the  sheets  to 
their  workers.  The  crop  sheets  contain 
information  such  as: 

— Name  and  phone  number  of  the  em- 
ployer (for  obtaining  more  information, 
including  Material  Safety  Data  Sheets,  re- 
garding the  pesticides  to  which  a farm 
worker  may  have  been  exposed ); 

— Phone  numbers  of  Poison  Control 
Centers  (for  obtaining  diagnosis  and 
treatment  information); 

— Chemical  classes  of  the  most  com- 
monly used  pesticides  for  each  crop; 

— TDA’s  phone  number  ( 1 -800- 
832-7347)  for  reporting  a complaint.  Pa- 
tients should  be  encouraged  to  call  if  a 
pesticide  violation  has  occurred.  Bi- 
lingual assistance  is  available  24  hours  a 
day,  seven  days  a week. 


The  information  on  crop  sheets  is  im- 
portant for  physicians  who  must  file  re- 
ports under  the  Occupational  Disease 
Reporting  Law  of  1985.  Pesticide-related 
illnesses  are  considered  an  occupational 
injury  and  should  be  reported  to  the 
Texas  Department  of  Health. 

Physicians  who  want  more  information 
or  who  wish  to  arrange  for  a presentation 
on  the  Agricultural  Hazard  Communica- 
tion Act  to  a group  of  medical  providers 
may  call  TMA’s  Office  of  Public  Health  at 
(512)  477-6704,  or  TDA’s  Right  to  Know 
Program  in  Austin  at  (512)  463-7547. 
Speakers  are  available  to  discuss  the  law, 
the  medical  diagnosis  and  treatment  of 
pesticide  poisonings,  and  the  reporting  of 
occupational  exposure  cases  to  the  Texas 
Department  of  Health. 


AIDS  hotline  arranged 
for  health  care  professionals 

A toll-free  AIDS  hotline  became  available 
earlier  this  year  to  health  care  profes- 
sionals in  Texas  and  Oklahoma  through 
The  University  of  Texas  School  of  Public 
Health  at  Houston. 

The  number  is  1-800-548-4659.  The 
service  is  available  from  8 am-5  pm,  Mon- 


day through  Friday. 

The  School  of  Public  Health,  which  be- 
gan the  AIDS  Education  and  Training 
Center  with  a million  grant  from  the 
federal  Health  Resources  and  Services 
Administration  in  1 988,  plans  to  make 
three  services  available.  The  hotline  will 
be  used  as  a resource  for  questions  about 
AIDS  or  HfV  infection,  an  update  service 
on  AIDS-related  journal  bibliographies, 
and  a referral  service  for  health  care 
available  to  AIDS  patients. 

General  requests  will  be  answered 
right  away.  More  detailed  responses  may 
be  referred  to  any  one  of  a team  of  ex- 
perts in  dentistry,  nursing,  health  admin- 
istration, psychology,  or  health  law. 


TMA  headquarters  buildings 
designated  smoke-free 

On  March  1,  1989,  all  Texas  Medical  As- 
sociation office  buildings  were  desig- 
nated as  non-smoking  areas.  The  TMA 
Board  of  Trustees  approved  the  new  pol- 
icy in  December.  The  non-smoking  desig- 
nation applies  to  all  interior  space  and 
affects  TMA  members,  staff,  guests,  and 
vendors  in  the  buildings. 

The  new  policy  is  consistent  with 
TMA’s  multiple  policy  positions  on  smok- 
ing and  health,  and  with  “no  smoking” 
designations  by  a growing  number  of 
medical  organizations  and  health  care 
facilities. 

TMA  staff  were  notified  of  the  policy  in 
mid-December,  to  provide  those  staff 
members  who  smoked  the  opportunity 
to  make  personal  accommodations  to  the 
new  policy. 


Trustees  establish  new 
fee  schedule  for  TMA  Library 

After  a comprehensive  study  of  services 
provided  to  members  by  the  TMA  Memo- 
rial Library,  the  TMA  Board  of  Trustees 
established  new  photocopy  fees  that  be- 
came effective  Feb  1,  1989. 

The  new  charge  for  photocopy  ser- 
vices is  $5  per  request  plus  10  cents  per 
photocopied  page.  A request  is  defined  as 
any  number  of  articles  requested  at  one 
time.  The  $5  fee  is  a handling  fee  for 
postage  and  record  keeping.  Members 
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will  be  billed  for  photoeopies  at  the  end 
of  each  month. 

Income  from  the  new  fee  wall  be  used 
to  offset  the  rapidly  increasing  costs  of 
maintaining  a high  quality  medical  li- 
brary-. In  addition  to  preserving  records 
of  the  past,  the  library  must  maintain  up- 
to-date  information  in  the  major  fields  of 
medicine.  Many  journal  subscription 
prices  have  doubled,  and  the  library  has 
cut  more  than  100  titles  in  an  effort  to 
control  costs. 


Free  medical  books  available 
for  providers  to  the  indigent 

The  National  Migrant  Referral  Project 
(NMRP)  has  launched  a program  to  do- 
nate books  to  providers  of  health  care  for 
the  indigent.  Recent  clinical,  medical, 
and  nursing  books  have  been  donated  to 
NMRP  by  several  major  publishers,  and 
will  be  distributed  to  non-profit  organiza- 
tions involved  in  health  care  for  the 
indigent. 

Each  recipient  organization  may  choose 
10  free  books,  but  will  be  asked  to  reim- 
burse NMRP  for  shipping  and  handling 
charges.  For  information  on  book  selec- 
tions, contact  Karen  Mountain,  RN,  MSN, 
Migrant  Services  Specialist,  NMRP,  2512  S 
IH-13,  Suite  220,  Austin,  TX  78704, 
phone  (512)  447-0770. 
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Comment  period  ends 
for  proposed  PRO  rule 

March  20  marks  the  end  of  the  public 
comment  period  for  a proposed  Health 
Care  Financing  Administration  rule  defin- 
ing the  criteria  to  be  followed  by  peer  re- 
view organizations  before  denying  Medi- 
care payment  for  services  not  meeting 
professionally  recognized  standards  of 
care.  Published  in  the  Jan  18,  1989,  edi- 
tion of  the  Federal  Register,  the  proposed 
rule  implements  a provision  of  the  Con- 
solidated Omnibus  Budget  Reconciliation 
Act  (COBRA)  that  was  enacted  in  April 
1986  and  applies  only  to  inpatient  hospi- 
tal services. 


The  American  Medical  Association  has 
been  working  with  HCFA  to  encourage  de- 
velopment of  a practical  rule  that  would 
assure  fairness  and  not  jeopardize  the 
physician-patient  relationship  through 
any  premature  issuance  of  denial  letters 
to  patients  or  issuance  of  letters  that  are 
poorly  worded  or  threatening  in  tone. 
The  AMA  reports  that  under  the  proposal 
Medicare  payment  would  be  denied  if 
( 1 ) services  result  in  an  actual,  signifi- 
cant, or  adverse  effect  on  the  beneficiary 
or  (2 ) the  care  presents  an  imminent 
danger  to  the  health,  safety,  or  well-being 
of  the  beneficiary  or  unnecessarily  places 
the  beneficiary  in  a high-risk  situation 
that  would  constitute  a gross  and  flagrant 
violation  of  Medicare  obligations. 

The  rule  generally  will  require  that  ini- 
tial denial  determinations  be  made  by  a 
physician  reviewer  who  specializes  in  the 
same  field  as  the  physician  whose  ser- 
vices are  under  review,  the  AMA  says. 

The  association  strongly  supports  this  re- 
quirement. A physician  who  submitted  a 
claim  for  a service  subsequently  denied 
because  it  did  not  meet  professionally 
recognized  standards  of  care  would  be 
prohibited  from  charging  a beneficiary 
any  fee  for  that  service  and  also  would  be 
required  to  promptly  refund  any  amount 
that  had  been  collected  from  the  patient. 
Medicare  payment  to  the  hospital  also 
would  be  denied.  PROs  would  be  re- 
quired to  notify  the  beneficiary  after 
making  a determination  that  a service 
does  not  meet  professionally  recognized 
standards.  The  AMA  consistently  has  stated 
its  belief  that  such  notification  should  not 
be  made  until  after  a physician  has  an  op- 
portunity for  a reconsideration. 

The  AMA  report  notes  that  PROs  also 
would  be  required  to  review  all  written 
beneficiary  complaints  (or  those  re- 
ceived from  their  representatives)  con- 
cerning the  quality  of  services  furnished 
by  hospitals,  skilled  nursing  facilities, 
home  health  care  agencies  and  health 
maintenance  organizations.  When  con- 
ducting such  review,  a PRO  must  give 
the  physician  or  physicians  involved  in 
the  case  an  opportunity  to  discuss  it. 


HCFA  to  report  on  payments 
for  office  chemotherapy 

ITie  Health  Care  Financing  Administra- 
tion is  expected  to  report  to  Congress  by 
April  1 on  how  the  Medicare  Part  B pay- 
ment policy  can  be  modified  so  that  ap- 
propriate payments  for  office  chemo- 
therapy can  be  made.  The  American 
Medical  Association  has  told  HCFA  that 
physicians  who  provide  chemotherapy  in 
office  settings  incur  additional  costs  that 
are  not  being  taken  into  account  in  Medi- 
care Part  B reimbursement — a deficiency' 
that  should  be  corrected. 

Responding  to  a FICFA  notice  request- 
ing comments  concerning  possible  modi- 
fications in  the  reimbursement  system 
that  would  address  the  inequities,  the 
AMA  called  attention  to  a study  made  by 
the  Clinical  Practice  Committee  of  the 
American  Society  of  Clinical  Oncology 
(ASCO ).  ASCO  concluded  that  there  are 
$42.17  in  additional  office  costs  involved 
in  providing  chemotherapy.  The  addi- 
tional costs  result  from  office  supply 
equipment  and  nursing  needs  that  are  re- 
quired in  providing  chemotherapy.  Ac- 
cording to  the  AMA,  the  ASCO  analysis 
said  the  net  result  is  that  oncologists  ex- 
perience an  average  loss  of  $13-79  for 
each  office-based  chemotherapy  treat- 
ment. Additional  professional  liability  and 
specialized  infusion  costs  were  not  con- 
sidered in  the  study. 

A report  from  the  American  Medical 
Association  noted  that  its  communication 
to  HCFA  emphasized  that  adequate  reim- 
bursement must  be  provided  or  on- 
cologists will  be  inhibited  from  providing 
this  essential  office  service  for  patients. 
AMA  offered  several  suggestions  regard- 
ing additional  data  HCFA  should  collect 
in  making  its  assessment  of  costs  that 
should  be  taken  into  account  in  deter- 
mining what  level  of  reimbursement 
should  be  made  for  the  service.  They  in- 
cluded obtaining  definitive  information 
on  the  number  of  patients  referred  by 
oncologists  to  outpatient  hospital  clinics, 
community  cancer  centers,  or  hospitals 
solely  for  the  purpose  of  chemotherapy 
treatment.  That  information,  the  AMA 
said,  would  permit  essential  cost  com- 
parisons for  different  treatment  settings. 
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What  does  ‘participating  in 
CHAMPUS’  mean? 

The  Civilian  Health  and  Medical  Program 
of  the  Uniformed  Services  (CHAMPUS) 
offers  this  answer  to  the  question,  “What 
does  ‘participating  in  CHAMPUS’  mean?” 

When  a physician  or  other  individual 
health  care  provider  is  said  to  “partici- 
pate in  CHAMPUS”  (also  sometimes 
called  “accepting  assignment”),  it  means 
that  he  or  she: 

Agrees  to  accept  the  amount  CHAM- 
PUS says  is  a reasonable  (or  “allowable”) 
charge  as  his  or  her  full  fee  for  services 
rendered; 

Must  not  ask  the  patient  to  pay  the  dif- 
ference between  the  amount  the  physi- 
cian bills  and  the  CHAMPUS  allowable 
charge; 

Must  bill  the  patient  for  all  patient 
cost-shares  and  for  the  annual  outpatient 
deductibles; 

Must  bill  the  patient  for  all  services  not 
covered  by  CHAMPUS; 

Generally  files  the  claim  for  the  patient. 

When  individual  providers  decide  to 
participate  in  CHAMPUS,  they  must  be 
sure  to  check  “yes”  in  Block  32  on  the 
CHAMPUS  claim  form.  And  they  must 
sign  the  form  in  Block  33  in  order  for 
payments  to  be  mailed  directly  to  them. 

Generally,  individual  health  care  pro- 
viders may  participate — or  not  partici- 
pate— in  CHAMPUS  on  a claim-by-claim 
basis  under  the  regular  CHAMPUS  pro- 
gram. There  may  be  variations  on  this 
rule  in  some  parts  of  the  United  States 
where  CHAMPUS  test  programs  are 
under  way,  but  they  do  not  affect  I’exas, 
according  to  a CHAMPUS  spokesman. 


Change  of  address? 

Please  send  the  mailing  label  from  your 
journal,  together  with  your  new  address, 
to: 

Membership  Department 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  TX  78701 
(Yes,  even  if  you’re  not  a TMA 
member . . .) 
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Cancer  Council  hears  update 
on  physician  education  program 

Texas  faces  approximately  56,000  new 
cancer  cases  during  fiscal  year  1989, 
a Texas  Medical  Association  representa- 
tive has  told  the  Texas  Cancer  Council. 
Catherine  R.  Edwards,  PhD,  director  of 
TMA’s  department  of  public  health,  par- 
ticipated in  a recent  public  hearing  of  the 
council,  which  invited  the  participation 
of  “all  those  concerned  about  reducing 
the  burden  of  cancer  on  Texans.”  Dr 
Edwards  directs  the  Physician  Oncology 
Education  Program  ( POEP ),  which  began 
in  January  1987  with  funding  from  the 
council. 

Since  its  inception,  the  POEP  has  im- 
plemented 22  cancer  education  pro- 
grams that  reached  almost  2,000  physi- 
cians in  an  effort  to  enhance  the  physi- 
cian’s role  in  cancer  prevention,  screen- 
ing, and  early  detection.  The  program 
also  supported  the  publication  of  the 
“Oncology  Guidelines”  in  Texas  Medi- 
cine, provided  cancer  education  pro- 
grams in  nine  of  the  state’s  24  planning 
regions,  co-sponsored  the  TMA  annual 
session  oncology  section  program,  and 
placed  16  speakers  through  its  speakers 
bureau. 

Dr  Edwards  told  council  members  that 
the  POEP  emphasizes  prevention.  She 
added,  “A  gap  exists  between  knowledge 
and  the  application  of  that  knowledge. 
Information  on  cancer  prevention,  screen- 
ing, and  early  detection  is  abundant.  Put- 
ting this  information  into  day-to-day 
practice  is  another  issue.  The  POEP  seeks 
to  fill  this  gap  by  encouraging  innovative 
approaches  to  education  and  by  dis- 
seminating useful  mechanisms  to  encour- 
age and  to  help  physicians  operationalize 
their  cancer  prevention,  screening,  and 
early  detection  knowledge.” 

The  public  hearing,  which  took  place 
Thursday,  Jan  12,  in  Austin,  was  the  sev- 
enth in  a series  of  regional  fact-finding 
hearings  the  Cancer  Council  has  held 
throughout  the  state.  The  objectives  of 
the  hearings  are  ( 1 ) to  assess  the  prog- 
ress made  in  implementing  the  Texas 
Cancer  Plan,  (2)  to  determine  future 
needs  and  goals  of  the  plan,  particularly 


at  the  local  level,  (3)  to  inform  the  pub- 
lic about  the  Texas  Cancer  Plan  and  the 
activities  of  the  Texas  Cancer  Council, 
and  (4)  to  identify  local  resource  people 
to  help  with  future  regional  activities. 

The  state  legislature  created  the  Texas 
Cancer  Council  to  implement  the  Texas 
Cancer  Plan,  which  seeks  to  mobilize  all 
public,  private,  and  voluntary  resources 
to  make  every  school  a cancer  preven- 
tion center  and  every  doctor’s  office  and 
public  health  clinic  a cancer  detection 
and  prevention  center. 

Bill  would  recover  cost 
to  society  of  smoking 

US  Representative  Michael  A.  Andrews 
(D-Houston)  has  announced  that  he  will 
again  pursue  a congressional  initiative  to 
recover  the  health  care  costs  to  society 
of  smoking,  as  well  as  discourage  smok- 
ing by  teens. 

Through  a 25  cent  increase  in  the  ex- 
cise tax  on  cigarettes  and  an  equivalent 
increase  on  other  tobacco  products,  the 
bill  seeks  to  recover  20%  of  the  health 
care  costs  to  society.  The  estimated  cost 
of  smoking-related  disease  is  $22  billion 
a year,  according  to  Congressman  An- 
drews’ office.  The  25  cent  increase  would 
raise  revenues  of  $4.4  billion  in  the  first 
year  and  $21.8  billion  over  five  years. 

Of  the  revenue  raised  by  a 25  cent  in- 
crease, 90%  will  be  used  to  reduce  the 
size  of  the  federal  budget  deficit.  In  the 
first  year,  $3  9 billion  will  be  applied 
against  the  deficit  and  over  five  years  the 
total  would  be  $19.62  billion. 

The  remaining  10%  of  the  25  cent  per 
pack  increase  to  be  paid  by  the  tobacco 
industry  would  be  earmarked  for  the 
Smoking  Cost  Recovery  and  Education 
Trust  Fund.  These  funds,  $440  million  in 
the  first  year  and  $2.18  billion  over  five 
years,  would  be  used  to  finance  counter- 
advertising educational  programs  for 
young  smokers  and  minorities  about  the 
health  hazards  of  smoking. 

The  bill  originally  was  introduced  in 
the  100th  Congress. 
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WHAT  WE  MEAN  BY 


TERM 

DISABILITY  INCOME 
INSURANCE 

i 

f the  Texas  Medical  Association  Disability  Income  Plan  terminated 
it  age  65  (like  many  disability  policies): 

1 

Approximcitely  24  percent  of  its  claimants,  who  now  receive 
monthly  payments  for  toted  disabilities  which  commenced  at  age 
65  or  over,  would  have  never  received  a single  claim  payment. 

Other  claimants  who  becamne  totally  disabled  at  ages  61  through 
64  would  receive  benefits  for  a lesser  number  of  yeeurs. 

There  is  a difference  in  termination  dates  and  benefit  periods — 
a big  dollar  difference,  that  is. 

SEE  FOR  YOURSELF . . . 


Based  on  a $1,000  monthly  benefit 


AGE  AT  ONSET 

OF  DISABILITY 

MAXIMUM  PAYABLE  UNDER 

TMA’S  AGE  75  TERMINATION 

MAXIMUM  PAYABLE  UNDER  POLICIES 
WHICH  TERMINATE  AT  AGE  65 

60 

YEARS 

AMOUNT 

Years* 

Amount 

5 

$60,000 

5 

$60,000 

61 

5 

60,000 

4 

48,000 

^ 62 

5 

60,000 

3 

36,000 

63 

5 

60,000 

2 

24,000 

64 

5 

60,000 

2 

24,000 

65 

5 

60,000 

NONE 

NONE 

66 

5 

60,000 

NONE 

NONE 

67 

5 

60,000 

NONE 

NONE 

68 

4 

48,000 

NONE 

NONE 

69 

3 

36,000 

NONE 

NONE 

70-74 

1 

4,800** 

NONE 

NONE 

"Norm.  * 'based  on  a S400  monthly  benefit 


If  you  do  not  have  TMA  Long  Term  Disability  Insurance, 
this  may  be  the  most  important  chart  you  read  today  . . . 

I Cedi  1-800-252-9318  for  Brochure  and  application. 

I TEXAS  MEDICAL  ASSOCIATION  INSURANCE  TRUST 

' 1901  N.  Lamar,  Austin,  Texas  78705 

Underwritten  by 

PRUCO  Life  Insurance  Company  of  Texas  • a Subsidiary  of  The  Pnidsirildl 


NEWSMAKERS 


ROGERS  K.  COLEMAN,  MD,  Dallas,  has 
been  appointed  executive  vice  president 
of  Blue  Cross  and  Blue  Shield  of  Texas. 
Formerly  he  was  vice  president  of  the 
medical  relations  division  and  medical  di- 
rector. GWYN  H.  HARWELL,  MD,  Dallas, 
has  been  appointed  medical  director  of 
Blue  Cross  and  Blue  Shield  of  Texas. 

Prior  to  her  promotion,  she  served  as  as- 
sociate medical  director. 

HERBERT  L.  DuPONT,  MD,  Houston,  has 
been  named  president-elect  of  The  Texas 
Academy  Chapter  of  the  American  Col- 
lege of  Physicians.  He  is  professor  and  in- 
terim chairman  of  the  Department  of 
Internal  Medicine  at  The  University  of 
Texas  Medical  School  at  Houston. 

RALPH  D.  FEIGIN,  MD,  physician-in-chief 
and  executive  vice  president  of  Texas 
Children’s  Hospital,  and  CLIFTON  F. 
MOUNTAIN,  MD,  professor  of  surgery, 
department  of  thoracic  surgery  at  The 
University  of  Texas  M.D.  Anderson  Can- 
cer Center,  were  recently  honored  by 
the  Boston  University  Alumni  of  Hous- 
ton. Last  Oct  2 was  proclaimed  Boston 
University  Alumni  Day  by  Mayor  Kathy  J. 


William  T Hill.  MD 


Whitmire  in  recognition  of  the  contribu- 
tions of  Boston  University  graduates  to 
the  City  of  Houston.  Drs  Feigin  and  Moun- 
tain were  recognized  for  their  service  to 
Houston  in  support  of  the  public  welfare 
through  non-profit  and  governmental 
institutions. 

EMIL  J.  FREIREICH,  MD,  director  of  the 
Adult  Leukemia  Research  Program  at  The 
University  of  Texas  M.D.  Anderson  Can- 
cer Center,  received  the  prestigious 
Henry"  M.  and  Lillian  Stratton  Award  dur- 
ing the  XXll  Congress  of  the  Interna- 
tional Society  of  Hematology.  ITie  award 
recognizes  individuals  who  have  made 
major  contributions  to  hematology. 

WILLIAM  T.  HILL,  MD,  Houston,  recently 
was  awarded  the  George  T.  Caldwell 
Award  for  Distinguished  Service  by  the 
Texas  Society  of  Pathologists.  The  annual 
award  recognizes  an  outstanding  medical 
scientist  of  Texas  whose  long  and  distin- 
guished service  to  pathology  warrants 
commendation. 

CHARLES  A.  LeMAlSTRE,  MD,  president 
of  'Hie  University  of  Texas  M.D.  Anderson 
Cancer  Center,  received  the  American 
Society  of  Hospital  Pharmacists  Board  of 
Director’s  Award  of  Honor.  Dr  LeMaistre 
was  recognized  for  his  substantial  con- 


Mario E Ramirez,  MD 


tributions  to  pharmacy,  including  his 
strong  advocacy  of  a progressive,  patient- 
oriented  role  for  pharmacists. 

MARIO  E.  RAMIREZ,  MD,  was  appointed 
in  early  February  to  The  University  of 
Texas  System  Board  of  Regents  by  Gov 
Bill  Clements.  Dr  Ramirez  was  the  1979— 
1980  president  of  the  Texas  Medical 
Association.  In  1972  he  received  TMA’s 
Distinguished  Service  Award.  He  is  a fam- 
ily practitioner  in  Rio  Grande  City. 

SAMUEL  STAL,  MD,  Houston,  has  been 
named  associate  editor  of  the  Annals  of 
Plastic  Surgery.  He  will  be  involved  in 
the  review  of  articles  relating  to  pediatric 
plastic  surgery,  craniofacial  surgery,  and 
nose  surgery.  Dr  Stal  is  chief  of  the  Plas- 
tic Surgery  Service  and  co-director  of  the 
Cleft  Palate  and  Craniofacial  Center  at 
Texas  Children’s  Hospital.  He  also  is  asso- 
ciate professor  of  the  division  of  plastic 
surgery  at  Baylor  College  of  Medicine. 

PHILLIP  FJiRLE  WILLIAMS,  JR,  MD,  Dallas 
neurosurgeon,  was  chosen  physician  of 
the  year  by  the  Dallas  Mayor’s  Commit- 
tee for  the  Employment  of  the  Disabled. 
He  was  recognized  for  his  commitment 
to  helping  restore  his  patients  to  as  near 
normal  capacity  as  possible,  and  for 
being  sensitive  to  the  emotional  as  well 
as  physical  needs  of  his  patients. 


DEATHS 


GEORGE  A.  BARNES,  MD,  retired  ortho- 
pedic surgeon  in  Corpus  Christi.  Died 
Dec  27,  1988;  age  72.  Dr  Barnes  gradu- 
ated in  1940  from  The  University  of 
Texas  Medical  Branch  at  Galveston.  He 
served  an  internship  at  Mercy  Hospital 
in  Baltimore,  Md.  During  World  War  II, 
Dr  Barnes  was  a medical  officer  in  the 
US  Navy.  He  attained  the  rank  of  com- 
mander. Following  his  military  service, 
he  was  a resident  in  orthopedic  surgery 
at  Kernan  Crippled  Children’s  Hospital  in 
Baltimore,  Md,  Hospital  of  Special  Sur- 
gery in  New  York  City,  and  Veterans  Ad- 
ministration Hospital  in  Bronx,  NY. 


Texas  Medicine 


GAYLORD  R,  CHASE,  MD,  Amarillo  oto- 
lar\'ngologist.  Died  Dec  2,  1988;  age  79. 
In  1939  Dr  Chase  received  his  medical 
degree  from  the  University  of  Colorado 
in  Boulder,  and  served  an  internship  at  its 
affiliated  hospitals.  His  residency  was  at 
John  Sealy  Hospital  in  Galveston.  He  was 
a medical  officer  in  the  US  Army  during 
World  War  II.  Dr  Chase  was  an  honorary 
Texas  Medical  Association  member. 

JOHN  H.  CHILDERS,  MD,  Dallas  pa- 
thologist. Died  Dec  3,  1988;  age  65.  Dr 
Childers  was  a 1946  graduate  of  the  Uni- 
versity of  Texas  Medical  Branch  (UTMB) 
at  Galveston.  He  served  an  internship  and 
residency  at  Santa  Rosa  Hospital  in  San 
Antonio,  with  an  additional  residency  at 
Army  and  Navy  General  Hospital  in  Hot 
Springs,  Ark.  Dr  Childers  received  many 
awards  during  his  career,  including  the 
Distinguished  Service  Award  from  the 
American  Cancer  Society  Texas  Division; 
the  Caldwell  Award,  honoring  him  as  an 
outstanding  pathologist;  and  the  Ashbel 
Smith  Distinguished  Alumni  Award  from 
UTMB  for  his  contributions  to  medicine. 

DONALD  M.  GROSS,  MD,  Houston  pedi- 
atric cardiologist.  Reported  deceased.  Dr 
Gross  received  his  medical  degree  in 
1974  from  McGill  University  in  Montreal, 
Quebec.  His  internship  and  residency 
was  at  Boston  (Mass)  Floating  Hospital. 

PRESTON  FRANCIS  HAYNES,  MD,  San 
Benito  obstetrician  and  gynecologist. 
Died  Dec  26,  1988;  age  58.  Dr  Haynes 
was  a 1961  graduate  of  The  University  of 
Texas  Southwestern  Medical  School, 
Dallas.  After  an  internship  with  the  US 
Public  Health  Service  in  New  Orleans,  he 
completed  a residency  at  Methodist  Hos- 
pital in  Dallas.  Dr  Haynes  served  four 
years  in  the  US  Navy. 

HENRY  J.  HOERSTER,  MD,  Uano  family 
physician.  Died  Oct  17,  1988;  age  83.  Dr 
Hoerster  was  a 1931  graduate  of  The 
University  of  Texas  Medical  Branch  at 
Galveston.  His  military  service  during 
World  War  II  was  in  the  Philippines. 

GILMER  B.  JOHNSON,  JR,  MD,  Plainview 
family  practitioner.  Died  Dec  22,  1988; 
age  72.  In  1950  Dr  Johnson  graduated 
from  Northwestern  University  Medical 
School  in  Chicago,  111.  He  served  an  in- 


ternship at  Baylor  University'  Hospital  in 
Dallas.  From  1936  to  1946,  Dr  Johnson 
was  a chief  warrant  officer  in  the  US  Army. 

WILLIAM  HENRY  JONES,  MD,  Port  Arthur 
family  practitioner.  Died  Sept  6,  1988; 
age  47.  Dr  Jones  received  his  medical  de- 
gree in  1978  from  the  University  of  Min- 
nesota, Minneapolis.  He  completed  his 
internship  at  the  University  of  Mississippi 
in  Jackson.  Dr  Jones  served  in  the  medi- 
cal corps  of  the  US  Air  Force  for  1 1 years. 

CHARLES  SAMUEL  LIVINGSTON,  MD,  re- 
tired Kerrville  general  practitioner.  Died 
Dec  21,  1988;  age  83-  Dr  Livingston  was 
a 1928  graduate  of  The  University  of 
Texas  Medical  Branch  at  Galveston.  He 
served  during  World  War  II  in  the  US 
Army  Air  Forces.  Most  of  his  career  Dr 
Livingston  was  a physician  and  admin- 
istrator for  veterans  hospitals. 

ERNEST  ARTHUR  MAXWELL,  MD,  San 
Antonio  general  surgeon  and  former 
medical  director  of  Blue  Cross/Blue 
Shield.  Died  Dec  31,  1988;  age  78.  Dr 
Maxwell  graduated  in  1937  from  The 
University  of  Texas  Medical  Branch  at 
Galveston.  Following  his  internship  at 
John  Sealy  Hospital  in  Galveston,  he 
served  during  World  War  II  in  the  US 
Army  medical  corps.  His  residencies 
were  at  Roosevelt  Hospital  in  New  York 
City  and  at  Cleveland  (Ohio)  Clinic.  Dr 
Maxwell  was  an  honorary  member  of 
Texas  Medical  Association. 

KEN  MOONEY,  MD,  retired  Dallas  urolo- 
gist. Died  Dec  25,  1988;  age  80.  Dr  Moo- 
ney was  a graduate  of  Baylor  University 
College  of  Medicine  in  1937.  He  com- 
pleted his  internship  and  residencies  at 
Parkland  Memorial  Hospital  in  Dallas. 
During  World  War  II,  Dr  Mooney  was 
chief  of  the  urology  section  at  the  204th 
General  Army  Hospital  in  the  Central  Pa- 
cific Theater. 

LOUIS  W.  SEYLER,  MD,  retired  Com- 
merce general  practitioner.  Died  Feb  2, 
1988;  age  79.  Dr  Seyler  was  a 1934  gradu- 
ate of  the  University  of  Cincinnati  (Ohio) 
College  of  Medicine.  He  served  an  intern- 
ship at  Cincinnati  General  Hospital,  Chi- 
cago Maternity  Center,  Chicago  Lying-In 
Hospital,  and  St  Louis  Maternity  Hospital. 
His  residency  was  at  Charity  Hospital  in 


New  Orleans.  Dr  Seyler  was  a life  mem 
ber  of  Texas  Medical  Association. 

PELHAM  PORTER  STAPLES,  JR,  MD,  re- 
tired Fort  Worth  obstetrician  and  gyne- 
cologist. Died  Dec  17,  1988;  age  69.  In 
1950  Dr  Staples  received  his  medical  de- 
gree from  the  Medical  College  of  Geor- 
gia, Augusta.  He  served  an  internship  at 
the  William  Beaumont  Army  Hospital  in 
El  Paso,  and  an  internship  at  Walter  Reed 
Army  Hospital  in  Washington,  DC.  Dur- 
ing World  War  II,  Dr  Staples  served  in 
the  US  Army,  and  from  1950  to  1967  he 
served  in  the  US  Air  Force. 

WALTER  J.  TARDY,  MD,  Dallas  psychia- 
trist. Reported  deceased.  Dr  Tardy  was  a 
1967  graduate  of  the  University  of  Wis- 
consin Medical  School  at  Madison.  After 
an  internship  at  Queen’s  Hospital  Center 
in  Honolulu,  Dr  Tardy  served  in  the  US 
Air  Force  medical  corps  from  1969  to 
1972.  He  served  residencies  at  New  York 
State  Psychiatric  Institute  and  Columbia 
Psychoanalytic  Center  in  New  York  City, 
and  moved  to  Dallas  in  1984. 

WIRTER  PRIEST  WATKINS,  MD,  retired 
Ranger  and  Sherman  general  practitioner. 
Reported  deceased.  In  1942  Dr  Watkins 
received  his  medical  degree  from  Baylor 
University  College  of  Medicine.  He  served 
an  internship  at  Baylor  LIniversity  Hospi- 
tal and  served  during  World  War  II  with 
the  US  Army. 

TEMPLE  W.  WILLIAMS,  MD,  retired  Has- 
kell general  surgeon.  Died  Dec  23,  1988; 
age  88.  Dr  Williams  was  a 1929  graduate 
of  Baylor  University  College  of  Medicine. 

He  served  an  internship  and  residency  at 
Wichita  Falls  Clinic  Hospital.  Dr  Williams 
was  an  honorary  member  of  Texas  Medi-  2S^ 
cal  Association.  
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


G.A.  BARNES 

Corpus  Christi,  1916-1988 

G. R.  CHASE 
Amarillo,  1909-1988 

J.H.  CHILDERS 
Dallas,  1923-1988 

D.M.  GROSS 
Houston,  1948-1988 

P.F.  HAYNES 

San  Benito,  1930-1988 

H. J.  HOERSTER 
Llano,  1905-1988 


G.B.  JOHNSON,  JR 
Plainview,  1916-1988 

W.H.  JONES 

Port  Arthur,  1941-1988 

C.S.  LIVINGSTON 
Kerrville,  1905-1988 

E.A.  MAXWELL 

San  Antonio,  1910-1988 

K.  MOONEY 
Dallas,  1908-1988 

L. W.  SEYLER 
Commerce,  1 908- 1 988 


P.P.  STAPLES,  JR 
Fort  Worth,  1919-1988 

W.J.  TARDY 
Dallas,  1941-1988 

W.P.  WATKINS 
Ranger,  1917-1988 

T.W.  WILLIAMS 
Haskell,  1900-1988 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 
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THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend.  □ In  memory  of  □ In  honor  of 

□ Student  $ 5.00  □ Patron  $ 100.00 

MAMP 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00  OCCASION 

NAME PLEASE  NOTIFY; 

ADDRESS 

CITY/STATE/ZIP 


Tercas  Medicine 


DNA  is  so  small  you  can’t  see  it. 

Its  evidence  is  so  great  you  can’t  ignore  it. 


You’re  looking  at  a picture  of  how  DNA 
appears  to  the  human  eye:  it  doesn’t 
appear  at  all.  But  while  DNA  is  too  smalt 
to  see,  its  significance  is  tremendous. 
That’s  because  DNA  dictates  thousands  of 
human  characteristics  with  information 
so  specific  that  no  two  people  have  the 
same  DNA  patterns.  All  of  which  makes 
DNA  the  ideal  basis  for  highly  accurate 
identity  testing  techniques. 

Most  powerful  technology  available. 

Using  DNA  probe  technology,  we  can  com- 
pare a child’s  DNA  patterns  to  the  pat- 
terns of  an  alleged  father.  And  we  can  do 
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it  with  blood  samples  so  small  they  can  be 
taken  safely  from  a newborn.  Or  prenatally 
with  amniocentesis  or  CVS.  What’s  more, 
samples  from  the  mother,  child  and  father 
need  not  be  obtained  at  the  same  time. 
With  the  samples,  we  can  calculate  the 
probability  of  paternity  to  an  average  of 
greater  than  99.9%,  a significant  improve- 
ment over  conventional  testing  methods. 

GeneScreen, Texas’  leader  in  DNA  identity  testing. 

Currently,  only  one  CLIA-approved  lab- 
oratory in  Texas  offers  DNA  identity 
testing:  GeneScreen.  But  proximity  isn’t 
the  only  reason  so  many  members  of 
the  Texas  medical  community  look  to  us. 

In  fact,  the  reasons  are  many.  Our  affilia- 


tion with  a major  Texas  medical  research 
institution  that  keeps  us  on  the  cutting 
edge  of  DNA  technology.  Our  association 
with  Lifecodes  Corporation,  a recognized 
leader  in  DNA  identity  testing.  Plus  ser- 
vices that  include  simple-to-use  sample- 
handling kits,  fast  turnarounds,  depo- 
sitions and  expert  testimony.  The  list  goes 
on.  Call  to  request  product 
literature  or  sample-handling 
kits.  And  let  GeneScreen 
turn  the  invisible  into  the 
indisputable. 


GeneScreen 

800  752-2774 
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Government  playing  hardball 
on  MD  antitrust  activity 


With  organized  medicine  on  notice  that 
the  Justice  Department  will  aggressively 
investigate  activities  that  may  violate 
antitrust  laws,  it  behooves  physicians  to 
be  aware  of  the  actions  that  may  be 
construed  as  anti  competitive.  This  ar- 
ticle describes  nine  ongoing  and  closed 
investigations  by  the  Justice  Department 
and  the  Federal  Trade  Commission,  in- 
cluding two  in  Texas.  It  appeared  in  the 
Jan  6,  1989,  issue  of  American  Medical 
NewSi  a publication  of  the  American 
Medical  Association,  and  is  reprinted 
with  the  editor’s  permission.  This 
month’s  ‘Medicine  and  the  Law  ” col- 
umn, beginning  on  page  56  also  dis- 
cusses antitrust  laws  as  they’  apply  to 
physicians,  and  Texas  Medical  Associa- 
tion President  Val  Borum,  MD,  com- 
ments editorially  on  page  6. 

Physician  involvement  in  antitrust 
issues  came  under  aggressive  scru- 
tiny by  the  federal  government  in 

1988. 

At  question  in  nine  ongoing  and  closed 
investigations  by  the  US  Justice  Depart- 
ment or  Federal  Trade  Commission  was 
whether  competing  physicians  broke  fed- 
eral antitrust  laws  by  conspiring  with 
one  another  to  restrain  the  trade  of  a 
competitor. 

While  the  FTC  continued  to  conduct 
health  care  investigations  as  civil  matters, 
the  Justice  Department  ended  a long  ab- 
sence from  criminal  investigations  of 
health  care-related  antitrust  issues. 

The  assistant  US  attorney  general  in 
charge  of  the  Antitrust  Division  con- 
firmed his  department’s  interest  in  pro- 
moting competition  among  physicians 
when  he  told  the  AMA  House  of  Dele- 
gates on  Dec  6 that  he  would  bring 
criminal  antitrust  charges  against  physi- 
cians who  fixed  fees,  allocated  patient 
territories,  or  boycotted  insurers — re- 
gardless of  motivations. 

“The  department’s  enforcement  policy 
is  necessary  to  ensure  that  society’s  deci- 
sion to  rely  on  competition  to  hold  down 
health  care  costs  will  not  be  frustrated  by 
a handful  of  greedy  individuals,”  Charles  F. 
Rule  told  the  house. 

“When  such  individuals  do  choose  to 
violate  the  law  and  society’s  trust,  they 
will  be  caught  in  the  same  criminal  pros- 
ecution net  that  has  already  swept  more 


than  1,300  corporate  and  individual 
price-fixers  and  bid-riggers  in  the  last 
eight  years,”  he  said. 

Rule  made  his  comments  to  the  AMA 
house  the  same  day  the  Justice  Depart- 
ment announced  it  was  investigating 
more  than  two  dozen  obstetricians  in 
Savannah,  Ga,  and  more  than  a dozen 
Boston  allergists  for  price-fixing. 

If  the  Savannah  OBs  or  Boston  al- 
lergists were  indicted  on  criminal  anti- 
trust charges,  it  would  mark  the  first  time 
in  50  years  that  any  physician  was  in- 
dicted on  charges  of  criminal  violations 
of  federal  antitrust  laws.  If  convicted, 
those  physicians  could  spend  up  to  three 
years  in  jail  and  pay  a fine  of  8250,000 
for  each  offense. 

In  January  1988,  some  of  the  same  Sav- 
annah OBs  now  under  investigation  had 
signed  a consent  decree  with  the  FTC 
agreeing  not  to  deny  hospital  privileges 
to  certified  nurse-midwives.  That  FTC  in- 
vestigation— unrelated  to  the  current 
Justice  Department  investigation — began 
after  the  medical  staff  credentialing  com- 
mittee at  Savannah’s  Memorial  Medical 
Center  extended  admitting  privileges  to 
a certified  nurse-midwife  in  August  1983, 
and  revoked  her  privileges  one  month 
later,  after  OBs  there  allegedly  threat- 
ened to  stop  admitting  patients  at  the 
hospital.  The  OBs  argued  that  the  nurse- 
midwife  was  not  properly  trained  to  per- 
form deliveries  and  that  there  already 
were  enough  OBs  serving  Savannah. 

In  March,  the  FTC  officially  closed  its 
investigation  of  250  Tulsa,  Okla,  physi- 
cians who  were  accused  of  threatening 
to  restrain  the  trade  of  a local  HMO.  The 
FTC  investigation,  which  began  in  De- 
cember 1985,  ended  with  the  physicians 
agreeing  to  avoid  what  they  contended 
they  have  always  avoided — fixing  prices. 

The  investigation  arose  after  some  phy- 
sicians, responding  to  a mailing  from 
Blue  Cross  & Blue  Shield  of  Oklahoma 
regarding  their  continued  participation 
in  the  Blues’  health  maintenance  organi- 
zation, returned  postcards  saying  they 
would  negotiate  only  through  the  inde- 
pendent practice  association  at  Tulsa’s  St 
Francis  Hospital.  The  physicians  argued 
that  they  didn’t  know  what  federal  anti- 
trust laws  prohibited  and  that  they  never 
intended  to  conspire  to  restrain  the  trade 
of  the  HMO.  FTC  investigators,  however, 
contended  that  even  if  the  physicians 


were  unsure  about  what  constituted 
price-fixing,  ignorance  of  antitrust  law 
was  no  defense. 

Also  in  March,  the  FTC  formally  closed 
an  investigation  of  medical  staff  members 
at  a suburban  Washington,  DC,  hospital. 
The  staff  allegedly  had  threatened  to  boy- 
cott the  hospital  after  learning  that  the 
hospital-controlled  HMO  would  open  an 
HMO  clinic  a mile  from  the  hospital  and 
staff  this  clinic  with  physicians  from  a 
local  medical  school.  Under  an  FTC  con- 
sent decree,  the  physicians  who  had 
threatened  the  boycott  of  Prince 
George’s  County  Hospital  in  Lanham,  Md, 
agreed  to  stop  any  further  concerted  op- 
position to  insurers. 

In  May,  two  allergists  in  Victoria,  Tex, 
signed  an  FTC  consent  decree  agreeing 
to  shun  future  boycotting  activities 
against  allergy  blood  tests.  The  FTC 
probe  occurred  after  the  physicians 
urged  fellow  Texas  allergists  to  boycott 
allergy  blood  tests  that  two  companies 
were  marketing  to  allergists  and  non- 
allergists alike. 

FTC  investigators  accused  the  allergists 
of  leading  the  boycott  to  restrain  the 
trade  of  nonallergists  and  preserve  their 
control  of  the  allergy  testing  market.  The 
physicians  argued  that  they  led  the  boy- 
cott— which  attracted  few  supporters — 
because  they  believed  that  blood  tests 
were  “poor  medicine”  and  not  as  reliable 
as  the  more  traditional  allergy  skin  tests, 
which  allergy  specialists  exclusively  per- 
form. The  FTC,  in  a complaint  accom- 
panying the  consent  decree,  charged  that 
the  physicians’  boycott  was  motivated  by 
competition,  not  by  concern  for  the 
quality  of  medical  care. 

In  June,  five  Rhode  Island  obstetri- 
cians, whom  the  FTC  accused  of  conspir- 
ing to  refuse  new  Medicaid  patients, 
agreed  to  avoid  any  further  boycott 
threats.  The  FTC  probe  occurred  after 
the  five  OBs,  the  only  ones  on  Rhode  Is- 
land’s Aquidneck  Island,  threatened  to 
stop  accepting  new  Medicaid  patients  un- 
less the  state  increased  Medicaid  fees  for 
deliveries. 

The  MDs  argued  that  the  payments 
were  so  low  that  their  overhead  costs  for 
each  Medicaid  delivery  exceeded  what 
the  Medicaid  program  paid  them.  The 
OBs’  threatened  boycott  never  materi- 
alized because  in  February  1987,  the 
state  government  increased  the  per  deliv- 
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en-  fee  to  S750  from  S3 50 — four  days 
before  the  boycott  deadline. 

Fourteen  physicians  in  Huntsville,  Tex, 
whom  the  FTC  accused  of  conspiring  to 
spike  the  growth  of  an  HMO  there,  in 
September,  signed  a consent  decree  in 
which  they  agreed  to  cease  any  further 
anti  competitive  activity. 

The  two-year  FTC  investigation  began 
after  the  physicians  refused  to  contract 
for  HMO  patient  referrals  with  a local 
primaty'  care  clinic.  The  14  physicians 
each  argued  that  the  clinic’s  referral  con- 
tract— based  on  withholding  a percent- 
age of  a physician’s  fee — endangered 
patient  care  because  the  withhold  ar- 
rangement encouraged  physicians  to 
limit  the  amount  of  care  they  provided  to 
patients  referred  to  them  by  the  clinic. 

As  last  year  ended,  south  Florida  sur- 
geons who  reduced  or  threatened  to  re- 
duce their  emergency  on-call  schedules 
in  1986  and  1987  were  awaiting  word 
from  the  FTC  about  whether  the  threats 
constituted  a restraint  of  trade.  The  phy- 
sicians, in  Palm,  Duval,  and  Dade  coun- 
ties, argued  that  their  actions  were  made 
individually  to  limit  their  exposure  to 
malpractice  suits,  not  in  a collusive  man- 

Charles  F.  Rule  has  promised  to  bring  criminal 
antitrust  charges  against  physicians  who  fix  fees, 
allocate  patient  territories,  or  boycott  insurers. 
(Photo  by  Joe  Fletcher,  American  Medical  News) 


ner  to  make  more  money  or  to  hurt  hos- 
pital business. 

Courtrooms  also  played  host  to  a vari- 
ety of  antitrust  suits  involving  physicians 
and  insurers. 

In  July,  in  a move  that  broadened  the 
power  of  insurers  who  hold  dominant 
market  shares,  a federal  judge  in  Rhode 
Island  reversed  an  earlier  jury'  verdict 
and  ruled  that  the  state’s  Blue  Cross-Blue 
Shield  did  not  violate  federal  antitrust 
law  when  it  used  its  clout  as  the  state’s 
dominant  insurer  to  compete  against  a 
physician-owned  HMO. 

A jury'  earlier  had  awarded  $1.2  million 
to  the  physician-owned  Ocean  State  Phy- 
sician Health  Plan  and  $2  million  to  900 
physicians  who  served  as  providers  for 
both  the  Blues  and  Ocean  State.  The  jury’ 
found  that  the  Blues  violated  federal  anti- 
trust law  when  they:  introduced  a policy 
of  withholding  a percentage  of  a physi- 
cian’s fee  unless  the  physician  charged 
the  Blues  his  lowest  price;  charged  em- 
ployers more  for  insurance  if  the  Blues 
were  not  the  lone  plan  of  choice;  and 
charged  employers  more  for  their  indem- 
nity plan  if  the  employ  ers  refused  to  offer 
the  Blues’  HMO  to  their  employees.  As 
the  year  ended,  the  case  was  on  appeal. 

In  August,  the  Massachusetts  attorney 
general  filed  suit  against  24  obstetrician- 
gy  necologists  charging  that  they’  violated 
federal  antitrust  laws  when  they  resigned 
or  threatened  to  resign  from  Blue  Shield 
of  Massachusetts.  The  attorney  general  al- 
leged the  threats  were  part  of  a boycott 
against  Blue  Shield  to  pressure  the  in- 
surer to  raise  its  reimbursement  rates. 
The  physicians  argued  they  resigned  or 
threatened  to  resign  because  of  individ- 
ual decisions  about  low  reimbursements, 
payment  delay’s,  and  an  apparent  lack  of 
confidentiality  on  the  part  of  Blue  Shield 
regarding  patient  records. 

Along  with  physicians,  not-for-profit 
hospitals  became  targets  of  FTC  and  Jus- 
tice Department  antitrust  investigations. 
The  Justice  Department  filed  suit  in  June 
1988  to  prevent  two  mergers — one  be- 
tween two  not-for-profit  hospitals  in 
Roanoke,  Va,  and  the  second  between 
two  not-for-profit  hospitals  in  Rockford, 
111.  Although  FTC  officials  would  not 
comment,  the  FTC  apparently  was  also 
investigating  the  merger  of  two  not-for- 
profit  hospitals  in  Reading,  Pa. 

In  each  of  the  three  cities,  the  hospi- 


tals argued  that  by  merging  they  would 
reduce  duplication  of  services  and  ulti- 
mately save  patients  money;  the  federal 
government  argued  that  the  mergers 
would  lessen  competition  in  the  hospi- 
tals’ market  areas  and  possibly  boost 
prices  for  patients. 

PAUL  R.  McGINN 
American  Medical  News  Staff 
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We  wrote  the 
Book  on 
Automobile 
Leasing! 


Example  Lease  Rates: 

■ Olds  98/Buick  Electra  $359.00 

■ Acura  Legend,  5'Spd $386.00 

■ Cadillac  Sedan  de  Ville  $399.00 

■ Mercedes  Benz  190e  $439.00 

■ BMW  325  Convertible  $459.00 

■ Corvette $477.00 

■ Porsche  911SC  $679.00 

Plus  TTL. 


Apple  Medical  Leasing  Service: 

■ No  down  paymenCNo  security  deposit 

■ Closed  end  lease 

I Trade  Ins/We  will  purchase  your  present 
vehicle 

■ Delivered  to  your  home  or  office 

■ Service  assistance  program  including 
Free  Rental  Car 


This  months  Super  Special 

Mercedes  Benz  300E  $649*00  Per  Mo. 


Telephone 

Larry  Albright  at 

1-800-6544288 

for  a custom  quote 
on  any  domestic 
car  or  tmck. 


APPLE 

Medical  Leasing 


725  Lamar  Boulevard  E • Arlington,  Texas  76011  • Metro  461 '3 23  2 


DAN  A.  MYERS,  MD 
LAWRENCE  ClAMAN,  MD 
DAVID  G.  OLDHAM,  MD 
DAVID  A,  WAI.1J-R,  MD 
FRANK  E.  CRUM1J:Y,  MD 
JOAN  R.  HEBEI^R,  MD 
GLEN  T.  PEARSON,  MD 
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The  hyperactive  child: 
an  up^te 


The  physician  is  uniquely  qualified  to  manage  the 
multiple  facets  of  attention-deficit  hyperactivity 
disorder.  This  clinically  oriented  update  reviews 
the  current  state  of  the  art  regarding  diagnosis  and 
management  of  hyperactive  children.  Three  case 
reports  emphasize  the  wide  variation  of  clinical 
problems  presented  by  this  frequently  occurring 
disorder  of  childhood.  Epidemiology,  differential 
diagnosis,  associated  features,  neurobiologic 
mechanisms,  treatment,  long  term  outcome,  and 
attention-deficit  disorder  in  adults  are  addressed 
Although  medication  is  an  important  tool  in  the 
treatment  of  this  condition,  follow-up  studies  con- 
firm the  importance  of  a multimodal  treatment 
approach. 

KEY  WORDS:  mPERACTIVE  CHILD,  ATTENTION-DEFICIT 
HYPERACTrvm'  DISORDER,  ADHD,  STIMULANTS 


Hyperactive  child  syndrome,”  ‘‘minimal  brain 
damage,”  “minimal  brain  dysfunction,” 
“hyperkinesis,”  and  “attention  deficit  dis- 
order with  hyperactivity”  are  terms  used  to  desig- 
nate one  of  the  best  researched  syndromes  in  child 
psychiatry.  In  the  American  Psychiatric  Association’s 
1987  Diagnostic  and  Statistic  Manual  (DSM-III-R) 

( 1 ),  these  diagnoses  were  superseded  by  the  term 
“attention-deficit  hyperactivity  disorder  (ADHD).” 

A literature  review  indicates  a need  for  more 
careful  and  comprehensive  evaluation  of  children 
with  this  condition.  Treatment  should  be  multi- 
modal and  may  include  medication,  parental  coun- 
seling, educational  approaches,  and  psychotherapy 
for  the  child. 

There  is  no  longer  a consensus  that  the  response 
of  children  with  ADHD  to  stimulant  medication  is 
unique  and  specific.  The  “paradoxical  response”  of 
ADHD  children  to  stimulant  medication  has  been 
discounted  ( 2 ).  More  serious  side  effects  of  stimu- 
lant medication  are  being  recognized  (3,4).  Careful 
monitoring  of  medication  is  essential  both  for 
clinical  and  medical-legal  reasons. 

Children  once  were  thought  to  outgrow  their 
symptoms  on  reaching  adolescence.  We  now  know 
that  although  the  motor  hyperactivity  decreases 
with  maturity,  attention  deficits  and  impulsivity 
often  persist.  The  associated  conduct  and  school  or 
work  performance  difficulties  may  continue.  Some 
adolescents  and  adults  benefit  from  stimulant 
medication. 

This  paper  reviews  attention-deficit  hyperactivity 
disorder  and  provides  an  updated  focus  on  diag- 
nosis and  treatment  of  this  frequently  occurring 
condition. 


Case  examples 

CASE  1 : UNCOMPLICATED  ADHD 
Tony  was  a 6-year-old  boy  whose  first-grade  teacher 
contacted  his  mother  about  his  classroom  behavior 
after  the  first  month  of  school.  Tony  would  not  stay 
in  his  seat,  often  spoke  out  of  turn,  was  easily  dis- 
tracted, and  would  not  complete  his  work.  He 
would  occasionally  draw  other  children  into  mis- 
behaving by  teasing  or  provoking  them.  The  teacher 
found  Tony  likable,  but  unresponsive  to  her  dis- 
ciplinary measures.  Tony’s  mother  doubted  the 
teacher’s  report  that  he  was  adjusting  so  poorly  and 
causing  so  much  trouble.  She,  however,  agreed  to 
take  Tony  to  her  pediatrician  for  consultation. 

The  pediatrician  found  Tony  to  have  normal 
physical  and  neurological  findings.  He  was  some- 
what restless  during  the  examination,  but  was  able 
to  cooperate  as  he  had  on  previous  visits  for  routine 
care.  The  pediatrician  had  the  mother  fill  out  the 
Conners’  Parent  Symptom  Questionnaire  and  ar- 
ranged for  the  teacher  to  fill  out  the  Conners’ 
Teacher  Questionnaire.  Both  had  high  scores.  A diag- 
nosis of  ADHD  was  made  on  the  basis  of  the  clinical 
symptoms  and  the  Conners’  ratings.  Tony  was  given 
methylphenidate  ( 5 mg  daily,  in  the  morning  and  at 
noon)  on  weekdays  only.  His  mother  felt  she  could 
manage  him  without  medication  on  weekends. 
There  was  significant  improvement  in  his  attention, 
school  work,  and  behavior.  The  teacher  found  Tony 
able  to  respond  to  her  usual  disciplinary  measures. 
At  the  end  of  a month  on  medication,  Tony’s  score 
on  a repeat  Conners’  Teacher  Questionnaire  was 
markedly  improved. 

CASE  2:  ADHD  'WITH  DEPRESSION 
Stephanie  was  an  1 1 -year-old  preadolescent  girl 
who  had  a long  history  of  behavior  difficulties  at 
home  and  at  school.  She  was  impulsive,  hyperactive, 
irritable,  and  provocative.  This  behavior  caused  her 
difficulty  with  teachers  and  peers.  Her  school  per- 
formance was  inconsistent  despite  above-average  in- 
telligence. Her  symptoms  were  consistent  with  a 
diagnosis  of  ADHD.  She  had  been  examined  and 
treated  by  a number  of  physicians  and  psychologists. 
Stimulant  medication  had  been  recommended  for 
her  hyperactivity,  but  this  was  refused  by  her  par- 
ents who  preferred  more  naturalistic  approaches. 
These  included  restricting  sugar  intake,  eliminating 
artificial  food  preservatives  from  her  diet,  and  ad- 
ministering dietary  supplements  of  copper  and  zinc. 

After  Stephanie  ran  away  from  school  on  three 
occasions  and  attempted  suicide,  she  was  referred 
to  a child  and  adolescent  psychiatrist.  She  was  hos- 
pitalized because  of  her  suicide  risk.  On  the  psy- 
chiatric inpatient  unit,  she  showed  inattention, 
impulsivity,  and  hyperactivity  in  addition  to  pro- 
vocative behavior.  She  also  appeared  clinically  de- 
pressed, with  symptoms  of  irritability  and  sleep 
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difficulty.  She  had  marked  negative  feelings  about 
herself,  and  her  thoughts  of  suicide  continued. 

ITiere  was  a family  history  of  depression.  Diagnoses 
of  ADHD  and  dysthymia  were  made.  Imipramine 
was  prescribed.  Stephanie  responded  at  a dosage  of 
100  mg  per  day;  the  imipramine  blood  level  was 
confirmed  as  in  the  therapeutic  range.  Her  depres- 
sion and  ADHD  symptoms  lessened.  Following  dis- 
charge, a combined  treatment  of  individual  therapy, 
family  therapy,  and  medication  was  continued. 

CASE  3:  COMPLICATED  ADOLESCENT  ADHD 
Steve  was  1 5 years  old  when  his  family  physician  re- 
ferred him  to  a child  and  adolescent  psychiatrist  be- 
cause of  school  failure,  delinquent  behavior,  and 
depression.  His  history  revealed  that  Steve  had  al- 
ways performed  poorly  in  school  because  of  short 
attention  span,  distractibility,  hyperactivity,  and  im- 
pulsive behavior.  He  had  been  diagnosed  as  having 
ADHD  during  his  elementary’  school  years  and  was 
treated  with  methylphenidate.  However,  he  was  no . 
longer  taking  medication.  There  was  a family  history 
of  depression  and  alcoholism.  His  more  severe  be- 
havior difficulties  and  depression  had  developed 
with  the  onset  of  puberty  at  age  1 3.  He  was  seen  as 
an  outpatient. 

During  the  intake  interview,  Steve  was  in  constant 
motion,  fidgeting,  moving  around  the  room,  picking 
up  objects  at  random,  and  talking  incessantly.  He 
seldom  completed  a topic  without  suddenly  chang- 
ing to  another.  He  confessed  to  being  worried  and 
sad,  breaking  into  tears  at  one  point.  He  quickly 
shifted  to  being  angry  and  threatening  when  at- 
tempts were  made  to  explore  sensitive  issues. 

Diagnoses  of  ADHD,  conduct  disorder,  and  dys- 
thymia were  made.  Steve  was  given  an  initial  trial  of 
methylphenidate  with  dosage  up  to  20  mg  three 
times  daily.  Desipramine  was  prescribed,  reaching  a 
therapeutic  blood  level  at  a dosage  of  125  mg  per 
day.  However,  he  did  not  respond  to  medication. 

His  complex  behavior  problems  responded  over 
time  to  a multimodal  program  of  individual  psycho- 
therapy, group  psychotherapy,  family  therapy,  be- 
havior modification,  and  extensive  consultation 
with  school  counselors  and  teachers.  Steve  con- 
tinued in  treatment  until  he  finished  high  school  at 
age  19. 

Epidemiology 

Attention-deficit  hyperactivity  disorder  is  common 
in  children  and  adolescents.  Estimates  of  prevalence 
rates  range  from  1%  to  20%  (1,5,6).  The  DSM-III-R 
estimates  that  as  many  as  3%  of  children  have 
ADHD  ( 1 ).  Lack  of  consensus  regarding  prevalence 
rates  is  due  to  multiple  factors,  including  sampling 
of  populations  at  different  ages,  use  of  different  defi- 
nitions and  diagnostic  criteria,  and  different  meth- 
odology in  the  various  studies. 


The  age  of  onset  is  before  four  years  of  age  in  ap- 
proximately half  of  the  cases.  However,  many  times 
ADHD  is  not  recognized  until  the  child  enters 
school.  DSM-III-R  criteria  require  the  onset  to  be 
before  seven  years  of  age.  ADHD  occurs  more  fre- 
quently in  males  than  in  females,  with  reported 
ratios  ranging  from  3:1  to  9 : 1 . 

ADHD  is  more  common  in  first-degree  biological 
relatives  than  in  the  general  population.  As  many  as 
20%  to  30%  of  children  with  ADHD  have  a parent 
or  family  member  with  a similar  history  (5). 

Clinical  assessment 

The  diagnosis  of  ADHD  is  not  made  on  the  basis  of  a 
single  symptom,  but  on  the  presence  of  a syndrome 
characterized  by  developmentally  inappropriate  in- 
attention, impulsivity,  and  hyperactivity.  Fig  1 lists 
DSM-III-R  criteria  for  ADHD.  The  symptoms  of 
ADHD  in  an  individual  child  may  vary  greatly  with 
time  and  setting.  Children  with  ADHD  may  not 
show  evidence  of  the  disorder  in  the  physician’s 
office,  but  parent  and  teacher  reports  may  describe 
symptoms  occurring  to  varying  degrees  at  home, 
school,  work,  and  social  situations.  Descriptive  com- 
ments typically  offered  by  parents  and  teachers  are 
listed  in  Fig  2. 

Teachers’  reports  are  essential  to  clinical  assess- 
ment. Teachers  vary  in  their  tolerance  for  activity 
and  impulsivity  and  in  the  way  they  rate  children. 
Standardized  assessment  measures  for  parents  and 
teachers  are  useful  in  diagnosing  ADHD  and  in 
monitoring  treatment  response.  Questionnaires 
most  commonly  used  are  the  Conners’  Parent  Symp- 
tom Questionnaire  ( 7 ) and  the  Conners’  Teacher 
Rating  Scale  (8). 

A physical  examination,  with  particular  attention 
to  neurological  assessment,  is  an  important  prelimi- 
nary to  the  evaluation.  Some  studies  have  shown 
that  hyperactive  children  have  a greater  number  of 
“soft  signs”  than  do  children  who  do  not  have 
ADHD,  but  the  significance  of  this  is  unknown.  EEG 
studies  of  children  with  ADHD  often  show  diffuse 
dysrhythmias  of  unknown  significance  (9). 

Formal  psychological  and  educational  testing  are 
not  necessary  for  the  diagnosis  of  ADHD.  Such  infor- 
mation is  valuable,  however,  in  developing  a com- 
prehensive treatment  approach,  as  studies  (10) 
report  learning  disabilities  in  over  50%  of  these 
children. 

ADHD  is  a disorder  that  persists  throughout 
childhood,  often  continues  into  adolescence,  and 
even  into  adulthood  for  one  third  of  the  patients  ( 1 ). 

In  adolescence,  the  motor  hyperactivity  fre- 
quently diminishes  while  the  inattention  and  im- 
pulsivity persist.  These  symptoms  may  be  obscured 
by  the  complications  of  academic  failure,  low  self- 
esteem, delinquent  behavior,  and  poor  social  rela- 
tionships. The  progressive  nature  of  the  emotional 
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and  social  consequences  of  ADHD  calls  for  early  di- 
agnosis and  comprehensive  treatment. 

Differential  diagnosis 

ADHD  may  occur  with  mental  retardation  (11).  The 
additional  diagnosis  of  ADHD  is  made  if  relevant 
symptoms  are  excessive  for  the  child’s  mental  age 
and  satisfy  accepted  criteria  as  shown  in  Fig  1 . The 
diagnosis  of  pervasive  developmental  disorder,  how- 
ever, preempts  an  ADHD  diagnosis  ( 1 ). 

Endocrine  disease  may  present  with  hyperactivity 
or  restlessness.  This  may  be  part  of  an  organic  anxi- 
ety syndrome,  caused  by  such  disorders  as  hypo- 
glycemia, hyperthyroidism,  or  pheochromocytoma. 
Intoxication  from  chemicals  can  produce  rest- 
lessness and  anxiety  (eg,  caffeine  intoxication,  lead 
intoxication,  or  psychoactive  substance — particu- 
larly amphetamines). 

Differentiation  between  mood  disorder  and 
ADHD  is  sometimes  difficult.  Both  depression  and 
manic  syndromes  include  psychomotor  agitation.  In 
manic  syndrome  the  overactivity  is  more  likely  goal 
directed.  This  distinction,  however,  is  more  difficult 
when  evaluating  a child’s  behavior.  A history  of  epi- 
sodic overactivity',  family  history  of  bipolar  disorder 
(manic-depressive  disorder),  rapid  mood  changes, 
psychosis,  and  extreme  levels  of  aggression  may 
help  identify  the  child  with  manic  syndrome  (12). 
The  overactivity  associated  with  depression  usually 
occurs  during  the  appearance  of  depressed  mood, 
rather  than  being  continuous  and  unrelated  to 
mood  as  in  ADHD.  Both  conditions,  however,  may 
be  present  and,  when  so,  should  be  diagnosed  (1,13). 

Associated  features 

The  most  universally  associated  features  of  ADHD 
include  low  frustration  tolerance,  temper  outbursts, 
and  mood  lability.  These  can  be  seen  at  every  age 
level.  More  specific  features  vary  with  age.  In  in- 
fancy, these  children  are  described  as  demanding, 
unsatisfied,  querulous,  irritable.  A normal  amount  of 
mothering  may  actually  be  inadequate  (14).  Pre- 
school children  may  show  impairment  in  the  de- 
velopment of  motor  coordination.  Nonlocalized 
neurological  signs  and  motor  and  perceptional  dys- 
functions are  seen  and  may  persist  through  later 
years.  Receptive  or  expressive  language  may  be  de- 
layed or  impaired.  Articulation  problems  are  some- 
times present  as  well  as  enuresis  and  encopresis. 
Impairment  of  self-esteem  may  begin  at  this  age  and 
extend  to  later  years. 

At  school  age  the  child  with  ADHD  characteris- 
tically underachieves  academically.  Developmental 
language,  speech,  and  arithmetic  disorders  are  fre- 
quently discovered  at  this  age.  Tourette’s  syndrome, 
which  is  symptomatic  at  this  age,  is  thought  to  be 
associated  with  ADHD  ( 3 )•  Oppositional  behavior 
may  begin  at  toddler  stage  but  is  most  pronounced 


in  the  school-age  child.  The  child  argues  with  the 
adult,  blames  others  for  his  mistakes,  openly  defies 
rules,  and  shows  marked  loss  of  temper. 

During  the  adolescent  years,  ADHD  is  often  asso- 
ciated with  conduct  disorder.  Adolescents  with  con- 
duct disorder  disregard  major  age-appropriate 
societal  norms  and  rules.  The  history  of  ADHD 
symptoms  during  early  childhood  helps  to  differ- 
entiate ADHD  with  conduct  disorder  from  conduct 
disorder  alone.  Substance  abuse  may  become  a 
complicating  factor.  An  increased  incidence  of 
major  depressive  disorder  has  also  been  reported 
(15,1 6).  Suicide  attempts  have  been  reported 
among  ADHD  children  ( 1 7 ).  A child  or  adolescent 
with  a primary’  mood  disorder  may  demonstrate 

/ DSM-lII-R  diagnostic  criteria  for  attention-deficit  hyperactive  disorder 

Note:  Consider  a criterion  met  only  if  the  behavior  is  considerably  more  frequent  than  that  of 
most  people  of  the  same  mental  age 

A.  A disturbance  of  at  least  six  months  during  which  at  least  eight  of  the  following  are  present: 
1 Often  fidgets  with  hands  or  feet  or  squirms  in  seat  (in  adolescents,  may  be  limited  to 
subjective  feelings  of  restlessness) 

2.  Has  difficulty  remaining  seated  when  required  to  do  so 
3 Is  easily  distracted  by  extraneous  stimuli 

4.  Has  difficulty  awaiting  turn  in  games  or  group  situations 

5.  Often  blurts  out  answers  to  questions  before  they  have  been  completed 

6.  Has  difficulty  following  through  on  instructions  from  others  (not  due  to  oppositional 
behavior  or  failure  of  comprehension),  eg,  fails  to  finish  chores 

7 Has  difficulty  sustaining  attention  in  tasks  or  play  activities 

8 Often  shifts  from  one  uncompleted  activity  to  another 

9 Has  difficulty  playing  quietly 

10  Often  talks  excessively 

1 1 Often  interrupts  or  intrudes  on  others,  eg,  butts  into  other  children’s  games 
1 2.  Often  does  not  seem  to  listen  to  what  is  being  said  to  him  or  her 

13  Often  loses  things  necessary  for  tasks  or  activities  at  school  or  at  home  (eg,  toys, 
pencils,  books,  assignments ) 

14.  Often  engages  in  physically  dangerous  activities  without  considering  possible  conse- 
quences ( not  for  the  purposes  of  thrill-seeking),  eg,  runs  into  street  without  looking 
The  above  items  are  listed  in  descending  order  of  discriminating  power  based  on  data  from 
a national  field  trial  of  the  DSM-llI-R  criteria  for  disruptive  behavior  disorders 

B Onset  before  the  age  of  seven 

C.  Does  not  meet  the  criteria  for  a pervasive  developmental  hyperactivity  disorder 
Reprinted  with  permission  from  the  American  Psychiatric  Association  ( 1 ). 


2.  Typical  comments  by  parents  and  teachers  of  children  with  attention-deficit  hyperactwity 
disorder. 


Age  Group 

Symptom 

Comments 

Preschool 

Inattention 

Impulsivity 

Hyperactivity 

“won’t  listen,”  ’’spanking  doesn’t  help  ” 

’can’t  stick  to  anything,  ” ’into  everything  ” 

“runs  and  climbs  all  the  time,”  “always  on  the  go.  ” "driven 
by  a motor” 

School  age 

Inattention 

Impulsivity 

Hyperactivity 

'off  task,”  “gives  up  easily,”  ’’gets  distracted” 

"messy  schoolwork,”  ’’class  clown,”  ’’can’t  wait  turn” 

"fidgety,”  ’out  of  seat” 

Adolescence 

Inattention 

Impulsivity 

Hyperactivity 

’’won’t  concentrate,”  ”in  another  world,”  ’spaced  out  ” 
’accident  prone,  ” ’’acts  without  thinking,”  ’’skips  school” 
’’restless” 
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hyperactivity  as  an  associated  feature.  This  may  be 
difficult  to  distinguish  from  the  hyperactivity  of 
ADHD.  The  ADHD  child’s  hyperactivity  generally  is 
more  pervasive  and  chronic. 

Many  family  patterns  have  been  associated  with 
ADHD.  The  disorder  is  believed  to  be  more  com- 
mon in  first-degree  biological  relatives  of  persons 
with  the  disorder  than  in  the  general  population. 
Disorders  that  are  overrepresented  in  the  families  of 
persons  with  ADHD  include  specific  developmental 
disorders,  psychoactive  substance  dependence  or 
abuse,  and  conduct  disorder.  Antisocial  and  his- 
trionic personality  are  also  reported  to  be  more  fre- 
quent ( 1 ). 

Neurobiologic  mechanisms 
The  etiology  and  neurobiologic  mechanism  produc- 
ing ADHD  are  unknown.  The  most  accepted  hypo- 
thesis is  that  disturbances  in  brain  neurotransmitter 
function,  probably  genetic  in  origin,  produce  the 
symptoms. 

One  theory  is  that  ADHD  is  a dopamine  defi- 
ciency disorder  (18).  In  support  of  this  hypothesis 
is  an  animal  model,  produced  by  depleting  brain 
dopamine  in  developing  rat  pups,  that  mimics 
ADHD.  Animals  so  treated  show  hyperactivity  that  is 
reduced  by  amphetamine  or  methylphenidate.  Both 
drugs  increase  the  concentration  of  catecholamines, 
primarily  dopamine,  in  the  synaptic  cleft.  These  ani- 
mals tend  to  outgrow  their  hyperactivity  as  they 
mature,  but  certain  specific  deficits  in  learning 
persist,  analogous  to  the  clinical  disorder  seen  in 
children. 

Evidence  regarding  reduced  brain  dopamine  in 
children  with  ADHD  is  contradictory.  Moreover,  as 
noted  by  Gualtieri  and  Hicks  ( 19),  it  is  difficult  to 
reconcile  the  dopamine  deficiency  hypothesis  with 
the  observation  that  neuroleptic  drugs,  which  act 
by  causing  dopamine  receptor  blockade,  decrease 
some  of  the  symptoms  of  ADHD. 

An  alternative  theory  is  that  a state  of  heightened 
noradrenergic  receptor  sensitivity  occurs  in  ADHD, 
which  is  decreased  by  stimulants  ( 20 ).  The  nor- 
adrenergic system  appears  to  play  an  important  role 
in  modulating  levels  of  activity  and  arousal. 

Genetic  findings  in  ADHD  lend  further  support  to 
the  hypothesis  that  altered  biochemical  processes 
play  a role  in  etiology  (18).  Parents  of  children  with 
ADHD  are  more  likely  to  have  been  hyperactive 
themselves  as  children.  Monozygotic  twins  have  a 
higher  concordance  for  ADHD  than  do  dizygotic 
twins.  The  prevalence  rate  for  ADHD  in  the  non- 
biological  relatives  of  adopted  children  with  ADHD 
is  not  significantly  different  from  controls.  This  evi- 
dence suggests  that  heredity  rather  than  environ- 
ment plays  a key  role  in  the  development  of  ADHD. 

Finally,  a 1987  review  article  (21 ) concludes  that 


the  large  number  of  drugs  effective  on  ADHD  do 
not  support  any  single  neurotransmitter  hypothesis 
or  any  current  etiological  model.  Promising  areas 
for  research  suggested  are  in-depth  studies  of  re- 
sponse to  stimulants  and  physiological  studies  using 
brain  imaging  techniques. 

Treatment 

The  management  of  ADHD  is  complex  and  requires 
that  the  physician  attend  to  multiple  aspects  of  a 
child’s  life.  The  severity  of  the  child’s  symptoms,  the 
presence  of  associated  features,  the  strength  of  the 
family,  and  the  availability  of  community  resources 
(particularly  educational  services)  need  to  be  con- 
sidered in  developing  a treatment  approach. 

Children  whose  hyperactivity,  inattention,  and 
impulsivity  are  severe  usually  require  medication. 
Equally  important  are  parental  education  and  coun- 
seling. Skilled  teachers  are  essential  to  help  these 
children  with  academic  tasks  and  peer  relationship 
problems.  Physician  communication  with  parents 
and  teachers  is  necessary  to  monitor  medication 
effect  and  to  update  treatment  strategies.  Teacher 
and  parent  rating  scales  are  useful  (7,8). 

For  the  child  with  significant  emotional  distur- 
bance, psychotherapy  and  family  therapy  are  indi- 
cated. This  chronic  disorder,  with  the  frequent 
associated  features  described  previously,  requires  a 
multimodal  treatment  approach. 

The  stimulants  are  the  most  commonly  used 
medications  in  the  treatment  of  ADHD  (22,23). 
These  include  methylphenidate  (Ritalin),  dextro- 
amphetamine (Dexedrine),  and  pemoline  (Cylert). 
Usage  in  preschool-age  children  is  not  routine.  Evi- 
dence of  stimulant  effectiveness  in  this  group  is 
mixed  (24-26). 

The  side  effects  most  frequently  reported  with 
stimulants  are  insomnia,  anorexia,  weight  loss,  irri- 
tability, mood  lability,  abdominal  pain,  and  head- 
ache. These  are  generally  short-lived  and  usually 
respond  to  varying  the  dosage  schedule  or  lowering 
the  dose.  Idiosyncratic  reactions  such  as  blood 
dyscrasia,  hepatotoxicity,  and  toxic  psychosis  do  oc- 
cur ( 4 ). 

Studies  of  suppression  of  weight  and  height  are 
discrepant.  Most  conclude  that  there  is  no  per- 
manent effect  on  height  and  minimal  on  weight. 
Providing  drug  holidays  by  administering  medica- 
tion on  school  days  only  and  discontinuation  of 
medication  as  soon  as  other  modalities  are  effective 
diminishes  the  likelihood  of  growth  delay  (27). 

There  are  reports  of  Tourette’s  disorder  being 
precipitated  by  stimulants.  A family  history  of  tics  is 
a relative  contraindication  for  their  use  (3). 

Thus  far,  addiction  to  stimulants  prescribed  for 
ADHD  has  not  been  encountered  in  children  (4,22). 
The  physician  should  be  vigilant,  particularly  with 
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adolescents,  to  assure  that  the  medication  is  not 
used  for  an  illicit  purpose  (eg,  given  to  friends, 
sold,  etc). 

Dosage  of  stimulants  must  be  re-evaluated  as  the 
child  develops.  Lack  of  improvement  after  two 
weeks  of  a maximum  dose  of  dextroamphetamine 
or  methylphenidate  is  indication  to  stop  the  medica- 
tion. Five  weeks  may  be  required  to  verify  pemoline 
response  (4).  Fig  3 lists  reasonable  doses  of  dextro- 
amphetamine, methylphenidate,  and  pemoline. 

Children  may  respond  to  one  stimulant,  but  not 
to  others.  Although  the  stimulants  often  dramati- 
cally improve  the  behaviors  of  ADHD,  “normal” 
children  and  adults  note  similar  cognitive  and  be- 
havior effects.  The  “paradoxical  eflfect”  of  stimulants 
has  not  been  substantiated  ( 2 ).  The  response  of 
each  child  is  individual.  Dosage  and  schedule  need 
to  be  titrated  for  each  patient,  giving  consideration 
to  maturation  and  changing  life  circumstances.  Op- 
timum results  are  seldom  achieved  by  using  a fixed- 
dose  procedure.  The  drug  should  be  discontinued 
at  least  once  a year  to  assess  continued  need  for 
treatment.  With  maturation  and/or  a decrease  of  en- 
vironmental stress,  it  is  sometimes  possible  to  stop 
the  medication  permanently  (28). 

Tricyclic  antidepressants  have  been  useful  in 
treating  ADHD  (4,28,29).  There  may  be  special 
indication  for  their  use  when  there  is  a strong 
affective  component  to  the  symptomatology.  Dos- 
ages have  not  been  as  well  determined  as  for  the 
stimulants,  but  effect  is  elicited  at  dosages  less  than 
those  used  for  depression.  Tolerance  to  the  tricyclic 
antidepressants  and  side  effects  limit  their  useful- 
ness. Of  particular  concern  is  the  potentially  cardio- 
toxic  effects  of  these  medications  and  the  risk  of 
death  if  there  is  an  overdose.  Attention  to  “informed 
consent,”  clinical  and  laboratory  monitoring,  and 
sensitivity  to  medicolegal  exposure  is  especially  im- 
portant when  using  these  drugs. 

Neuroleptics  such  as  chlorpromazine  (Thorazine), 
haloperidol  ( Haldol ),  and  thioridazine  ( Mellaril ) are 
also  sometimes  used.  These  are  not  as  effective  as 
the  stimulants,  have  a damping  effect  on  learning, 
and  carry  the  risk  of  tardive  dyskinesia. 

Antihistamines  such  as  diphenhydramine 
(Benadryl)  and  hydroxyzine  (Atarax,  Vistaril)  are 
sometimes  used  for  treating  anxiety  in  younger  chil- 
dren. There  are  clinical  anecdotal  reports  of  their 
use  in  ADHD  but  no  current  studies  attest  their 
effectiveness  (30). 

There  is  little  information  to  support  that  mega- 
vitamins, sugar  intake,  caffeine,  food  allergens,  or 
food  dyes  cause  or  substantially  alter  the  course  of 
ADHD  (31). 

Stimulant  medication  is  a useful  adjunct  to  paren- 
tal counseling  and  remedial  education.  Unrespon- 
sive cases,  those  involving  complex  medication 
decisions,  and  children  who  demonstrate  significant 


“associated  features”  may  require  referral  to  a child 
and  adolescent  psychiatrist. 

Long-term  outcome 

The  outcome  in  adolescence  and  early  adulthood 
of  children  with  hyperactivity  or  ADHD  has  been 
studied  prospectively  with  controls  by  Weiss  and 
Hechtman  (9)  in  Montreal  and  Satterfield  et  al 
(32)  in  Los  Angeles.  Follow-up  assessment  was  car- 
ried out  at  10  and  15  years  (9)  and  8 to  10  years 
(32). 

The  significant  problems  found  in  adolescents  in 
these  studies,  in  which  active  treatment  was  initially 
provided  for  up  to  three  years,  were  poor  school 
performance,  antisocial  behavior,  and  depression  in 
addition  to  continued  symptoms  of  ADHD.  At  a five- 
year  assessment,  Weiss  et  al  (33)  found  80%  of 
their  population  with  poor  academic  performance 
and  25%  with  antisocial  behavior.  Satterfield  et  al 
(34)  found  a high  incidence  of  serious  juvenile  de- 
linquency and  institutionalization  for  delinquency. 
Twenty-five  percent  of  the  ADHD  group  had  been 
institutionalized  (multiple  arrests  for  serious  of- 
fenses ) compared  to  less  than  1 % of  the  control 
group. 

Weiss  and  Hechtman  (9)  summarized  the  findings 
in  their  study  and  that  of  other  investigators  as  fol- 
lows: “While  about  half  of  the  hyperactive  children 
seem  to  outgrow  the  symptoms  of  the  syndrome, 
half  continue  to  be  disabled  to  a varying  extent  by 
continuing  symptoms.”  Weiss  and  Hechtman  also 
found  that  ADHD  in  childhood  predisposes  to  vari- 
ous psychiatric  diagnoses  and  to  increased  symp- 
toms of  psychopathology  including  antisocial  per- 
sonality disorder. 

The  most  widely  used  and  studied  treatment  for 
hyperactive  children  is  stimulant  medication.  Satter- 
field et  al  (34)  stated:  “Although  drug  studies  have 
demonstrated  that  stimulant  medications  are  un- 
doubtedly effective  in  reducing  many  symptoms, 
they  have  not  demonstrated  long-term  benefits.” 
Riddle  and  Rapoport  (35)  concluded  that  although 
medication  had  a beneficial  effect  on  impulsive  and 
hyperactive  behavior  at  school  and  at  home,  the 
children  continued  to  be  at  high  risk  for  academic 


3-  Recommended  dosage  of  stimulants  for  patients  with  attention-deficit  hyperactivity  dis- 
order. From  Donnelly  et  al  (25). 


Drug 

Starting  Dose 

Maximum 

Dose 

Daily  Dose 
(mg/'kg) 

Dextroamphetamine 

5 mg  once  or  twice  daily  ( ages  6 or 
older ) 

40  mg 

0.15-0.5 

2.5  mg  once  daily  (ages  3-5) 

Methylphenidate 

5 mg  twice  daily 

60  mg 

C 

Cn 

1 

b 

Pemoline 

37.5  mg  once  daily 

1 12.5  mg 

0.5-2.0 
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difficulties,  delinquent  behavior,  and  poor  social 
adjustment. 

Satterfield  et  al  (34)  have  presented  the  most  im- 
portant results  to  date  of  a therapeutic  program  that 
can  prevent  delinquency  in  hyperactive  boys.  In  a 
well-designed  study,  they  demonstrated  that  pa- 
tients having  multimodality  treatment  ( medication, 
individual  or  group  psychotherapy,  family  therapy, 
and  individualized  educational  program ) did  better 
than  patients  on  medication  alone.  ITiey  also  found 
that  a fairly  lengthy  period  of  childhood  treatment 
(two  to  three  years)  is  crucial  to  optimal  outcome. 

Attention  deficit  disorder  in  adults 

Can  ADD  be  diagnosed  and  treated  in  adults?  Wender 
(36)  summarizes  recent  evidence  suggesting  that 
there  is  a residual  form  of  ADHD  that  can  be  identi- 
fied in  adults  that  often  responds  to  stimulant  medi- 
cation. Retrospective  ratings  of  these  patients’ 
behavior  when  they  were  children  may  be  helpful 
in  quantifying  the  severity  of  their  problems  as  chil- 
dren, and  in  selecting  patients  for  treatment. 

Adults  with  ADHD  have  difficulty  concentrating. 
They  are  easily  distractible,  and  like  children  with 
ADHD,  have  difficulty  sitting  for  long  periods  of 
time.  Their  disorganization,  impulsivity,  mood 
swings,  and  quick  temper  introduce  an  instability 
in  their  lifestyle  that  is  similar  to  patients  having 
borderline  personality  disorder. 

Wender  and  associates  (37)  did  three  placebo- 
controlled  double-blind  studies  of  treatment  of  this 
disorder  with  stimulant  medication.  His  findings 
suggest  that  stimulants  can  be  useful  in  adults 
whose  diagnosis  is  clear  and  severe.  Another  study 
(33)  showed  that  patients  who  scored  less  than 
95%  on  the  ADHD  Parent  Rating  Scale,  and  in 
which  there  were  additional  psychiatric  diagnoses, 
were  not  helped  by  methylphenidate. 

Conclusion 

Attention-deficit  hyperactivity  disorder,  although 
well  studied  for  years,  remains  a challenge.  The 
etiology  continues  unknown  despite  increasing 
knowledge  of  the  neurotransmitters  and  their  func- 
tions. Many  previous  clinical  concepts  have  proven 
unsatisfactory.  This  paper  has  reviewed  the  current 
state  of  the  art  for  evaluating  and  treating  this  fre- 
quently occurring  disorder.  The  physician  remains 
uniquely  qualified  to  consider  the  genetic,  develop- 
mental, metabolic,  intrapsychic,  familial,  interper- 
sonal, and  psychopharmacologic  factors  that  must 
be  orchestrated  in  the  treatment  of  this  condition. 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  In  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamme 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
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Ulcerative  colitis  and  Crohn’s  disease  are  chronic 
inflammatory  bowel  disorders  of  unknown  etiol- 
ogy and  unpredictable  course,  usually  causing  di- 
arrhea andlor  abdominal  pain  and  sometimes 
associated  with  fever,  weight  loss,  or  extraintes- 
tinal  manifestations.  Psychological  factors  may 
relate  to  the  onset  and  course  of  disease  and  cer- 
tainly have  important  implications  for  the  treat- 
ment of  these  chronic  diarrheal  illnesses.  We 
review  the  literature  on  psychosomatic  aspects  of 
inflammatory  bowel  disease  and  discuss  current 
thinking  regarding  presentation  and  management 

KEY  WORDS:  INFLAMMATORY  BOWEL  DISEASE,  CROHN’S  DIS- 
EASE, ULCERATIVE  COUTIS,  PSYCHOSOMATIC  MEDICINE 


Inflammatory  bowel  disease  is  the  general  term 
for  chronic  inflammatory  gastrointestinal  tract 
disorders  of  unknown  etiology  and  chronic  un- 
predictable course  ( 1 ).  The  cardinal  symptoms  are 
diarrhea,  abdominal  pain,  fever,  and  weight  loss. 
There  may  be  associated  extraintestinal  manifesta- 
tions. The  two  types  of  inflammatory  bowel  disease 
are  ulcerative  colitis  and  Crohn’s  disease,  although 
some  cases  are  indeterminate. 

Ulcerative  colitis  is  recurrent  inflammatory  dis- 
ease of  the  colon  and  rectum  ( 2 ).  It  was  distin- 
guished in  the  19th  century  from  colitis  caused  by 
bacteria  and  parasites.  Grossly,  the  colon  is  ul- 
cerated, hyperemic,  and  hemorrhagic  with  uniform 
continuous  inflammation  extending  proximally  from 
the  rectum.  Microscopically,  there  is  an  inflam- 
matory reaction  with  neutrophilic  infiltration  in- 
volving the  surface  mucosal  cells,  crypt  epithelium, 
and  submucosa.  Chronic  recurrent  inflammation 
leads  to  fibrosis. 

Crohn’s  disease  was  popularized  in  1932  by 
Crohn,  Ginzberg,  and  Oppenheimer  ( 3 ),  although 
earlier  descriptions  can  be  found,  such  as  that  by 
Dalziel  in  1913  (4).  Crohn’s  disease  can  involve  the 
gastrointestinal  tract  from  mouth  to  anus,  but  usu- 
ally presents  in  the  distal  ileum,  colon,  and  anorec- 
tal area  (5).  Regional  enteritis  refers  to  Crohn’s 
disease  of  the  small  bowel,  Crohn’s  colitis  to 
Crohn’s  disease  of  the  colon,  and  Crohn’s  ileocolitis 
to  Crohn’s  disease  of  both  the  small  and  large  bowel. 
Chronic  inflammation  extends  through  all  layers  of 
the  intestinal  wall,  with  involvement  of  the  mesen- 
tery and  regional  lymph  nodes.  With  disease  pro- 
gression, there  is  thickening  of  the  bowel  wall  and 
narrowing  of  the  lumen.  Transmural  inflammation 
leads  to  fissures  and  fistulae.  The  areas  of  diseased 
intestine  are  often  discontinuous,  with  intervening 
segments  of  normal  mucosa.  Although  microscopi- 
cally granulomas  are  characteristic  and  may  be  seen 
on  rectal  or  colonoscopic  biopsy,  they  are  found  in 
only  about  half  of  the  cases. 


Clinical  features  and  differential  diagnosis 

The  major  symptoms  of  ulcerative  colitis  are  bloody 
diarrhea  and  abdominal  pain,  with  fever  and  weight 
loss  in  more  severe  cases  (2).  In  mild  disease,  there 
may  be  semiformed  stool  with  little  blood  and  no 
systemic  manifestations,  while  with  severe  disease, 
there  may  be  frequent  liquid  stools  with  blood  and 
pus,  severe  cramps,  fever,  and  weight  loss.  The 
clinical  course  is  variable.  Most  patients  have  re- 
lapses, which  may  be  prolonged,  and  periods  of 
remission.  Most  patients  have  mild  or  moderate  in- 
termittent disease,  but  a fulminant  course  may  oc- 
cur with  the  risk  of  toxic  dilatation  and  perforation 
of  the  colon. 

In  Crohn’s  disease  the  clinical  presentation  re- 
flects anatomic  location  of  disease  ( 5 ).  Major  symp- 
toms are  also  diarrhea  and  abdominal  pain.  Other 
types  of  presentation  include  intestinal  obstruction 
or  fistulae.  Features  of  malabsorption  may  be  present. 

There  are  both  local  and  systemic  complications 
of  inflammatory  bowel  disease  ( 1 ).  Local  complica- 
tions include  development  of  fissures,  fistulae, 
stenotic  segments  of  bowel,  and  perforation.  There 
is  an  increased  incidence  of  carcinoma  in  patients 
with  inflammatory  bowel  disease  (6,7).  The  highest 
risk  is  for  ulcerative  colitis  patients  with  long- 
standing pancolitis.  There  is  less  risk  with  more 
limited  involvement  of  the  colon.  There  is  also  an 
increased  risk  of  malignancy  in  Crohn’s  disease,  al- 
though it  is  less  than  the  risk  associated  with  ul- 
cerative colitis.  Compared  to  the  general  popula- 
tion, early  warning  signs  of  cancer  are  difficult  to 
interpret  in  the  setting  of  inflammatory  bowel  dis- 
ease. The  distribution  of  tumors  is  more  uniform 
across  the  colon  than  is  the  more  typical  left-sided 
predominance  in  the  general  population. 

There  is  no  specific  test  for  inflammatory  bowel 
disease.  It  should  be  suspected  in  patients  with  diar- 
rhea or  abdominal  pain.  Laboratory  data  are  gener- 
ally nonspecific  reflections  of  the  inflammatory 
process  or  of  malabsorption.  Diagnostic  modalities 
include  stool  examination  (which  should  be  nega- 
tive for  pathogens),  endoscopy  with  biopsy  (eg, 
sigmoidoscopy  or  colonoscopy),  radiology,  and 
surgery.  Sigmoidoscopy  is  the  most  sensitive  way 
to  determine  whether  rectal  inflammation  is  pres- 
ent. Findings  may  be  loss  of  mucosal  vascularity, 
erythema,  friability,  and  ulceration.  Colonoscopy 
and  air  contrast  barium  enema  help  to  determine 
extent  of  disease  and  differentiate  ulcerative  colitis 
from  Crohn’s  disease. 

Differential  diagnosis  includes  the  irritable  bowel 
syndrome  and  specific  forms  of  inflammatory  gastro- 
intestinal disorders.  The  most  common  considera- 
tion is  colitis  or  ileitis  due  to  infectious  agents, 
which  may  give  a clinical  and  pathological  picture 
indistinguishable  from  inflammatory  bowel  disease. 
Specific  infections  include  those  caused  by  bacteria 
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(eg,  Campylobacter,  Salmonella,  Shigella),  my- 
cobacteria (eg,  Mycobacterium  tuberculi),  parasites 
(eg.  Entamoeba  histolytica),  viruses  (eg, 
cytomegalovirus),  and  rarely  fungi  (eg,  Histo- 
plasma).  Other  diseases  with  similar  presentations 
are  ischemic  colitis,  radiation  colitis,  diverticulitis, 
and  small-  or  large-bowel  neoplasms. 

Epidemiology 

The  epidemiology  of  ulcerative  colitis  and  Crohn’s 
disease  have  many  features  in  common  ( 1,2, 5, 8).  In 
general,  the  incidences  and  prevalences  are  slightly 
different,  with  ulcerative  colitis  often  more  com- 
mon than  Crohn’s  disease.  Frequencies  of  inflam- 
matory bowel  disease  in  different  populations  van' 
with  geographic  area  and  period  of  study  (9).  One 
estimate  of  Crohn’s  disease  prevalence  in  the  United 
States  is  10  to  70  cases  per  100,000  population.  Al- 
though there  is  worldwide  distribution,  Crohn’s  dis- 
ease is  more  common  in  certain  parts  of  the  world 
(US,  Canada,  UK,  Scandinavia)  than  in  others  (South 
America,  Asia,  Africa).  It  is  more  common  in  Cauca- 
sians than  blacks  and  Orientals,  and  in  Jews  than 
non-Jews.  The  incidence  of  Crohn’s  disease  has  in- 
creased since  the  1950s,  but  appears  to  have  lev- 
eled off  in  the  high-incidence  countries.  The  peak 
occurrence  of  inflammatory  bowel  disease  is  in  the 
15-  to  35-year  old  age  group,  but  it  may  occur  in  all 
age  groups.  Familial  aggregation  has  been  found  in 
from  2.5%  to  30%  of  patients.  No  consistent  human 
leukocyte  antigen  associations  have  been  demon- 
strated ( 1 ). 

Etiology  and  pathogenesis 

The  etiology  of  inflammatory  bowel  disease  is  un- 
known ( 1 ).  Ulcerative  colitis  and  Crohn’s  disease 
may  be  two  distinct  diseases  or  they  may  be  mani- 
festations of  the  same  disease  process.  One  hypo- 
thesis is  that  some  antigen  (infectious  agent,  dietary 
component,  altered  tissue  ) in  patients  with  inflam- 
matory bowel  disease  leads  to  an  abnormal,  immu- 
nologically  initiated  inflammatory  response  causing 
tissue  destruction.  Investigators  have  examined 
theories  relating  to  a genetic  basis  for  inflammatory 
bowel  disease,  an  infectious  etiology,  immunologic 
mechanisms,  dietary  factors,  and  psychological 
mechanisms. 

Although  infectious  agents  can  cause  acute  colitis 
or  ileitis,  none  has  been  demonstrated  to  cause  in- 
flammatory bowel  disease  and  there  is  no  animal 
model  (10).  Recent  interest  has  centered  upon 
atypical  mycobacteria,  cell-wall-defective  bacteria, 
and  viral  agents  that  produce  cytopathic  effects  in 
tissue  culture  (11  — 13).  A variety  of  humoral  and 
cell-mediated  abnormalities  have  been  detected  in 
the  peripheral  circulation  and  intestine,  suggesting 
that  immune  phenomena  are  involved  in  the  patho- 
genesis of  inflammatory  bowel  disease  ( 1 ),  but  it  is 


not  clear  whether  these  are  primary  or  secondary 
phenomena.  There  is  no  evidence  at  present  for  any 
single  underlying  immunological  defect. 

Psychosocial  aspects 

Early  literature  first  implicated  emotional  factors  in 
the  etiology'  of  ulcerative  colitis,  then  Crohn’s  dis- 
ease (14,15).  Evidence  relative  to  these  emotional 
causes  was  anecdotal  or  based  upon  intensive  psy- 
chological evaluation  of  a few  selected  patients. 
Some  early  workers  suggested  that  specific  person- 
ality traits  were  seen  in  most  patients  with  inflam- 
matory bowel  disease  and  that  psychological  stress 
influenced  onset  and  course  of  disease  activity. 

Engel  hypothesized  that  certain  biological  and 
psychological  features  were  characteristic  of  pa- 
tients with  ulcerative  colitis  (1 4,1 6).  A susceptible 
population  was  felt  to  exist  with  some  genetic  or 
early  acquired  biological  characteristic.  Ulcerative 
colitis  patients  were  felt  to  have  similar,  although 
not  necessarily  distinctive,  obsessive-compulsive 
and  dependent  features,  with  a characteristic  type 
of  dependent  and  restricted  relationship  with 
people.  Well-directed  aggressive  actions  and  clear- 
cut  expressions  of  anger  were  thought  to  be  un- 
common, and  patients  appeared  sensitive  to  hos- 
tility or  rejecting  attitudes  in  others.  The  onset  and 
relapses  of  colitis  were  hypothesized  to  be  associ- 
ated with  the  psychological  experiences  of  “help- 
lessness” and  “hopelessness,”  occurring  in  settings 
that  represented  interruptions  of  key  relationships, 
real  or  imagined,  to  the  patient. 

There  are  significant  methodological  criticisms  of 
early  work  (17-19),  whose  conclusions  differed 
from  more  recent  reports.  Methodological  criti- 
cisms have  centered  around  the  use  of  small  study 
populations,  the  lack  of  or  inadequacy  of  control 
groups,  the  retrospective  nature  of  the  research,  the 
nature  of  selected  study  populations  (not  random 
or  consecutive  patients ),  and  the  lack  of  the  simul- 
taneous study  of  Crohn’s  disease  and  ulcerative 
colitis  patients.  The  statement  and  precision  of  psy- 
chological assessment  have  not  always  been  ade- 
quate, especially  in  terms  of  recent  trends  toward 
objectivity  in  psychiatric  diagnosis.  In  addition, 
the  diagnosis  of  inflammatory  bowel  disease  may 
present  problems,  especially  since  early  literature 
did  not  recognize  the  distinction  between  Crohn’s 
colitis  (Crohn’s  disease  involving  only  the  colon) 
and  ulcerative  colitis. 

PERSONALITY 

Psychological  features  of  patients  with  inflammatory 
bowel  disease  have  been  examined  from  several 
perspectives  (20,21 ).  Studies  have  looked  at  person- 
ality features  common  to  ulcerative  colitis  and 
Crohn’s  disease  patients.  Although  it  was  previously 
suggested  that  a characteristic  personality  might 
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predispose  to  inflammatory  bowel  disease,  others 
argued  that  these  characteristics  could  be  a conse- 
quence of  the  chronic  gastrointestinal  illness.  Spe- 
cific traits  have  not  been  found  for  differentiating 
ulcerative  colitis  and  Crohn’s  disease  patients  from 
control  populations.  Changes  in  personality  charac- 
teristics with  duration  of  disease  have  not  been 
investigated.  Some  early  attempts  to  study  the  rela- 
tionship between  psychological  stress  and  symp- 
toms of  inflammatory  bowel  disease  suggested  an 
association,  either  in  terms  of  onset  or  exacerbation 
(22,23).  These  studies  all  have  implications  for  the 
management  of  the  inflammatory  bowel  disease  pa- 
tients and  the  need  to  recognize  and  treat  concomi- 
tant psychological  variables  or  frank  disorders, 
including  Axis  II  dysfunction  (personality  disorders, 
as  categorized  by  DSM-III-R  (24). 

SMOKING 

A relationship  between  smoking  behavior  and  in- 
flammatory bowel  disease  has  recently  been  sug- 
gested (25  — 30).  Case  reports  and  epidemiologic 
studies,  primarily  using  questionnaires  for  inflam- 
matory bowel  disease  and  control  patients,  appear 
to  show  a relationship  between  ulcerative  colitis 
and  nonsmoking.  Ulcerative  colitis  patients  are 
more  likely  than  controls  to  be  nonsmokers.  Crohn’s 
disease  patients  studied  in  a similar  manner  may  be 
more  likely  to  be  smokers  than  controls  (28-30). 
Although  several  groups,  primarily  British  and 
American,  have  reported  these  associations,  the  in- 
terpretation is  not  clear.  It  has  been  postulated  that 
smoking  status  may  be  an  environmental  factor  that 
has  a role  in  determining  the  type  of  inflammatory 
bowel  disease  that  develops  in  predisposed  indi- 
viduals (30).  The  previous  scientifically  rigorous 
psychiatric  studies  of  inflammatory  bowel  disease 
patients  did  not  explicitly  examine  smoking  status, 
which  might  be  an  important  variable. 

PSYCHIATRIC  DISORDERS 

Studies  have  looked  at  the  frequency  and  types  of 
psychiatric  diagnoses  in  inflammatory  bowel  disease 
patients.  Recent  studies  have  not  shown  evidence  of 
the  association  of  psychiatric  disorders  with  ul- 
cerative colitis.  Helzer’s  study  of  50  consecutive 
ulcerative  colitis  outpatients  with  matched  controls 
with  nongastrointestinal  illness  looked  at  person- 
ality assessment  and  stressful  events  (18).  There 
was  no  increased  frequency  of  diagnosable  psychi- 
atric disorder  in  ulcerative  colitis  ( 26%  ) vs  control 
patients  ( 30%  ),  no  relationship  between  severity  of 
ulcerative  colitis  and  severity  of  psychiatric  dis- 
order, and  no  correlation  with  stressful  life  events. 
Other  controlled  studies  (31  -32 ) also  did  not  find 
an  increased  frequency  of  psychiatric  problems  in 
ulcerative  colitis  patients  and  could  not  document 
stress  as  a precipitating  factor. 


There  is  some  objective  evidence  that  there  is  an 
increased  rate  of  psychiatric  disorders  in  patients 
with  Crohn’s  disease.  In  Helzer’s  study  (19)  of  50 
consecutive  outpatients  with  Crohn’s  disease 
matched  with  50  control  patients  with  nongastroin- 
testinal illnesses,  there  was  a significantly  greater  in- 
cidence of  lifetime  psychiatric  disorders  in  the 
Crohn’s  disease  group  ( 50%  ) than  in  the  control 
group  ( 30%  ).  The  most  significant  finding  was  the 
increased  frequency  of  depression  in  the  study 
group  when  it  was  compared  to  controls.  There  was 
no  evidence  of  an  interaction  between  the  two  dis- 
orders. Other  earlier  studies  came  to  similar  con- 
clusions. Whybrow’s  retrospective  study  (22)  of 
psychiatric  disturbances  in  39  Crohn’s  disease  pa- 
tients found  psychiatric  disorders  in  62.5%.  The 
major  symptom  seen  in  inpatients  was  depression. 
Besides  depression,  other  work  has  suggested  obses- 
sional illness.  In  Ford’s  study  (23)  of  17  Crohn’s 
disease  patients,  there  was  a high  incidence  of  ob- 
sessive-compulsive traits  and  dependency;  denial  of 
illness  was  specifically  not  a feature.  This  uncon- 
trolled study  found  a relationship  between  stress 
and  Crohn’s  disease  onset  or  exacerbation. 

Treatment 

MEDICAL-SURGICAL 

The  initial  therapy  of  inflammatory  bowel  disease  is 
medical;  surgery  is  indicated  for  specific  complica- 
tions and  intractability.  There  are  differences  be- 
tween ulcerative  colitis  and  Crohn’s  disease  in 
response  to  drug  therapy,  complications,  and  prog- 
nosis after  surgery. 

Medical  therapy  for  ulcerative  colitis  is  based  on 
severity'  of  disease;  hospitalization  is  required  for  se- 
vere disease  to  control  inflammation  and  replace 
nutritional  losses  ( 2 ).  Antidiarrheal  agents  may  be 
used  with  caution,  but  can  precipitate  toxic  mega- 
colon. Sulfasalazine  is  effective  in  inducing  remis- 
sion in  many  patients  and  as  maintenance  therapy  to 
prevent  relapse.  Potential  alternatives  are  oral 
preparations  of  5-aminosalicylic  acid,  the  therapeu- 
tically active  component  of  sulfasalazine,  which  are 
currently  undergoing  clinical  trials  (33).  Oral  or  in- 
travenous steroids  are  used  for  more  severely  ill  pa- 
tients. Steroids  or  5-aminosalicylic  acid  also  may  be 
given  as  enemas  for  left-side  colitis  (34).  Major  in- 
dications for  surgery  are  failure  to  respond  to  medi- 
cal management,  chronic  active  steroid-dependent 
colitis,  and  suspected  colon  cancer  or  high  risk  for 
it.  The  standard  surgical  procedure  is  total  proc- 
tocolectomy with  ileostomy.  Alternatives  are 
proctocolectomy  with  continent  ileostomy  and, 
more  recently,  subtotal  colectomy  with  mucosal 
proctectomy  and  ileoanal  anastomosis. 

The  medical  management  for  Crohn’s  disease  is 
similar  to  that  for  ulcerative  colitis  (5).  In  the  Na- 
tional Cooperative  Crohn’s  Disease  Study  (35), 
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sulfasalazine  was  effective  in  colonic  disease  and 
steroids  more  effective  in  small  bowel  disease. 
Crohn’s  disease  is  often  more  indolent  than  ul- 
cerative colitis,  but  remission  and  steroid  with- 
drawal may  be  more  difficult  to  achieve.  Sulfa- 
salazine does  not  reduce  the  risk  of  recurrence  in 
Crohn’s  disease.  Immunosuppressive  agents  ( aza- 
thioprine,  6-mercaptopurine ) have  been  employed 
by  some  clinicians  in  more  difficult  cases.  Metro- 
nidazole has  recently  been  found  to  be  similarly 
effective  as  sulfasalazine  ( 36 ) and  often  useful  in 
perineal  disease  (37).  Hyperalimentation  is  another 
method  used,  both  to  improve  nutritional  status  and 
occasionally  as  primary  therapy.  Some  patients  re- 
spond to  an  elemental  diet  (38).  Surgery  is  reserved 
for  complications  of  Crohn’s  disease  and  is  not 
curative. 

PSYCHIATRIC 

The  importance  of  psychological  factors  in  the 
etiology  and  course  of  inflammatory  bowel  disease 
is  not  clear.  However,  an  awareness  of  psychiatric 
illness  in  patients  with  inflammatory  bowel  disease 
is  clearly  important  in  management  (21 ).  In  addi- 
tion to  treatment  of  the  gastrointestinal  disease, 
concurrent  psychiatric  disorders  should  be  identi- 
fied and  treated,  regardless  of  the  potential  benefit 
in  regards  to  the  inflammatory  bowel  disease.  In 
particular,  the  possibility  of  significant  depressive 
illness  should  be  looked  for  and  treated  when 
indicated. 

Spiro  ( 39  ) has  recently  described  the  importance 
of  the  physician’s  words  in  the  care  of  inflammatory 
bowel  disease  patients,  emphasizing  that  the  pa- 
tient’s feelings  about  the  disease  and  its  con- 
sequences are  as  important  as  the  biomedically 
detectable  or  physical  components.  The  physician’s 
emotional  support  is  most  important  in  helping  the 
patient  deal  with  the  embarrassing  and  at  times  de- 
bilitating symptoms  of  inflammatory  bowel  disease. 
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A 2 1 -year-old  butcher  presented  with  fever  and 
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to  have  acute  brucellosis.  After  treatment  with 
tetracycline,  gentamicin,  and  prednisone,  the 
thrombocytopenia  resolved  over  14  days.  A brief 
review  of  thrombocytopenic  purpura  associated 
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Thrombocytopenia  is  a well  recognized  com- 
plication of  gram-negative  bacteremia  and 
may  provide  the  first  clue  to  its  presence  ( 1 ). 
Thrombocytopenic  purpura,  however,  is  rarely  the 
presenting  feature  of  brucellosis.  We  report  a pa- 
tient who  presented  with  thrombocytopenic  pur- 
pura and  was  found  to  have  acute  brucellosis. 

Case  report 

A 21 -year-old  Mexican-American  man  was  admitted 
to  the  hospital  with  fever  and  extensive  purpura 
and  petechiae.  Two  months  before  admission  he 
had  slightly  cut  his  hand  while  at  work  as  a butcher 
at  a pork  processing  plant.  Two  weeks  before  admis- 
sion a nonproductive  cough,  myalgias,  fevers,  and 
night  sweats  developed.  Two  days  prior  to  admis- 
sion he  noted  the  appearance  of  an  extensive  pe- 
techial rash  on  his  feet  and  ankles. 

The  patient  had  used  intravenous  amphetamines, 
but  had  not  done  so  in  the  three  months  before 
admission.  His  medical  history  was  otherwise  un- 
remarkable, and  he  was  taking  no  medication. 

On  examination  his  blood  pressure  was  1 24/60 
mm  Hg,  pulse  was  104,  respirations  16,  and  tem- 
perature 39.4°C  ( 103°F).  We  also  noted  a petechial 
rash  on  both  lower  extremities  and  diffuse  gingival 
bleeding.  A 1 cm  mobile,  left  posterior  cervical 
node  was  palpated.  The  lungs  were  clear.  There  was 
a grade  I/VI  systolic  flow  murmur  along  the  left  ster- 
nal border.  The  abdominal  examination  revealed  no 
abnormalities  and  no  hepatosplenomegaly.  Findings 
of  the  neurologic  examination  were  normal. 

The  urinalysis  was  normal.  The  hematocrit  was 
48% , and  there  were  3,600  white  blood  cellsZ/zL 
(3.6x10®/L)  (38%  neutrophils,  5%  bands,  47%  lym- 
phocytes, 6%  atypical  lymphocytes,  and  4%  mono- 
cytes). The  platelet  count  was  7,000//i,L  (7xl0*/L). 
Examination  of  the  peripheral  blood  smear  con- 
firmed severe  thrombocytopenia.  The  red  blood  cell 
morphology  was  normal.  The  thrombin,  prothrom- 
bin, and  partial  thromboplastin  times  were  normal. 
The  fibrinogen  concentration  was  320  mg/dL  (3.2 
g/L)  (normal  200  to  400  mg/dL),  and  fibrin  degrada- 
tion products  were  between  10  and  40  mcg/mL  (10 
and  40  g/V). 


The  patient  was  given  intravenous  oxacillin  and 
gentamicin  and  60  mg  of  oral  prednisone  daily  for  a 
presumptive  diagnosis  of  bacterial  endocarditis  with 
autoimmune  thrombocytopenic  purpura.  A bone 
marrow  biopsy  revealed  megakaryocyte  hyperplasia 
and  non-necrotizing  histiocytic  granulomas.  There 
was  no  evidence  of  hemophagocytosis.  On  the  sec- 
ond day.  Brucella  agglutination  titers  were  1 : 2,560, 
and  oral  tetracycline  was  substituted  for  oxacillin. 
Subsequently  all  four  blood  cultures  and  the  bone 
marrow  culture  grew  Brucella  suis.  On  the  fifth 
hospital  day  the  platelet  count  was  7,000//Lt.L  (7x10^/ 
L),  and  the  prednisone  dose  was  increased  to  100 
mg/day.  The  hematocrit  fell  from  40%  to  36%  with 
a reticulocyte  count  of  7.2%  and  haptoglobin  level 
of  7.3  mg/dL  (0.7  g/L)  (normal  27  to  139  mg/dL). 
Direct  and  indirect  Coombs’  tests  were  negative.  A 
technetium  sulfur  colloid  scan  of  the  liver  and 
spleen  was  normal,  confirming  the  absence  of  spleno- 
megaly. During  the  hospitalization  there  was  no 
bleeding  and  no  new  petechiae,  but  the  platelet 
count  remained  below  20,000  for  14  days  before 
gradually  rising  to  normal.  The  patient  completed 
a two-week  course  of  intravenous  gentamicin  and  a 
three-week  course  of  oral  tetracycline.  The  pred- 
nisone dose  was  gradually  decreased  over  a two- 
month  period  without  complication.  Repeat  Bru- 
cella titers  ten  weeks  after  admission  were  1 ; 64, 
and  platelet  counts  have  remained  normal. 

Discussion 

Thrombocytopenic  purpura  associated  with  bru- 
cellosis has  been  reported  only  rarely.  In  1938, 
Robinson  (2)  reported  a case  of  Brucella  abortus 
infection  in  a 5-year-old  girl  who  developed  pur- 
pura associated  with  a platelet  count  of  18,000//u.L. 
The  spleen  was  nonpalpable.  Pribek  et  al  ( 3 ) in 
1957  reported  purpura,  splenomegaly,  and  a platelet 
count  of  30,000//i,L  in  a 28-year-old  man  infected 
with  Brucella  abortus.  Bone  marrow  examination 
revealed  abundant  megakaryocytes  and  granuloma 
formation.  In  1 966,  Erb  ( 4 ) reported  a 39-year-old 
man  with  brucellosis  who  presented  with  purpura, 
splenomegaly,  and  no  platelets  on  peripheral  blood 
smear.  Bone  marrow  examination  revealed  increased 
numbers  of  megakaryocytes  and  granulomas.  Finally, 
Lynch  et  al  (5)  in  1967  reported  a 25-year-old 
housewife  who  presented  with  purpura,  spleno- 
megaly, and  a platelet  count  of  1 2,000//zL.  The 
hematocrit  was  20% , and  the  direct  Coombs’  test 
was  strongly  positive.  Blood  cultures  grew  Brucella 
abortus,  and  a bone  marrow  aspirate  revealed  nu- 
merous megakaryocytes. 

Previous  reports  have  implicated  hypersplenism, 
bone  marrow  suppression,  and  immune-mediated 
platelet  destruction  to  account  for  thrombocy- 
topenia in  their  patients.  Brucellosis  and  severe 
thrombocytopenia  have  also  been  reported  in  asso- 
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ciation  with  bone  marrow  hemophagocytosis  (6-8) 
and  with  disseminated  intravascular  coagulation 
(DIG)  (9,10). 

Accelerated  platelet  destruction  seems  the  most 
likely  cause  of  our  patient’s  thrombocytopenia. 
There  was  no  clinical  or  laboratory  evidence  of 
disseminated  intravascular  coagulation,  and  he  had 
no  splenic  enlargement  on  physical  examination  or 
radionuclide  scan.  Possible  causes  of  accelerated 
platelet  destruction  in  our  patient  might  be  di- 
rect interaction  between  Brucella  organisms  and 
platelets,  Brucella-induced  endothelial  damage  fol- 
lowed by  platelet  adhesion,  or  immune-mediated 
thrombocytopenia  (11). 

In  addition  to  severe  thrombocytopenia,  our  pa- 
tient had  evidence  of  a mild  hemolytic  anemia  with 
a negative  Coombs’  test.  Hemolysis  associated  with 
brucellosis  has  been  reported  by  two  authors  (12,5). 

Because  of  severe  thrombocy  topenia,  prednisone 
was  used  both  for  its  immunosuppressive  actions 
and  its  potential  beneficial  effect  on  capillary  integ- 
rity. Corticosteroid  therapy  has  been  associated 
with  an  abrupt  clinical  improvement  in  patients 
with  acute  brucellosis  and,  on  the  basis  of  limited 
data,  does  not  seem  to  increase  the  incidence  of  re- 
lapse (13,14). 

In  summary,  thrombocytopenic  purpura  may  be 
the  presenting  feature  of  acute  brucellosis.  We  have 
reported  a case  of  acute  Brucella  suis  infection  as- 
sociated with  thrombocytopenic  purpura  probably 
due  to  accelerated  platelet  destruction. 
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Sclerosing  cholangitis 
and  oxalate  urolithiasis 
in  ulcerative  colitis 


We  report  a 56-year-old  man  ivith  sclerosing  cho- 
langitis and  oxalate  urolithiasis.  These  complica- 
tions occurred  fife  years  after  proctocolectomy  and 
ileostomy  were  performed  for  ulcerative  colitis. 

Two  years  before,  at  the  time  of  proctocolectomy, 
there  was  no  clinical  or  biochemical  evidence  of 
liver  abnormality'.  The  occurrence  and  progression 
of  sclerosing  cholangitis  five  years  after  proc- 
tocolectomy is  unusual  Also  unusual  is  the  occur- 
rence of  oxalate  urolithiasis;  more  common  in 
ulcerative  colitis,  especially  after  ileostomy,  are 
uric  acid  stones. 

KFV’  WORDS.  SCLEROSING  CHOLANGITIS,  ULCERATIVE  COUTIS, 
ED'E  '\'EARS  POST  PROCTOCOLECTOMY',  OXALATE 
UROUTHLASIS. 


Sclerosing  cholangitis  is  an  uncommon  though 
known  complication  of  ulcerative  colitis  ( 1 - 5 ). 
The  clinical,  radiologic,  and  biochemical  fea- 
tures of  sclerosing  cholangitis  generally  occur  after 
the  onset  of  ulcerative  colitis;  rarely  they  may  pre- 
cede it  (6),  The  liver  abnormality  generally  does 
not  reverse  after  colectomy;  however,  it  is  unusual 
for  liver  dysfunction  to  occur  and  progress  after 
colectomy.  Calcium  oxalate  renal  stones  occur  in 
Crohn’s  disease,  especially  if  the  terminal  ileum  is 
involved  or  after  ileal  resection.  Urate  urolithiasis 
and  nephrolithiasis  occur  in  ulcerative  colitis  espe- 
cially after  colectomy  and  ileostomy;  occurrence 
of  oxalate  urolithiasis  in  ulcerative  colitis  is 
uncommon. 

We  report  a patient  with  ulcerative  colitis  who 
pre.sented  with  clinical  and  biochemical  features  of 
sclerosing  cholangitis  five  years  after  proctocolec- 
tomy; the  liver  dysfunction  progressively  worsened, 
and  the  diagnosis  was  confirmed  by  endoscopic 
cholangiography.  He  also  developed  oxalate  uro- 
lithiasis after  colectomy. 

Case  report 

A 56-year-old  white  man  was  admitted  with  right  up- 
per quadrant  pain.  His  history  included  right  upper 
quadrant  pain  that  had  occurred  intermittently  for 
two  years.  There  was  no  history  of  chills  and  fever. 
Physical  examination  showed  jaundice,  and  he  had 
right  lower  quadrant  ileostomy.  His  hemoglobin  was 
14.2  g/dL,  hematocrit  was  40.6%,  and  WBC  count 
was  3,700  with  normal  differential.  Total  bilirubin 
was  4.2  mg/dL  (normal  0.2- 1.0  mg/dL).  Alkaline 
phosphatase  was  137  u/L  (normal  29-74  u/L), 
GGTP  was  352  (normal  15-85  u/L).  About  ten 
years  before  the  present  admission,  the  patient  was 
told  he  had  chronic  ulcerative  colitis.  Seven  years 
before  the  present  admission  his  total  bilirubin  was 
0.7  mg/dL  and  alkaline  phosphatase  was  69  u/L  (nor- 
mal 30—115  u/L).  Five  years  before,  the  patient 
underwent  total  abdominal  proctocolectomy  and 


Brooke  ileostomy  for  refractory  ulcerative  colitis. 

At  that  time  the  total  bilirubin  was  0.6  mg'dL,  and 
alkaline  phosphatase  was  68  ( normal  30—115  u/L). 
Clinically  the  patient  did  well  after  proctocolec- 
tomy, but  four  months  before  the  present  admis- 
sion, he  experienced  severe  left  flank  pain.  An  intra- 
venous pyelogram  showed  a 6 mm  radiopaque 
calculus  in  the  proximal  portion  of  the  left  ureter 
with  moderate  degree  of  obstruction.  Cystoscopy 
was  performed,  and  a left  ureteral  stent  was  placed. 

On  the  present  admission,  abdominal  sonogram 
was  normal.  Endoscopic  retrograde  cholangio- 
pancreatogram  showed  a normal  pancreatic  duct. 
The  common  bile  duct  showed  a beaded  appear- 
ance with  irregular  margins  and  tiny  diverticular 
outpouchings.  Similar  changes  were  seen  in  the  in- 
trahepatic  ducts.  The  radiologic  appearance  was 
compatible  with  sclerosing  cholangitis.  The  patient 
remained  afebrile  during  this  hospital  stay.  About 
two  months  later  the  patient  developed  left  renal 
colic  due  to  obstructing  ureteral  calculus.  A left 
ureterolithotomy  was  performed.  On  crystallogra- 
phy the  stone  was  found  to  be  made  of  calcium 
oxalate. 

Discussion 

Many  types  of  liver  disease  ( eg,  fatty  liver,  liver  ab- 
scess, chronic  active  hepatitis,  cirrhosis,  amyloido- 
sis, pericholangitis,  and  sclerosing  cholangitis  ) have 
been  reported  in  association  with  inflammatory 
bowel  disease  (1  — 7).  The  frequency  of  sclerosing 
cholangitis  in  association  with  ulcerative  colitis  has 
been  variably  reported  as  ranging  from  4%  to  88% . 
The  pathogenesis  of  sclerosing  cholangitis  is  not 
completely  understood.  At  one  time,  bacterial  in- 
fection of  the  biliary  tree  was  considered  to  be  an 
important  factor.  However,  there  has  been  no  con- 
sistent demonstration  of  bacterial  organisms  in 
sclerosing  cholangitis.  Some  authors  have  suggested 
( 8 ) that  pericholangitis  represents  an  early  intra- 
hepatic  stage  of  sclerosing  cholangitis  in  ulcerative 
colitis  patients.  Immunologic  mechanisms  may  be 
important,  and  familial-genetic  factors  have  also 
been  implicated  (10).  Abnormalities  of  copper  me- 
tabolism similar  to  those  of  primary  biliary  cirrhosis 
have  been  seen  (11);  however,  test  findings  for  anti- 
mitochondrial  antibody  are  negative,  and  there  is 
a male  predominance  in  sclerosing  cholangitis 
patients. 

The  clinical  features  include  mild  intermittent 
fever,  right  upper  quadrant  pain  and  tenderness,  in- 
termittent jaundice,  and  biochemical  evidence  of 
cholestasis.  Our  patient  had  abdominal  pain,  jaun- 
dice, and  high  alkaline  phosphatase.  Sclerosing  cho- 
langitis is  a late  complication  of  ulcerative  colitis 
and  occurs  many  years  after  the  onset  of  colitis;  oc- 
casionally, cholestatic  features  may  precede  ul- 
cerative colitis.  The  disease  eventually  leads  to 
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secondary  biliary  cirrhosis.  The  cholangiographic 
features  are  multifocal  stenoses  involving  both  the 
extrahepatic  and  intrahepatic  bile  ducts,  alternating 
with  slightly  dilated  segments  producing  a beaded 
appearance.  Some  patients  have  diverticulum-like 
outpouchings  of  the  common  bile  duct.  The  present 
case  had  these  radiologic  features.  The  pancreatic 
duct  may  be  involved  in  some  cases  of  sclerosing 
cholangitis  (12),  but  it  was  normal  in  our  patient. 

In  the  case  we  are  describing,  liver  test  results 
were  normal  two  years  before  proctocolectomy  and 
at  the  time  of  proctocolectomy,  and  the  patient  had 
no  symptoms  of  hepatic  disease.  No  liver  biopsy  or 
cholangiogram  was  obtained  at  that  time  because 
there  was  no  indication  for  these  procedures,  but  in 
an  asymptomatic  patient  with  normal  liver  tests  it  is 
unlikely  that  significant  hepatic  or  biliary  pathology 
was  present.  The  sclerosing  cholangitis  in  this  pa- 
tient apparently  started  and  progressed  after  procto- 
colectomy. In  cases  of  sclerosing  cholangitis 
associated  with  ulcerative  colitis,  the  biochemical, 
clinical,  and  radiologic  signs  usually  occur  after  the 
onset  of  ulcerative  colitis,  but  rarely  they  may  pre- 
cede the  onset  of  ulcerative  colitis.  It  is  recognized 
that  colectomy  has  no  beneficial  effect  on  liver 
function  in  sclerosing  cholangitis  patients  associated 
with  ulcerative  colitis.  However,  it  is  distinctly  un- 
usual (6)  for  sclerosing  cholangitis  to  begin  and 
progress  after  proctocolectomy,  as  it  did  in  the 
present  case.  Sclerosing  cholangitis  usually  occurs 
many  years  after  the  onset  of  ulcerative  colitis. 

Many  patients  with  sclerosing  cholangitis  and  ul- 
cerative colitis  develop  carcinoma  of  the  bile  duct, 
which  may  be  difficult  to  differentiate  from  scleros- 
ing cholangitis  on  radiologic  examination. 

Copper  overload  in  the  liver  has  been  seen  in 
cases  of  sclerosing  cholangitis  (11).  This  is  not  sur- 
prising because  copper  is  excreted  into  the  bile  and 
any  impairment  of  bile  flow  will  result  in  an  in- 
creased amount  of  copper  in  the  liver.  The  course 
of  sclerosing  cholangitis  is  marked  by  recurrent 
biliary  tract  sepsis  and  development  of  secondary 
biliary  cirrhosis  with  changes  in  lipid,  bile  salt, 
and  bilirubin  metabolism.  There  may  be  steatorrhea 
and  malabsorption  of  fat-soluble  vitamins.  Intract- 
able pruritus  may  be  a disabling  symptom.  Many  pa- 
tients may  live  for  many  years,  but  death  eventually 
occurs  due  to  sepsis,  portal  hypertension,  and  liver 
failure.  While  short  courses  of  antibiotics  for  sepsis 
may  be  useful,  long-term  prophylactic  use  of  anti- 
biotics has  been  without  benefit.  Corticosteroids 
and  antimetabolites  have  been  used  without  consis- 
tent benefit.  Cholestyramine,  in  addition  to  relieving 
pruritus,  has  also  sometimes  improved  the  liver 
function.  Symptomatic  relief  of  jaundice  and  pru- 
ritus may  be  obtained  by  choledochoenterostomy, 
T-tube  drainage,  cholecystoduodenostomy,  biliary' 
stenting,  or  balloon  dilatation.  ITiese  procedures. 


however,  do  not  alter  the  underlying  pathologic 
process.  The  role  of  colectomy  in  sclerosing  cho- 
langitis associated  with  ulcerative  colitis  is  unclear. 
Generally  colectomy  does  not  reverse  the  underly- 
ing pathologic  process  in  sclerosing  cholangitis,  al- 
though in  some  patients  it  has  had  beneficial  effect. 
Nutritional  replenishment  is  important  and  use  of 
medium  chain  triglycerides  may  be  beneficial.  Liver 
transplantation  may  be  considered. 

An  increased  incidence  of  nephrolithiasis  and 
urolithiasis  has  been  seen  in  patients  with  inflam- 
matory bowel  disease  (13).  Hyperoxaluria  and  oxa- 
late stones  are  more  common  in  Crohn’s  disease 
involving  the  terminal  ileum  or  after  resection  of 
the  ileum.  The  mechanism  of  hyperoxaluria  in  dis- 
eases of  the  ileum  is  not  completely  known.  Pos- 
sible mechanisms  include  excessive  absorption  of 
dietary  oxalate  in  the  proximal  small  bowel  or  in 
the  colon,  deficiency  of  dietary  calcium,  and  prefer- 
ential conversion  of  glycine-conjugated  bile  salts  to 
oxalic  acid  in  the  colon  facilitated  by  colonic  bacte- 
ria. Increased  calcium-to-magnesium  ratio,  steroid 
therapy,  and  sulfasalazine  are  suggested  as  additional 
lithogenic  factors. 

Hyperoxaluria,  as  reported  in  Crohn’s  disease  pa- 
tients who  develop  calcium  oxalate  stones,  is  not  as 
common  among  ulcerative  colitis  patients.  Uric  acid 
stones  are  more  common  in  patients  with  ulcerative 
colitis,  especially  after  ileostomy.  Increased  urinary 
crystalloid  load,  persistently  acid  urine,  and  low 
urinary  volume  as  a result  of  diarrhea  are  important 
in  the  formation  of  uric  acid  calculi  in  ulcerative 
colitis  patients  (14).  However,  local  factors  such  as 
urinary  stasis  and  infection  undoubtedly  play  an 
important  role.  Adequate  hydration  and  prompt 
treatment  of  urinary  infections  are  important  in  pre- 
venting nephrolithiasis  in  these  patients.  As  already 
mentioned,  ulcerative  colitis  patients  are  more 
likely  to  have  uric  acid  stones;  our  case  is  unusual  in 
that  the  patient  developed  calcium  oxalate  stone 
five  years  after  ileostomy.  It  is  possible  that  after 
ileostomy,  the  ileum  became  colonized  by  colonic 
type  bacteria  favoring  increased  absorption  of  di- 
etary oxalate.  Alternatively,  the  patient  developed 
a nucleus  of  urate  upon  which  calcium  oxalate  con- 
tinued to  grow  and  the  stone  enlarged.  It  has  been 
suggested  (15)  that  urolithiasis  associated  with 
chronic  inflammatory  bowel  disease  produces  few 
and  negligible  symptoms  without  serious  sequelae, 
encouraging  a conservative  attitude.  However,  our 
patient  developed  renal  colic  on  two  occasions,  and 
the  stone  caused  ureteral  obstruction  requiring 
ureterolithotomy. 
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Trends  in  lung  cancer  mortality’  among  white  and 
black  men  and  women  in  Texas  for  the  years  1970 
to  1986  offer  some  measure  of  optimism.  A decline 
in  mortality  for  men  and  women  aged  35  to  44 
years  and  for  men  aged  45  to  54  years  is  now  evi- 
dent However,  the  rates  in  older  men  and  women 
continue  to  rise.  Following  a long  trend  of  as- 
cending death  rates,  a plateau  in  the  overall  age- 
adjusted  death  rates  among  white  men  is  now  sug- 
gested. A similar  decline  for  women  will  probably 
not  be  evident  until  early  in  the  next  century’. 

These  patterns  are  consistent  with  profound 
changes  that  have  occurred  in  the  prevalence  of 
cigarette  smoking  over  the  past  JO  years.  It  is  ur- 
gent to  maintain  the  momentum  by  emphasizing 
smoking  cessation  and  prevention  programs. 

KE3'  WORDS;  LUNG  CANCER,  MORTAUTY,  TEXAS,  SMOKING 


Cigarette  smoking  costs  Texans  an  estimated 
$2.9  billion  annually,  or  $907  for  each 
smoker  aged  1 8 years  or  over  ( 1 ).  There  are 
an  estimated  16,000  smoking-related  deaths  an- 
nually in  Texas,  representing  1 3-6%  of  all  deaths 
( 1 ).  However,  there  ary  encouraging  signs  that  the 
smoking  epidemic  is  abating. 

In  1985  we  reported  in  Texas  Medicine  a de- 
crease in  death  rates  for  the  period  1 970  through 
1983  from  respiratory  cancers  among  younger  men 
in  Texas  ( 2 ),  but  we  were  unable  in  a companion 
report  ( 1 986 ) to  detect  a similar  encouraging  trend 
among  women  ( 3 ).  National  data  from  the  same 
period  showed  a leveling  off  of  age-adjusted  rates 
of  lung  cancer  among  white  men,  but  not  white 
women,  in  whom  incidence  and  mortality  each  con- 
tinued to  increase  at  about  6%  per  year  (4).  In  this 
report,  we  update  Texas  death  rates  for  lung  cancer, 
incorporating  the  most  recently  available  data  for 
the  years  1983  through  1986. 
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Methods 

Mortality  data  for  lung  cancer  (ICD  — O (Interna- 
tional Classification  of  Diseases — Oncology]  = 

162.0  — 162.9)  for  1970  through  1986  were  pro- 
vided by  the  Texas  Department  of  Health,  Cancer 
Registry  Division.  Population  estimates  were  sup- 
plied to  the  division  by  the  Bureau  of  Vital  Statistics 
and  Bureau  of  State  Health  Data  and  Policy  Analysis. 
Annual  age-  and  ethnic-specific  death  rates  for  white 
(non-Hispanic)  and  black  men  and  women  were 
computed.  Changes  over  time  were  evaluated  by 
calculating  linear  regression  values  for  each  age  and 
ethnic  group.  The  slope  of  the  linear  regression 
equation  is  the  rate  of  change  in  the  death  rate  per 

100.000  for  each  year  1970  through  1986.  A nega- 
tive value  denotes  a decrease  in  the  overall  death 
rate.  Age-adjusted  rates  (adjusted  to  1970  standard 


populations)  were  computed  in  ten-year  age  cate- 
gories (beginning  at  age  35)  for  each  age  and 
ethnic  group;  these  were  also  assessed  for  changes 
over  time. 

Results 

Age-adjusted  death  rates  for  men  and  women  of 
both  ethnic  groups  are  graphed  in  Fig  1 . The  rate 
for  black  men  surpassed  that  for  white  men  early  in 
the  1970s  and  has  remained  higher.  The  ethnic  dif- 
ference in  women  is  far  less  pronounced,  with  only 
marginally  higher  rates  in  white  women.  The  largest 
average  annual  rate  of  increase  was  noted  for  black 
men  ( 1.91/100,000)  and  the  lowest  rate  for  white 
men  (0.32/100,000).  White  and  black  women  had 
rates  of  increase  of  1.05/100,000  and  0.95/100,000 
respectively. 

The  rates  of  change  for  each  age,  sex,  and  ethnic 
group  are  tabulated  in  Fig  2.  For  each  ethnic  and 
sex  stratum  of  the  youngest  age  group  (35  to  44 
years  ),  there  was  an  overall  decline  in  mortality, 
most  evident  for  black  men  (—0.54/100,000)  and 
white  men  (—0.43/100,000)  (Fig  3).  However, 
abating  rates  were  also  present  for  white  and  black 
women  in  this  age  group  (rate  of  change  was  —0.21 
and  —0.27  respectively). 

Mortality  declined  among  white  men  aged  45  to 
54  years  markedly  (slope,  — 1.94/100,000)  and  less 
noticeably  in  black  men  ( -0.04/100,000)  (Fig  4). 
However,  rates  continued  to  increase  among  women 
of  this  age  group.  In  the  age  categories  beyond  54 
years,  progressive  increases  in  mortality  were  re- 
corded, with  the  highest  rate  of  change  at  each  age 
stratum  for  black  men  (Fig  2).  The  progressively  in- 
creasing death  rates  for  people  aged  65  to  74  years 
from  1970  through  1986  are  presented  in  Fig  5. 

Trends  in  cigarette  smoking  prevalence 

The  epidemic  of  cigarette  smoking  started  some  75 
years  ago,  and  peaked  in  the  mid- 1 960s,  when  na- 
tionally 52.9%  of  men  and  34.1%  of  women  were 
estimated  to  smoke  ( 5 ).  The  decline  since  has  been 
significant;  the  prevalence  estimates  of  cigarette 
smoking  for  1986  are  29. 5%  for  adult  men,  23-8% 
for  adult  women,  and  15.6%  for  people  from  12  to 
17  years  of  age  (6).  Black  men  have  always  had 
higher  rates  of  smoking  compared  with  their  white 
counterparts,  although  rates  have  declined  signifi- 
cantly among  both  groups.  The  prevalence  of  smok- 
ing among  black  women  exceeds  that  of  white 
women,  but  the  differences  between  women  are  far 
less  prominent  than  between  men,  as  is  reflected  in 
ethnic  lung  cancer  rate  differentials. 

The  choice  of  cigarette  product  has  shifted  dra- 
matically since  the  1950s.  The  proportion  of  domes- 
tic commercially  marketed  brands  that  yield  1 5 mg 
or  less  of  tar  (arbitrary  definition  of  lower  tar)  has 
increased  to  58.5%  since  I960,  when  modified  ciga- 


Texas  Medicine 


MARC'.ARF-T  R.  SPITZ,  MD,  MPH 
JOANNE  Ci,  SIOER,  MPM 
NANCY  S,  WEISS,  MPH 
Gir\'  R NEWELL,  MI) 


rettes  were  first  introduced  (7).  In  the  1950s,  1.4% 
of  smokers  used  filter-tipped  cigarettes,  compared 
with  92%  in  1979  (8).  Women  smokers  and  those 
of  higher  income  and  education  are  more  likely  to 
select  lower-yield  cigarettes  (8).  Although  more 
black  smokers  choose  cigarettes  of  higher  tar  and 
nicotine  content  than  do  whites,  they  tend  also  to 
smoke  fewer  cigarettes  per  day  ( 8 ), 

Comment 

The  National  Status  Report  to  Congress  states  “ex- 
tensive research  on  the  effects  of  tobacco  use,  the 
growing  awareness  of  the  health  hazards  associated 
with  cigarette  smoking,  and  the  acknowledgement 
of  the  rights  of  non-smokers  to  a smoke-free  en- 
vironment have  caused  federal  and  state  legislatures 
to  review  and  act  on  smoking-  and  health-related 
legislation”  ( 5 ).  The  resultant  cigarette  consump- 
tion trends  described  above  correlate  with  mor- 
tality patterns  for  lung  cancer  and  offer  some 
degree  of  optimism. 

Since  our  last  reports  (2,3),  the  decrease  in  lung 
cancer  mortality  among  younger  white  and  black 
men  has  accelerated.  Moreover,  among  black  men 
aged  45  to  54  years,  a downturn  occurred  in  the 
last  three  years  ( 1984  to  1986)  and  the  rate  of  in- 
crease among  white  men  aged  55  to  64  years  has 
slowed  still  further.  A decline  in  mortality  for  the 
youngest  category  of  white  and  black  women  is 
now  evident.  However,  the  data  for  older  women 
are  less  encouraging.  The  slopes  of  the  curves  for 
older  white  women  have  not  materially  improved, 
while  the  rate  of  increase  for  older  black  women 
has  even  accelerated. 

The  decline  in  mortality,  beginning  with  younger 
groups  and  shifting  progressively  to  older  groups,  is 
predictable.  The  proportion  of  people  who  have 
ever  smoked  has  decreased  progressively  with  each 
successive  male  cohort  born  after  1920,  and  with 
every  female  cohort  born  after  1940  (9).  The 
elderly  have  cumulatively  experienced  the  greatest 


2.  Rate  of  change! 1 00,000 ly ear  in  death  rates  from  lung  cancer, 
1970—1986,  by  race  and  sex. 
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I.  Age-adjusted  death  rates  from  lung  cancer,  by  sex  and  race,  1970-1986 
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3-  Regression  curces  for  lung  cancer  death  rates  by  sex  and  race,  1970- 1986.  for  ages  35-44. 
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exposure,  especially  to  cigarettes  of  dense  tobacco 
composition  and  high  tar  content  (10).  Maximum 
exposure  occurred  to  men  now  in  their  seventh  or 
eighth  decade,  but  to  women  who  are  now  only  in 
their  fifth  or  sixth  decades  (9)-  Younger  cohorts,  on 
the  other  hand,  were  chiefly  exposed  after  I960, 
when  modified  cigarettes  became  available.  The  risk 


4.  Regression  curces  for  lung  cancer  death  rates  by  sex  and  race,  1970- 1986,  for  ages  45-54. 


5.  Regression  curees  for  lung  cancer  death  rates  by  sex  and  race.  1970-1986,  forages  65—74. 


for  lung  cancer  in  long-term  smokers  of  filter  ciga- 
rettes is  reported  to  be  less  than  that  for  nonfilter 
smokers  (11). 

In  summary,  these  data  for  Texas  suggest  that  the 
reversal  in  the  historic  trends  of  cigarette  consump- 
tion has  exerted  a measurable  impact  on  lung  can- 
cer mortality,  particularly  for  younger  groups  and 
especially  among  men.  Following  a long  trend  of  as- 
cending death  rates  among  white  men,  a plateau  in 
age-adjusted  rates  is  now  suggested.  Horm  and 
Kessler,  however,  predict  that  a decline  in  the  age- 
adjusted  rate  for  women  will  not  be  evident  until 
early  in  the  next  century  (4).  To  maintain  the  mo- 
mentum, it  is  urgent  to  emphasize  smoking  preven- 
tion and  cessation  programs,  with  women  the 
primary  target  because  their  recent  rates  of  cessa- 
tion lag  behind  those  of  men  in  each  age  cohort. 
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of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  foUowing  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

P.1.0288 

Roche  Products  Roche  Products  Inc, 
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Texas  Medicine 


In  IBS,*  when  it's  brain  versus  bowel, 


TX 


7b  insist  on 
the  brand, 
be  sure  to 
sign  on  the 
“Dispense 
as  Written” 
line  of  your 
prescription. 


ITS  TIME 
HNITHE 
PEAOMAKEIt 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  efects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved.  Please  see  summary  of  prescribing  information  on  adjacent  page. 
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Is  Your  CPA 
Doing  His  Job? 

A certified  public  accountant  probably  makes  a bigger 
difference  in  the  success  of  a business  than  any  other 
professional. 

If  you  have  a CPA,  the  relationship  should  be  re- 
evaluated periodically,  because  the  right  person  can  help 
your  cash  flow. 

You  should  expect  and  be  getting  the  following: 

Timely  and  continuous  attention.  It  starts  with  being 
available.  Regular  advisory  meetings  should  be  scheduled 
throughout  the  year,  not  just  for  periodic  financial  state- 
ments or  year-end  closings. 

An  intimate  understanding  of  your  business.  An  astute 
CPA  studies  your  business  and  keeps  abreast  of  current 
trends 

Superior  advice.  Your  CPA  should  not  only  provide 
meaningful  financial  information — he  should  also  tell 
you  what  to  do  about  it. 

If  you  are  not  receiving  the  proper  attention.  I would 
appreciate  discussing  my  background  and  experience 
with  you.  Client  references  are  available  upon  request. 

Nick  Debes,  CPA— 713-462-7198 


FOR  YOU 

THE  DIGITAL  DOCTOR 

LAGUNA  BAY  COMPUTER  SYSTEMS 
OFFERS 

LAMOS 

A complete  automated 
medical  office  system. 

Business  Management  with 
interactive  medicai  records  • 
CONTROL  FILE  • FLEXIBLE  insurance 
processing  • Eiectronic  Claims 
Submission  • (Texas)  • Time  manager  • 
Multi-user  • Multipie  office  locations  • 
FAST  DATA  PROCESSING  plus  a 
60  DAY  TRIAL  OFFER. 

$999.00  for  Single  User* 

$1999.00  for  the  Multi-user  version  * 

WHY  PAY  TOO  MUCH  FOR  YOUR 
SOFTWARE  TRY  IT  BEFORE  YOU  BUY 

For  more  detailed  information  call 

The  Digital  Doctor 
2220  Maine  Drive  Ste  27 
Harlingen,  Texas  78550 
(512)  428-0281 

* Price  subject  to  change  without  notice, 

Software  only  Hardware  not  included. 


r\RAFATE' 

^^(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  Is  a chronic  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  aiways  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  In  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  assodated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other.  Issued  1/87 


Reference: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gasfroenfero/ 1987;9(4):395-399. 
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Carafete®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers!  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate: . therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 
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Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.  5 


ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  & Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 

cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  Y)rk  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Eariy  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons^he  U.S.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


##  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling-Scott. 

TTie  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  vdiere  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 
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Brenham  surgeon  W.F.  Hasskarl,  Jr,  MD, 
ohsert’es,  '“Because  many  of  our  state’s 
small  hospitals  are  forced  to  close  their 
doors,  fewer  doctors  trained  for  family 
practice  will  think  it  wise,  or  lucra- 
tive, to  establish  their  practices  in  a 
rural  area.” 

“(The  demise  of  the  country  doctor)  is 
disappointing  ” Dr  Hasskarl  says,  “not 
only  to  patients  in  rural  areas  who  are 
accustomed  to  individual  attention,  but 
also  to  those  practitioners  who  will  miss 
the  rewarding  experience  of  taking  care 
of  sick  individuals  in  a small  toum.  ” 

However,  Dr  Hasskarl  was  fortunate 
to  have  shared  his  father’s  life  as  a 
country  doctor.  W.F.  Hasskarl,  Sr,  MD, 
served  as  Washington  County  Health 
Officer  for  “as  long  as  I can  remember,  ” 
Dr  Hasskarl,  Jr,  recalls.  “He  is  one  of  the 
few  doctors  who  spent  a year  as  presi- 
dent of  the  Washington  County  Cham- 
ber of  Commerce.  He  also  was  the  last 
doctor  to  pronounce  death  after  a crimi- 
nal was  hanged  in  Brenham.  ” 

In  this  article.  Dr  Hasskarl,  Jr,  recalls 
his  father’s  contribution  to  life  as  a 
country  doctor. 


There  is  a saying,  “They  don’t  make 
them  like  they  used  to.”  I believe 
that  is  true  in  describing  the  coun- 
try doctor.  The  general  practitioners  who 
ventured  into  the  small  communities  in 
our  state  in  the  late  1 800s  and  early 
1900s  were  courageous  men.  They 
thought  a 24-hour  work  day  was  normal. 
They  certainly  did  not  anticipate  a speci- 
fied “day  off,”  and  few,  if  any,  could  be  as- 
sured a retirement  plan. 

Most  of  these  physicians  not  only  were 
active  in  civic  activities,  but  also  helped 
promote  the  building  of  the  soon-to-be- 
extinct  community  hospital.  After  these 
hospitals  were  a reality,  no  one  told  the 
physicians  how  many  days  they  could 
keep  their  patients  there. 

These  practitioners  worked  hard.  They 
knew  their  patients  by  name  and  loved 
them,  and  in  return  patients  remained 
loyal.  My  dad  was  one  of  these  hardy 
men.  He  lived  a full  life  and  did  a service 
to  mankind  that  few  get  the  opportunity 
to  perform. 

My  family  came  to  Texas  when  my 
grandfather,  a Lutheran  minister  from 
Iowa,  received  a call  from  a congregation 


They  don  t make  them  like 
they  used  to  . . . 
the  country  doctor 


in  Galveston.  My  father,  being  the  oldest 
son,  was  sent  to  a Lutheran  seminary. 
After  only  a short  time  he  came  home 
claiming  he  was  caught  smoking.  1 don’t 
think  it  was  meant  for  him  to  become  a 
preacher. 

However,  he  did  become  interested  in 
medicine,  and  he  worked  unloading 
boats  at  the  wharves  in  Galveston  to  earn 
money  to  pay  for  his  education  at  The 
University  of  Texas  Medical  Branch  in 
Galveston,  and  after  graduation,  he  had 
the  good  fortune  to  win  an  internship  at 
St  Mary’s  Hospital  in  Galveston.  Learning 
medicine  must  have  been  a labor  of  love 
for  my  dad.  He  took  care  of  the  wounds 
of  several  patients  with  leprosy  while  in 
medical  school.  He  even  persuaded  them 
to  contact  other  patients  with  leprosy  to 
come  in  for  care,  which  was  difficult  be- 
cause they  avoided  the  public  in  general. 
Before  my  father  graduated,  he  had  ap- 
proximately 32  patients  from  Galveston 
coming  to  the  outpatient  clinic. 

Before  he  came  to  Washington  County 
to  practice,  he  married  my  mother,  Dora 
Roberts,  who  was  a school  teacher  and  a 
member  of  my  grandfather’s  church.  Dad 
bought  a horse  and  buggy  and  settled  in 
a small  German  community  called  Prairie 
Hill,  which  is  north  of  Brenham. 

House  calls 

Dad  made  his  first  house  calls  on  a horse 
with  a saddle  and  saddle  bags  bought  es- 
pecially for  that  purpose. 

House  calls  in  those  days  were  a slow 
but  important  part  of  being  a doctor. 
Many  visits  meant  staying  to  eat  a meal, 
and  a maternity  case  sometimes  meant 
spending  the  night.  After  my  father  exam- 
ined a patient,  he  would  come  home, 
prepare  a prescription  for  the  patient, 
leave  it  in  the  back  window  of  his  small 
office,  and  go  to  bed.  'Hie  patient  or  a 
family  member,  usually  a farmer,  would 
have  to  catch  his  horse  or  mule;  ride  to 
my  dad’s  office;  pick  up  the  drug;  leave 
money,  potatoes,  chickens  or  whatever; 
and  return  home. 

My  father  found  that  he  needed  more 
than  one  horse  because  the  mud  in  the 
creek  bottoms  would  pull  the  hair  off  the 
horses’  legs,  and  they  became  too  sore  to 
be  ridden.  He  ended  up  with  four  horses 
at  one  time.  It  was  not  unusual  for  Dad 
to  catch  a nap  while  riding  home  from  a 
house  call,  and  most  of  his  horses  could 


find  their  way  home.  One  dark,  rainy 
night  my  dad’s  horse  refused  to  take  an- 
other step.  When  he  climbed  down  from 
the  saddle.  Dad  found  that  a bridge  had 
been  washed  away,  and  the  horse  he  had 
come  to  rely  on  may  have  saved  his  life. 

One  Sunday  my  father  left  the  house 
around  1 pm  and  arrived  home  at  3 am 
Monday.  During  that  time  he  had  made 
three  house  calls  and  had  ridden  some 
52  miles  on  the  same  horse. 

I have  always  been  fascinated  by  the 
surgery  he  performed,  such  as  appendec- 
tomies, in  a patient’s  home.  He  usually 
chose  a southeast  corner  room  because  it 
offered  good  light.  Doing  surgery  at  night 
was  much  more  difficult,  and  he  burned 
his  forehead  many  times  while  someone 
held  a kerosene  lantern  close  to  the 
wound  that  he  was  working  in. 

During  the  flu  epidemic  of  1918,  my 
dad  had  so  many  house  calls,  he  hired 
two  men  to  chauffeur  him  from  house  to 
house  so  he  could  take  a nap  between 
visits.  He  told  me  later  how  tender  his 
ears  became  when  using  a stethoscope  to 
listen  to  everyone’s  chest.  He  also  told 
me  how  despondent  he  became  when 
patients  died  and  how  hopeless  he  felt 
treating  patients  with  only  aspirin  and 
quinine. 


W.F.  Hasskarl  Sr.  MD.  with  the  saddle  and  saddle 
bags  he  used  while  making  house  calls  on  horseback 
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When  he  was  able  to  buy  a model  T 
Ford,  Dad  made  house  calls  in  much  less 
time,  and  he  did  like  to  drive  fast.  Every 
country  road  and  mud  hole  was  a chal- 
lenge to  him.  Many  times  a farmer  would 
have  to  get  his  mule,  horse,  or  tractor  to 
pull  him  out.  Finally,  he  had  a car  made 
with  a model  T body,  model  A engine,  a 
truck  rear  end  and  rear  fenders  that  were 
bent  skyward.  He  called  this  his  “mud 
dauber.”  He  spent  a lot  of  time  on  the 
road  around  the  county.  People  always 
were  “flagging  him  down,”  and  he  kept  a 
.38  caliber  Peacemaker  Colt  under  the 
car  seat.  When  they  stopped  him  and  saw 
the  six  shooter,  they  offered  no  problem, 
and  some  of  them  forgot  why  they  had 
stopped  him. 

When  1 arrived  in  Brenham  in  1949, 
my  father  bought  me  a four-wheel  drive 
jeep  station  wagon.  Just  after  a good  rain 
he  took  me  and  my  wife  Johnnie,  who 
was  approximately  five  months  pregnant, 
on  a test  ride.  True  to  his  adventurous 
driving  habits,  he  not  only  drove  in  and 
out  of  the  ditches,  he  also  left  the  road 
and  drove  the  jeep  across  someone’s 
empty  cotton  field.  My  wife  did  not  go 
into  labor,  but  1 thought  she  would — it 
took  me  a while  to  get  her  back  in  the 
jeep  after  that  incident. 

His  driving  was  not  Dad’s  only  distinc- 
tive habit.  1 remember  when  he  had 
spent  a lot  of  time  with  a young  patient 
dying  of  poliomyelitis.  My  father  knew 
the  disease  was  contagious,  but  did  not 
know  how  it  was  transmitted  from  one 
person  to  another.  So,  as  he  had  done 
after  returning  from  many  other  house 
calls,  he  stood  in  the  back  yard  and 
called  to  my  mother  to  throw  down  his 
night  clothes,  and  as  a safety  measure,  he 
changed  before  he  came  into  the  house. 

Surgery  in  the  country 

Early  in  his  practice.  Dad  and  my  mother 
and  two  older  sisters  moved  to  Brenham. 
He  took  time  from  his  busy  practice  to 
go  to  Chicago  and  work  under  such  sur- 
geons as  Dr  John  Benjamin  Murphy  of 
Murphy’s  button  fame.  He  bought  his 
own  surgical  instruments,  and  he  was 
proud  of  them.  There  was  not  much  talk- 
ing, and  no  joking,  in  the  operating  room. 
He  worked  fast  because  he  wanted  the 
anesthesia  time  to  be  as  short  as  possible, 
and  he  kept  his  incisions  small.  Through- 
out surgery  he  was  alert  to  the  patient’s 


respiration  and  plane  of  anesthesia.  Most 
often  the  referring  doctor  gave  open 
drop  ether  and  my  dad  had  to  tell  him 
when  to  let  up  and  when  to  pour  it  on. 
We  would  all  smell  of  ether  for  several 
hours  thereafter. 

I was  convinced  that  my  father  did 
good  surgery  and  used  good  surgical 
judgment.  My  opinion  was  based  on 
comparisons  with  the  work  of  surgeons  1 
had  scrubbed  with  at  Philadelphia  Gen- 
eral and  the  Mayo  Clinic.  When  I re- 
turned from  my  fellowship  at  the  Mayo 
Clinic,  my  father  turned  every  surgical 
case  over  to  me,  and  in  spite  of  my 
having  spent  four  years  in  Rochester, 
Minn,  1 learned  a lot  about  surgery  from 
him.  He  taught  me  a lot  of  surgical  judg- 
ment. The  only  real  quarrel  we  had  con- 
cerning surgery  was  on  postoperative 
ambulation.  He  couldn’t  believe  that  the 
postoperative  patient  should  be  out  of 
bed  in  less  than  four  to  five  days  after 
surgery.  After  seeing  that  some  of  my  pa- 
tients did  well,  he  came  around  and 
thought  it  was  one  of  his  best  ideas. 

My  father  could  not  stand  disobe- 
dience, and  he  had  little  time  for  non- 
sense while  he  was  working.  Once  a 
drunk  was  brought  into  the  emergency 
room  with  a deep  laceration  of  his  leg. 
The  man  wanted  to  sit  up  and  watch  my 
dad  work  on  his  leg,  “because  it  is  my 
leg.”  My  dad  sternly  told  him  to  lie  down. 
The  second  time  the  man  raised  up,  my 
father  quickly  backhanded  him  in  the 
face.  The  man  stayed  still  after  that.  I am 
sure  today  my  dad  would  be  sued  for 
taking  that  authoritative  action. 

My  father  worked  hard  and  was 
pleased  when  he  reported  enough  sur- 
gical cases  to  become  a Fellow  of  the 
American  College  of  Surgeons.  At  one 
time  he  was  asked  to  send  his  old  saddle 
and  saddle  bags  to  Chicago  to  be  on  dis- 
play at  the  American  College  of  Surgeons 
building  in  Chicago.  He  did  send  it  there, 
but  when  they  asked  him  to  come  up 
there  for  a picture  to  be  taken  with  the 
exhibit,  he  didn’t  care  to  go.  Publicity 
was  not  his  thing.  In  1947  the  Inter- 
national College  of  Surgeons  became  the 
organization  to  join,  and  my  dad  and 
mother  traveled  to  Mexico  City,  where 
he  gave  a paper  on  ovarian  tumors  to 
that  prestigious  organization. 

"When  our  clinic  partner.  Dr  Thomas 
Giddings,  returned  from  the  Navy,  and  I 


got  home  from  the  Air  Force,  our  little 
office  over  Citizen’s  Drugstore  became 
crowded.  The  idea  of  a clinic  for  a group 
practice  was  appealing  to  all  three  of  us. 
My  dad  bought  a few  books  and  got  in 
contact  with  many  clinics  around  the  na- 
tion and  composed  a document  that  we 
used  in  setting  up  the  first  group  practice 
in  this  area.  Even  though  changes  have 
been  made  in  the  original  framework, 
this  document  has  stood  up  pretty  well. 
Thirty  years  later  we  have  23  doctors  in 
our  organization. 

Family  life 

The  phone  calls  for  the  doctor  were 
steady,  and  he  spent  very  few  evenings 
without  at  least  one  house  call.  He 
usually  could  tell,  conversing  over 
the  phone,  whether  he  was  needed. 
Emergencies  always  interrupted  birthday 
parties  and  Christmas  activities.  But,  my 
father  did  enjoy  being  with  his  family, 
and  whenever  we  took  a trip,  it  was  a big 
event.  One  weekend  he  rented  a Lincoln 
touring  car,  and  we  drove  to  Corpus 
Christi,  which  was  a real  treat. 

My  dad  let  us  know  that  he  wanted  us 
to  attend  and  graduate  from  college.  He 
also  spent  much  money  on  our  summer 
trips  to  various  camps  in  the  hill  country. 
These  turned  out  to  be  valuable  experi- 
ences for  all  of  us. 

During  the  depression  my  dad  stayed 
busy,  even  though  no  one  had  money  to 
pay  for  his  services.  Since  some  of  us 
were  still  in  college,  he  must  have  spent 
little  on  himself  and  much  on  us.  I be- 
came good  at  opening  gates  for  my  dad 
and  was  glad  to  go  with  him  on  many 
house  calls.  We  visited  in  fine  homes  and 
in  many  poor  homes  and  shacks.  The 
walls  of  some  of  these  were  covered  with 
cardboard  and  newspaper  to  keep  out 
the  cold.  The  smell  of  the  woodburning 
stove  was  strong  and  our  clothing  kept 
that  odor  for  some  time.  He  kept  a good 
supply  of  drug  samples  for  all  those  who 
needed  them. 

While  making  a house  call  to  a home 
on  a hill  overlooking  Brenham,  my  dad 
noticed  that  the  corn  field  across  the 
street  had  a great  view  of  the  surround- 
ing country.  He  found  out  who  owned  it 
and  purchased  that  acre  of  land  for  his  fu- 
ture home.  Next  he  planted  oak  trees  and 
hired  an  architect,  Alfred  Finn.  Mr  Finn 
already  had  designed  the  Esperson  Build- 
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ing  in  Houston  and  the  Simon  Theatre  in 
Brenham.  My  dad’s  long-time  friend  and 
patient,  J.R.  Nix,  was  the  contractor,  and 
a fine  two-story’  home  was  completed. 

M\’  father,  mother,  and  sisters  named  it 
Farview.  In  1936,  during  the  Texas  Cen- 
tennial, Gov  James  V.  Allred  of  Texas  and 
visiting  Governor  La  Follette  of  Wiscon- 
sin were  our  guests  overnight. 

My  mother,  who  was  a quiet,  kind,  and 
loving  person,  died  when  I was  10.  I had 
two  older  sisters  and  one  younger,  so  my’ 
dad  became  a father  and  a mother.  My 
oldest  sister  Ruth  was  named  “Mother 
Duck,”  but  it  was  my  dad  who  really 
made  all  the  decisions.  To  complement 
the  raising  of  two  small  children,  my  fa- 
ther later  married  Kathry  n Mgebroff,  an 
RN  who  worked  at  the  old  Brenham  Hos- 
pital and  was  well  liked  by  all. 

Later  years 

After  some  of  us  were  through  college, 
my  father  began  to  do  some  deer  hunt- 
ing in  the  Fredericksburg  area  and  also 
would  go  to  Port  Isabel  for  kingfish  and 
tarpon  fishing.  Just  like  his  surgical  in- 
struments, he  bought  the  best  guns  and 
fishing  gear  that  was  available,  and  he 
also  was  a patron  of  Abercrombie  and 
Fitch  as  far  as  clothing  and  equipment 
were  concerned. 

Sometime  during  his  life  he  began 
wearing  custom-made  shirts,  and  not  too 
long  thereafter,  he  had  me  measured  by 
Hamilton  Brothers  in  Houston  so  that  I 
likewise  would  be  well  dressed.  When 
I was  at  The  University  of  Texas,  I was  a 
little  self  conscious  about  wearing  such 
a fine  shirt  to  classes,  yet  I wasn’t  able 
to  convince  my  dad  that  this  was  a little 
much.  He  also  bought  these  fine  shirts 
for  his  sons-in-law  and  even  our  clinic 
partner. 

My  parents’  experience  with  dairy 
farming  also  demonstrated  Dad’s  exacting 
standards.  He  bought  a farm  and  many 
fine  Jersey  cows  and  bulls,  some  of  which 
he  purchased  from  Canada.  He  had  the 
best  barns  built  with  the  best  lumber  for 
his  cows.  He  studied  the  blood  lines  for 
his  cows  and  his  herd  produced  milk 
with  very  high  butterfat.  He  even  de- 
signed an  incubator,  so  that  the  delicate 
young  Jersey  calves  could  be  kept  off  the 
ground  in  little  wooden  pens  until  they 
were  strong  enough  to  be  out  in  the  pas- 
ture. This  farm  was  great  recreation  for 


my  dad,  and  everything  was  going  great 
until  the  help  at  the  farm  developed  a 
tendency  to  walk  off  on  a weekend  or 
two,  and  he  and  my  stepmother  had  to 
milk  some  70  cows. 

My  dad’s  legs  were  strong,  and  he 
loved  to  walk.  Most  every’  evening  he 
would  walk  up  and  down  his  driveway. 

He  enjoyed  company,  but  keeping  up 
with  him  could  be  a problem.  He  liked 
to  play  golf  on  Sunday  afternoon,  even 
though  there  were  interruptions.  He  was 
well  coordinated,  and  he  like  competi- 
tion, At  one  time  he  wore  the  gold  belt 
buckle  that  signified  number  one  player 
at  the  Brenham  Country  Club.  He  played 
fast,  and  a bad  shot  would  cause  him  to 
throw  his  club  “at  a gopher”  he  was 
known  to  say.  He  was  a charter  member 
of  the  first  Brenham  Country’  Club  that 
was  established  in  1924  on  Highway  290. 
In  1951  he  was  a charter  member  of  the 
second  Brenham  Country  Club  that  is 
still  in  existence,  and  he  was  a charter 
member  of  the  Brenham  Rotary'  Club. 

Until  he  had  a team  of  doctors  working 
with  him,  he  did  not  allow  himself  many 
personal  indulgences,  but  in  later  years, 
when  he  knew  he  would  not  be  called 
out,  he  liked  to  take  a bath  and  have  a 
nightcap  before  retiring.  When  he  was 
young,  he  smoked  Bull  Durham  and  later 
switched  to  Chesterfields,  of  course  with 
no  filters.  For  some  reason  he  never  did 
develop  emphysema.  He  did  have  hyper- 
tension and  also  one  myocardial  infarc- 
tion that  I found  out  about  a year  or  two 
later. 

Toward  the  last  he  had  a stroke  that 
caused  weakness  in  his  right  arm.  After 
recovering  he  would  come  to  the  office 
and  visit  some  of  his  old  patients.  A year 
or  so  later  he  had  a second  stroke.  While 
napping  he  became  aroused  and  asked, 
“Who’s  smoking  in  here?”  My  wife  John- 
nie answered,  “You  know  who — it’s 
Johnnie.”  He  seemed  to  be  glad  to  have 
her  near.  He  died  an  hour  later.  He  w’as 
80  years  old. 

W.F.  HASSKARL,  JR,  MD 
600  N Park,  Brenham,  TX  '^78}} 


THERE  ARE 
VOUINTEERS 
TOHEIPNIAKE 
YDUR1AXES 
lESS  TAXING. 

Call  the  IRS  and  well  direct  you 
to  the  volunteers  nearest  you. 

/ 

Do  yourself  a favor.  File  your 
taxes  now  and  file  accurately. 

If  you  need  help  understanding 
the  recent  changes  in  the  tax 
laws  or  just  need  help,  there 
are  trained  volunteers  who  can 
help.  Call  or  visit  your  local 
IRS  office  today.  And  make 
your  taxes  less  taxing. 
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A Houston  First: 
Dedicated  Pediatric 
Operating  Suites 
in  a Major  Children’s 

Hospital. 


The  Ultimate  Surgical  Environment  for  Physicians, 

Children  and  Parents. 

The  Surgical  Department  of  one  of  America’s  foremost  pediatric 
hospitals  is  proud  to  offer  eight  state-of-the-art  surgical  suites  for 
children,  whose  surgical  care  is  distinctly  different  from  adults. 


Advanced  pediatric  moni 
toring  and  anesthesia 
equipment. 

The  extra  security  of  pediat 
ric  anesthesiologists  with 
specialized  knowledge  of 
anesthetic  agents,  depth  of 
sedation,  fluid  management 
and  pediatric  respiratory 
systems. 

A holding  area  with  a play- 
room atmosphere  complete 
with  wagons  and  toys  for 
distraction  and  reassurance. 
If  desired,  a youngster  will 
receive  anesthesia  in  an 
induction  room  designed 
like  a bedroom  and  in  the 
company  of  a parent. 


Sophisticated  post  operative 
monitoring  in  the  recovery 
room  by  a special  team  of 
pediatric  specialists. 

A comfortable  family  waiting 
room  adjacent  to  operating 
suites  so  family  members 
feel  close  by  and  available 
for  progress  updates. 


Texas 

Children’s 

Hospital 


• A post  anesthesia  care  unit 
where  after  initial  recovery, 
one  parent  can  remain  until 
the  child  awakens. 

• Streamlined  admitting  and 
pre- registration  procedures 
to  reduce  time  parents  must 
spend  at  the  hospital. 

• A highly  efficient  pre- 
registration, pre-testing  and 
orientation  system  for  Same 
Day  Surgery  patients. 

Please  call  for  more  information 
on  Texas  Children’s  Hospital’s 
new  pediatric  surgical  facili- 
ties and  how  they  enhance 
the  physician’s  ability  to  pro- 
vide the  finest  possible  care. 


In  the  Texas  Medical  Center 
Houston,  Texas 

PEDIATRIC  SURGICAL  INFORMATION 

Sylvia  Doyle 

Director  of  Operating  Suites,  PACU  and  Same  Day  Surgery' 
713/798-1010 
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Last  month  125,0t)0  of  your 
eollciigues  learned  all  this. 

It  took  them  just  35  minutes. 


The  age  old  challenge.  How  do  you  keep  down  the 
time  it  takes  to  keep  up  to  date? 

The  answer  is  simple. 

You  do  it  with  CONSULTANT. 

CONSULTANT  SOLVES  THE  PROBLEM  OF 
INFORMATION  VS.  TIME.  Period.  The  key: 
CONSULTANTS  unique  editorial  format— EVERYTHING 
YOU  NEED  TO  KNOW,  FROM  CLINICAL  ADVICE  TO 
COST  CONTAINMENT,  in  a quick,  readable,  style. 

And  since  CONSULTANT’S  contributors  are  physician 
authors,  SOME  OF  THE  BRIGHTEST  NAMES  IN 


MEDICINE  ARE  AVAILABLE  FOR  FREE  CONSULTATION. 

Such  as  Henry  Black,  Yale  University  School  of  Medicine; 

Faith  Fitzgerald,  University  of  California  School  of  Medicine 
at  Davis;  Dale  Murphy,  Akron  (Ohio)  City  Hospital; 

Frank  Myers,  College  of  Osteopathic  Medicine,  Athens,  Ohio; 
David  Nash,  University  of  Pennsylvania;  Robert  Rakel, 

Baylor  College  of  Medicine;  Edward  Shahady,  University  of 
North  Carolina  School  of  Medicine. 

THIS  MONTH,  PICK  UP  THE  INFORMATION  YOU  NEED. 
PICK  UP  SOME  TIME  GETTING  IT.  PICK  UP  CONSULTANT. 
CONSULTANT.  Value — cover  to  cover. 
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Medicine  and  the  \maw 


The  federal  antitrust  laws — a 
primer  for  physicians 

The  pressures  placed  upon  the  medical  profession  by  its 
growth  and  the  push  for  cost  containment  are  causing  in- 
creased economic  scrutiny  of  medical  procedures  and  organi- 
zations of  health  care  providers  and  competition  in  the 
medical  profession.  Hospitals,  health  maintenance  organiza- 
tions (HMOs),  and  physicians,  whether  operating  indepen- 
dently or  in  groups,  must  consider  the  various  antitrust 
implications  of  their  actions.  On  Dec  6,  1988,  Charles  F.  Rule, 
assistant  attorney  general.  Antitrust  Division,  US  Department 
of  Justice,  in  a speech  to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  during  its  interim  session,  stated 
that  the  Department  of  Justice  is  conducting  several  grand 
jury  investigations  into  allegations  of  criminal  violations  of 
antitrust  laws  by’  physicians  ( I ).  Therefore,  it  is  imperative 
for  physicians  to  be  familiar  with  the  federcd  antitrust  laws 
and  their  effect  on  the  medical  profession.  This  article  an- 
swers questions  physicians  commonly  ask  about  the  federal 
antitrust  laws.  An  accompanying  article  beginning  on  page 
22  discusses  recent  related  activities  of  the  Department  of 
Justice  and  the  Federal  Trade  Commission.  Texas  Medical  As- 
sociation President  Val  Bonirn,  MD,  remarks  on  the  issue  in 
an  editorial  on  page  6. 

Q.  What  are  the  basic  antitrust  statutes  and  their  prohibitions? 

A.  The  principle  federal  antitrust  statutes  are  the  Sherman  Act, 
the  Federal  Trade  Commission  Act,  the  Clayton  Act,  and  the 
Robinson-Patman  Act,  which  is  codified  as  an  amendment  to 
the  Clayton  Act.  The  Sherman  Act  has  particularly  widespread 
application,  including  the  health  care  area.  The  Sherman  Act 
( 2 ) prohibits  contracts,  combinations,  and  conspiracies  that  re- 
strain trade  (3).  This  act  also  prohibits  monopolization,  at- 
tempts to  monopolize,  and  conspiracies  to  monopolize  (4). 

The  Federal  Trade  Commission  Act  ( 5 ) contains  two  pro- 
hibitions. The  first  prohibits  “unfair  methods  of  competition,” 
(6)  which  encompass  not  only  all  Sherman  and  Clayton  Act 
violations,  but  also  restraints  of  trade  contrary'  to  the  policy  or 
spirit  of  those  laws  ( 7 ).  The  second  prohibition  encompasses 
“unfair  deceptive  acts  or  practices.”  It  prohibits  false  or  mis- 
leading advertisements  or  representations  as  well  as  practices 
that  are  “unfair”  to  consumers  (8). 

The  Clayton  Act  (9),  including  the  Robinson-Patman  Act 
amendments,  (10)  declares  certain  specific  actions  or  prac- 
tices to  be  illegal.  Section  2 of  the  Clayton  Act  ( popularly 
known  as  the  Robinson-Patman  Act ) makes  it  unlawful  to 


Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


charge  different  purchasers  different  prices  for  the  same  com 
modity  if  the  practice  may  lessen  competition  (11).  Section  3 
of  the  Clayton  Act  prohibits  exclusive  dealing  arrangements 
that  tie  sales  and  requirements  contracts  involving  the  sale  of 
commodities,  where  the  effect  may  be  to  substantially  lessen 
competition  ( 12).  A tie-in  occurs  when  a party  will  sell  one 
product,  the  ty  ing  product,  only  if  the  buyer  purchases  a sec- 
ond product,  the  tied  product.  This  allegation  has  occurred  in 
the  hospital  setting  when  a hospital  signs  an  exclusion  agree- 
ment with  a particular  specialty,  such  as  anesthesiologists  or 
radiologists. 

Q.  What  are  the  penalties  for  violating  the  federal  antitrust 
laws? 

A.  A violation  of  the  Sherman  Act  is  a felony  with  a fine  not  to 
exceed  SI  million  if  a corporation  or  $100,000  if  a person 
other  than  a corporation,  imprisonment  not  to  exceed  three 
years,  or  both  fine  and  imprisonment  at  the  discretion  of  the 
judge  (13). 

A violation  of  the  Federal  Trade  Commission  Act  gives  rise 
to  a civil  penalty  of  not  more  than  $10,000  for  each  violation. 
The  court  may  grant  mandatory  injunctions  and  other  equi- 
table relief  ( 1 4 ). 

A violation  of  the  Clayton  Act  brings  a civil  penalty  of  not 
more  than  $5,000  (15). 

Q.  Who  enforces  the  federal  antitrust  laws? 

A.  The  federal  antitrust  laws  are  enforced  by  the  Antitrust  Di- 
vision of  the  Department  of  Justice,  the  Federal  Trade  Commis- 
sion, state  attorneys  general,  and  by  suits  brought  by  private 
parties. 

The  Department  of  Justice  has  responsibility  for  enforcing 
the  Sherman  Act  and  the  Clayton  Act.  The  Federal  Trade  Com- 
mission and  the  Antitrust  Division  jointly  must  be  notified  of 
certain  proposed  mergers,  acquisitions,  and  tender  offers.  The 
Federal  Trade  Commission  enforces  the  Federal  Trade  Commis- 
sion Act  and,  with  the  Department  of  Justice,  the  Clayton  Act. 

Private  parties  also  ma^  bring  suit  in  federal  court  either  to 
recover  threefold  the  damages  suffered  or  to  enjoin,  or  stop,  a 
violation  of  the  antitrust  laws  (16).  Many  private  treble- 
damage actions  are  brought  as  class  actions  under  Rule  23  of 
the  Federal  Rules  of  Civil  Procedure.  In  class  actions,  a small 
group  of  plaintiffs  represents  the  interests  of  all  persons  in  the 
same  or  similar  circumstances.  The  result  of  the  lawsuit  ad- 
dresses the  interest  of  the  persons  not  named  in  the  lawsuit 
and  the  result  is  binding  on  all  persons  in  the  class  as  a whole. 
All  issues,  such  as  damages  for  the  entire  class,  are  considered 
at  the  same  trial. 

Q.  What  is  a conspiracy  in  a health  care  antitrust  lawsuit? 

A.  In  the  health  care  context,  as  in  any  other  kind  of  antitrust 
case,  establishing  a contract,  combination,  or  conspiracy  under 
section  1 of  the  Sherman  Act  requires  that  the  presence  of  two 
essential  elements  be  proven  ( 2 ).  First,  the  plaintiff  must  show 
a plurality  of  actors.  At  least  two  parties  must  contract,  com- 
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bine,  or  conspire.  Second,  the  plaintiff  must  show  that  the  par- 
ties in  question  actually  acted  in  concert  with  one  another 
(17).  In  this  connection,  when  physicians,  acting  as  part  of  the 
medical  staff,  participate  in  peer  review,  they  act  in  combina- 
tion. If  this  were  the  entire  extent  of  the  law,  then  protection 
from  imposition  of  liability  would  be  limited  to  the  existence 
of  jurisdiction  and  whether  the  purpose  or  effect  of  the  deci- 
sion was  anticompetitive.  However,  in  the  absence  of  an  inde- 
pendent personal  stake,  there  is  no  conspiracy  between  a 
hospital  and  its  staff.  They  are  looked  upon  as  a single  eco- 
nomic unit  (18).  There  are  exceptions  to  this  analysis  and  phy- 
sicians should  be  aware  of  the  case  of  Patrick  v Burget  (19), 
which  is  discussed  later  in  this  article. 

Q.  What  is  the  Per  Se  Rule  and  the  Rule  of  Reason  in  an  anti- 
trust lawsuit? 

A.  The  Supreme  Court  has  held  that,  while  most  restraints  of 
trade  must  be  analyzed  in  terms  of  their  nature,  purpose,  and 
effect,  some  types  of  restraint  are  so  inimical  to  competition 
and  so  unjustified  that  they  are  conclusively  presumed  to  be  il- 
legal. These  types  of  restraints  are  called  per  se  violations.  The 
Supreme  Court  has  ruled  that  certain  practices  are  so  per- 
nicious in  their  effect  on  competition  and  devoid  of  any  re- 
deeming virtue  that  they  are  conclusively  presumed  to  be 
unreasonable  and  therefore  illegal  without  elaborate  inquiry  as 
to  the  harm  they  have  caused  or  the  business  excuse  for  their 
use  ( 20  ).  Among  the  practices  that  the  courts  have  held  un- 
lawful in  and  of  themselves  are  price  fixing,  division  of  mar- 
kets, group  boycotts  or  concerted  refusals  to  deal,  and  tying 
arrangements. 

Where  the  conduct  in  question  cannot  be  said  to  be  inher- 
ently suspect  or  facially  anticompetitive  and  arguably  could 
have  the  potential  to  create  and  enhance  competition,  a factual 
inquiry  needs  to  be  made  to  determine  whether  the  conduct  is 
significantly  anticompetitive  and  therefore  illegal  (21).  In 
determining  whether  a particular  course  of  conduct  is  unrea- 
sonably anticompetitive,  the  pro-competitive  attributes  are  bal- 
anced against  the  anticompetitive  attributes.  The  decision- 
maker examines  the  asserted  justification  for  the  action,  as  well 
as  the  effect  or  likely  effect  the  anticompetitive  conduct  will 
have  on  the  relevant  market.  This  type  of  analysis  is  called  the 
Rule  of  Reason. 

Q.  Are  there  any  statutory  exemptions  to  the  federal  laws? 

A.  The  McCarran-Ferguson  Act  (22),  passed  in  1945,  provides 
federal  antitrust  exemptions  under  certain  circumstances  for 
the  insurance  industry.  In  section  ( 1 ),  Congress  declared  that 
state  regulation  and  taxation  of  in.surance  is  in  the  public  inter- 
est (23).  Section  2(a)  expressly  provides  that  the  business  of 
insurance  is  subject  to  state  taxation  and  regulation  ( 24).  Sec- 
tion ( 2 Xb ) provides  that  no  federal  law  preempts  any  state  law 
that  regulates  or  taxes  insurance,  except  that,  after  June  30, 
1948,  the  Sherman,  Clayton  and  Federal  Trade  Commission 
acts  apply  to  the  insurance  business  to  the  extent  that  it  is  not 
regulated  by  state  law  ( 25 ).  Section  3(b)  provides  that  the  Sher- 
man Act  is  applicable  to  any  agreement  to  boycott,  coerce,  or 


intimidate  or  any  act  of  boycott,  coercion,  or  intimidation  ( 26). 

Under  the  McCarran-Ferguson  Act,  three  questions  must  be 
answered  in  determining  whether  particular  conduct  is  ex- 
empt from  successful  antitrust  challenge:  ( 1 ) Is  the  conduct 
part  of  the  business  of  insurance?  (2)  Does  state  law  regulate 
the  business  of  insurance  law?  and  ( 3 ) Does  the  conduct  in 
question  constitute  any  agreement  to  boycott,  coerce,  or  in- 
timidate or  any  act  of  boycott,  coercion,  or  intimidation? 

Q.  What  is  the  significance  of  the  Patrick  v Burget  case? 

A.  In  Patrick  v Burget  (19),  the  plaintiff  physician  filed  an 
antitrust  claim  against  his  former  partners  and  a hospital  when 
his  staff  privileges  were  terminated  following  a peer  review 
proceeding.  The  plaintiff  physician  introduced  substantial  evi- 
dence that  the  peer  review  process  was  conducted  in  bad 
faith.  At  trial,  the  jury  found  in  favor  of  the  plaintiff  physician 
and  awarded  him  approximately  S2  million  in  damages.  The 
defendant  physicians  then  appealed,  arguing  that  because 
Oregon  law  required  that  physicians  participate  in  peer  re- 
view, their  action  was  really  the  action  of  the  state  and  thus 
protected  by  the  “state  action  exemption.”  The  appellate  court 
agreed  with  the  defendants  and  reversed  the  lower  court’s  de- 
cision. The  Supreme  Court,  however,  reversed  the  appellate 
court’s  decision,  holding  that  Oregon’s  regulation  of  hospital 
medical  staff  credentialling  decisions,  which  require  medical 
staff  to  participate  in  peer  review,  did  not  provide  for  the  type 
or  degree  of  state  supervision  necessary  to  exempt  peer  re- 
view actions  from  federal  antitrust  liability.  The  court  also  held 
that  federal  antitrust  laws  apply  to  peer  review  decisions  just 
as  they  apply  to  most  other  activities  by  professional  groups. 

In  its  decision,  the  Supreme  Court  created  a standard  of 
state  supervision  of  peer  review  actions  that  few,  if  any,  states 
currently  meet.  The  result  can  only  be  an  increased  uneasiness 
and  unwillingness  of  physicians  to  participate  in  peer  review. 
The  Patrick  case  also  will  increase  reliance  upon  the  provi- 
sions of  the  Health  Care  Quality  Improvement  Act  of  1986 
(27)  to  gain  the  immunity  protection  of  that  act. 

Q.  What  is  the  significance  of  the  Health  Care  Quality  Im- 
provement Act  of  1986? 

A.  Due  to  the  concerns  raised  by  Patrick  v Burget  ( 19 ),  Con- 
gress passed  the  Health  Care  Quality  Improvement  Act  of  1986 
(27).  When  a state,  as  has  Texas,  “opts  in”  for  liability  protec- 
tion, that  protection  applies  to  all  laws  except  state  civil  rights 
laws  (28).  The  act  provides  immunity  from  damages  under  any 
federal  law,  or  state  law  in  certain  situations,  for  peer  review 
actions  that  meet  the  due  process  and  other  requirements  of 
the  act.  Under  federal  law  this  immunity  applies  to  all  laws  ex- 
cept civil  rights  laws.  However,  the  act  does  not  prohibit  an 
antitrust  action  brought  by  the  United  States  attorney  general 
or  a state  attorney  general. 

If  the  requirements  of  the  act  are  met,  the  following  are  pro- 
tected: ( 1 ) the  peer  review  body,  ( 2 ) members  of  and  staff  to 
the  peer  review  body,  (3)  any  person  under  formal  agreement 
to  the  body,  and  (4)  any  person  who  participates  with  or  as- 
sists the  body  in  the  peer  review  action. 
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There  is  no  immunity  under  the  act  if  the  peer  review  action 
is  based  on  factors  other  than  a physician’s  competence  and 
professional  conduct  ( ie,  the  physician’s  membership  in  a par- 
ticular association,  his  fees,  advertising,  participation  in  pre- 
paid health  plans,  or  other  competitive  business  acts ) ( 29  ). 

Q.  What  is  the  State  Action  Doctrine? 

A.  The  State  Action  Doctrine  shields  actions  from  antitrust 
laws  if  two  conditions  are  met  ( 30).  First,  the  anticompetitive 
actions  must  be  taken  pursuant  to  an  affirmatively  expressed 
and  clearly  articulated  state  policy  to  supplant  competition. 
Second,  the  activities  must  be  subject  to  active  state  super- 
vision. Both  conditions  must  be  met  before  immunity  will  ap- 
ply. In  the  Patrick  case,  the  Supreme  Court  did  not  find  that 
the  state’s  supervision  of  hospitals  and  physicians  sufficient  to 
meet  the  test  for  state  action  immunity. 

Q.  Is  there  a “learned  profession”  exception  to  the  federal 
antitrust  laws? 

A.  There  is  no  exemption  from  the  federal  antitrust  laws  for 
doctors,  lawyers,  engineers,  or  other  learned  professions.  The 
United  States  Supreme  Court  in  Goldfarb  v Virginia  State  Bar 
(31 ) rejected  the  notion  that  certain  professions  are  exempt 
from  application  of  the  antitrust  laws. 

Q.  What  is  the  Noerr-Pennington  doctrine? 

A.  The  first  amendment  to  the  United  States  Constitution  guar- 
antees the  right  to  petition  the  government.  Accordingly,  par- 
ticipation in  government  proceedings  does  not  subject  the 
participant  to  antitrust  liability,  even  if,  as  a result  of  such  a 
proceeding,  a competitor  is  disadvantaged.  This  immunity  for 
joint  action  is  called  the  Noerr-Pennington  doctrine  ( 32  ).  It 
protects  actions  undertaken  to  influence  the  legislature,  execu- 
tive, judiciary,  or  administrative  agencies.  Therefore,  physi- 
cians may  join  together  and  petition  their  federal  and  state 
governments  to  take  certain  actions  affecting  health  care  by 
sponsoring,  opposing,  or  supporting  legislation  or  regulations, 
regardless  of  the  effect  the  activity  has  on  competition. 

However,  when  participation  is  a “sham”  and  the  actual  mo- 
tive is  to  injure  a competitor,  such  conduct  is  not  protected. 

Conclusion 

A familiarity  with  the  basic  fundamentals  of  the  federal  anti- 
trust laws  will  help  physicians  avoid  conduct  that  violates  the 
law.  If  a physician  is  concerned  about  engaging  in  cooperative 
behavior  with  other  professionals,  the  physician  should  consult 
with  an  experienced  antitrust  attorney.  Even  Charles  F.  Rule 
admits,  “With  the  advice  and  assistance  of  experienced  coun- 
sel, the  physician  can  achieve  practically  any  legitimate  com- 
mercial or  professional  objective  without  violating  the  anti- 
trust laws”  ( 1 ). 

C.J.  FRANCISCO  III,  JD 

TMA  Assistant  General  Counsel 
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Texas  Medicine 


BE  THERE  APRIL  5! 

CAPITOL  HEALTH  DAY 
VYednesday,  April  5,  1989 
Texas  State  Capitol  Rotunda/Radisson  Plaza  Hotel 


You  care.  Texas  Medicine  (^res.  And  April  5,  1989,  is  your 
day  to  show  the  Texas  Legislature  that  you  care.  Be  part  of 
Texas  medicine’s  presence  in  Austin  and  the  State  Capitol  on 
Capitol  1 lealth  Day,  a joint  event  of  the  TMA  Auxiliar>'  and  TM  A. 

The  Capitol  Health  Fair  will  occupy  the  Capitol  Rotunda 
from  9 am  to  3 pm.  The  auxiliary  also  will  spxinsor  a 
luncheon  honoring  members  of  the  71st  Legislature  at  noon 
at  the  Radisson  Plaza  Hotel.  It  will  be  an  exciting  day  for 
Texas  medicine.  Be  part  of  the  excitement  during  Capitol 
Health  Day: 

ATTEND  THE  RIBBON  CUTTING  for  the  Capitol  Health 
Fair  promptly  at  9:00  am.  It’ll  be  a star-studded  occasion, 
and  >'our  attendance  is  very  important.  A shuttle  bus  will 
return  you  to  the  Radisson. 

PROVIDE  HEALTH  TUSTS  for  legislators,  Capitol  staff,  and 
visitors  by  staffing  your  county’s  booth  in  the  Capitol  Health 
Fair.  Contact  your  local  auxiliary  president  or  health  fair 
chairman  to  get  on  the  schedule. 


.lOIN  YOUR  LEGISLATORS  FOR  A LUNCHEON  IN 
THEIR  HONOR  at  12  noon  (reception  at  11:30),  also  at  the 
Radisson.  Get  better  acquainted  and  enjoy  a talk  by  political 
humorist  Leonard  Passmore.  Space  is  limited  so  register  early. 

V’ISIT  THE  CAPITOL  after  lunch,  either  to  attend 
committee  hearings  or  to  visit  with  your  legislators  or  their 
aides  about  medical  legislation  and  public  health  issues  such 
as  child  abuse,  teen  pregnancy,  chemical  dependency, 
smoking,  AIDS  and  others. 

Call  the  Radisson  for  overnight  accommodations,  toll  free 
1-800-333-3333;  be  sure  to  say  you’re  with  the  TMA 
Auxiliary  for  the  special  rate  of  )$65/single;  870/double. 

Do  your  part  to  show  that  Texas  Medicine  Cares.  Physicians 
and  spouses  are  needed  and  welcome.  Register  today  for 
Capitol  Health  Day. 

.Advance  registration  and  refund  deadline:  March  31. 


LEARN  FROM  IXIBBYIST  KIM  ROSS  about  the  status  of 
medicine’s  issues,  what  you  can  do,  and  what  you  should 
discuss  when  you  meet  with  your  legislators;  at  the 
Radisson  from  9:30  to  11:30  am. 


Yes!  1 will  be  in  Austin  for  Captiol  Health  Day  on  April  5,  1989.  I will  take  part  in  the  following  activities: 

□ Capitol  Health  Fair  in  Rotunda — 9am-3pm 

□ Ribbon-Cutting  Ceremony  for  Capitol  Health  Fair— 9am 

□ Ixigislative  Briefing  by  Kim  Ross— 9:30am 

□ Luncheon  Honoring  the  71st  Texas  l>egislature— 11:30am 

□ Visits  to  the  Capitol  in  the  Afternoon — l-5pm 

Please  reser\'e tickets  @ 820  for  the  luncheon 

Total  enclosed  8 . 


I 

I 

I 

I 

I 

I 

I 

■ 


1 will  pick  up  my  materials  at  □ The  Capitol  □ The  Radisson  Hotel.  (Please  make  checks  to  the  TMA  Auxiliary.) 
If  you  are  purchasing  tickets  for  others  in  addition  to  yourself,  print  their  names  on  the  back  of  this  form. 


Vbur  name 


Physician’s  First  Name 

Address 

Gity/Zip 


Send  registration  form  to: 
1801  North  Lamar 
Austin.  Texas  78701 

.Kdraiicu  registnition  deadline 
is  Mareh  ,11.  No  refunds  after 
that  date. 
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Clinical  fkbstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Pharmacologic  aspects  of  cigarette  smoking  and  nicotine 
addiction.  Neal  L.  Benowitz,  MD.  (Massachusetts  Medical  So- 
ciety), New  England  Journal  of  Medicine,  vol  319,  no  20, 
pp  1318-1330. 

Nicotine  has  been  consumed  in  the  form  of  tobacco  and  other 
plants  for  many  hundreds  of  years.  The  compulsive  use  of  to- 
bacco has  been  observed  in  nearly  every  culture  into  which 
tobacco  has  been  introduced.  Nearly  30%  of  adult  Americans 
smoke  despite,  in  most  cases,  a desire  to  quit  and  despite  com- 
mon knowledge  of  health  hazards.  Their  failure  to  quit  smok- 
ing is  attributable  in  large  part  to  the  addictive  properties  of 
nicotine.  Recently,  nicotine  has  become  available  as  a phar- 
maceutical agent,  marketed  as  a chewing  gum  to  help  people 
stop  smoking.  In  addition  to  its  direct  effect  on  health,  ciga- 
rette smoking  also  influences  the  response  to  many  drugs, 
causing  the  failure  of  medical  therapy  in  some  cases,  or  drug 
toxicity.  This  article  examines  the  mechanisms  of  action  and 
pharmacologic  properties  of  nicotine  in  humans,  the  role  of 
nicotine  in  determining  cigarette-smoking  behavior,  the 
clinical  application  of  nicotine-substitution  therapy,  and  the  in- 
fluence of  cigarette  smoking  on  treatment  with  other  drugs. 


Systemic  mast  cell  disease.  Analysis  of  58  cases  and 
literature  review.  William  D.  Travis,  MD;  Chin-Yang  Li,  MD; 
Erik J.  Bergstralh,  MS;  et  al.  (Williams  & Wilkins),  Medicine, 
vol  67,  no  6,  pp  345-368. 

Systemic  mast  cell  disease  ( SMCD  ) is  characterized  by  abnor- 
mal proliferation  of  mast  cells  that  infiltrate  the  bone  marrow, 
spleen,  liver,  skin,  and  lymph  nodes.  The  cause  is  unknown. 

For  most  patients  the  prognosis  is  excellent.  However,  some 
patients  have  a progressive  form  of  the  disease  and  survive  for 
only  two  to  three  years.  Moreover,  some  patients  with  a favor- 
able prognosis  may  be  relatively  asymptomatic,  whereas  others 
may  have  severe  symptoms.  Although  the  disease  was  reported 
four  decades  ago,  it  is  rare  and  little  clinical  information  is 
available.  Various  criteria  have  been  proposed  to  classify  SMCD 
into  benign  and  malignant  forms,  but  prediction  of  the  clinical 
outcome  for  an  individual  patient  remains  difficult.  The  au- 
thors reviewed  the  records  of  58  patients  with  SMCD  who 
were  examined  at  the  Mayo  Clinic  between  1954  and  1985. 
Their  intent  was  to  identify  the  clinical  and  pathologic  features 
important  in  predicting  survival  in  patients  with  this  disease. 
Multivariate  analysis  revealed  five  independent  significant  pre- 
dictors of  survival. 


Kidney  stones.  How  new  technology  has  improved  man- 
agement. Stevan  B.  Streem,  MD.  (McGraw-Hill),  Postgraduate 
Medicine,  vol  84,  no  8,  pp  11 -IS,  81-86,  88-89. 

Patients  with  kidney  stones  no  longer  must  face  surgical  treat- 
ment followed  by  several  weeks  of  recuperation.  Newer 
lithotripsy  techniques  require  only  a short  hospital  stay  and 
are  more  tolerable  and  economical.  The  author  reviews  the 
principles  and  applications  of  three  current  techniques — 
shock  wave,  ultrasound,  and  laser  lithotripsy. 


Retinitis  pigmentosa.  Roberta  A.  Pagon,  MD.  Survey  of  Oph- 
thalmology, vol  33,  no  3,  pp  137-177. 

Retinitis  pigmentosa  is  a clinically  and  genetically  heterogene- 
ous group  of  hereditary  disorders  in  which  there  is  progressive 
loss  of  photoreceptor  and  pigment  epithelial  function.  The 
prevalence  of  retinitis  pigmentosa  is  between  1/3,000  and 
1/5,000  making  it  one  of  the  most  common  causes  of  visual  im- 
pairment in  all  age  groups.  The  natural  history,  differential  di- 
agnosis, diagnostic  clinical  and,  and  electrophysiologic  findings 
are  reviewed.  Generalizations  about  the  different  genetic  sub- 
types  of  retinitis  pigmentosa  are  reviewed  along  with  the  uses 
of  DNA  probes  for  linkage  studies.  Syndromes  in  which  reti- 
nitis pigmentosa  is  a manifestation  are  summarized. 


Nonsurgical  therapy  of  gallstones:  implications  for  imag- 
ing. Joseph  F.  Simeone,  Peter  R.  Mueller,  and  Joseph  T.  Fer- 
rucci.  (American  Roentgen  Ray  Society),  A//?,  vol  152,  no  1 pp 
11-17. 

The  year  1988  represented  a major  landmark  in  the  diagnosis 
and  management  of  gallstone  disease.  First  and  most  important 
is  the  virtual  revolution  in  treatment  as  several  new  non- 
surgical modes  of  therapy  are  being  introduced  almost  simulta- 
neously to  physicians  in  the  United  States.  These  include  oral 
bile  acids,  extracorporeal  shock-wave  lithotripsy  (ESWL),  and 
contact  dissolution  with  methyl  tert-hutyl  ether  (MTBE).  Paral- 
leling these  developments,  gallstone  imaging  is  undergoing  a 
similar  period  of  rapid  transition.  As  these  new  therapeutic 
techniques  become  more  widely  available,  diagnostic  gallstone 
imaging  will  become  a more  rigorous  and  demanding  exercise. 
Heretofore,  the  only  therapy  available  was  cholecystectomy, 
and  therefore  the  only  issue  for  radiologic  interpretation  was 
whether  gallstones  were  present.  A positive  or  negative  answer 
sufficed.  However,  because  all  the  new  nonsurgical  modes  of 
therapy  are  predicated  on  specific,  objective,  morphologic 
characteristics  of  the  gallstone,  the  number  of  gallstones,  and 
functional  status  of  the  gallbladder,  there  is  a new  need  to 
quantify,  characterize,  and  measure  gallstones  and  to  deter- 
mine the  patency  of  the  cystic  duct.  Sonographic  and  chole- 
cystographic  techniques  will  necessarily  become  more  refined. 
The  authors  review  some  of  these  new  requirements  in  the 
imaging  diagnosis  of  gallstones. 
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No  refunds  after  April  24. 
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Annual  Session  and  Scientific  Programming  or  see  your  copy  of  the 
Advance  Program  to  be  mailed  in  mid  February. 
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The  Program  and  Abstracts  of  the  122nd  Medical  Association 
Annual  Session  will  be  available  in  early  April.  If  you  wish  to 
order  your  copy  in  advance,  please  return  this  coupon  with  a 
check  for  $5.00  to  Texas  Medical  Association,  Finance 
Department,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Please  send  me  a copy  of  the  Program  and  Abstracts  for  the 
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Texas  Medical  Association 


}R  HOUSING  BUREAU  USE  ONLY 

1 22nd  Annual  Session 

MAIL  TO: 

May  1M4,  1989 

TMA  HOUSING 

Fort  Worth 

100  E.  15TH  STREET 

SUITE  400 

FORT  WORTH,  TX  76102 

OFFICIAL  HOUSING  REQUEST  FORM 


ELEPHONE  REQUESTS  NOT  ACCEPTED. 

LEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

OMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

.LL  ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  ACTUAL  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL. 
HOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 


INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary.  RESERVATION  CUTOFF  DATE April  18,  1989 

(NAME  OF  PERSON  REQUESTING  ROOMS) 


(LAST  NAME) 

(FIRST) 

(NAME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  PO  BOX  NUMBER) 


(CITY) 

(STATE) 

(ZIP  — USA) 

(COUNTRY) 

(AREA  CODE) 

(PHONE  NUMBER) 

STRUCTIONS:  Select  three  Hotel/Motels  of  your  choice.  Request  will  not  be  processed  without  three  choices. 


>T  CHOICE 


□ □ □ 

(HOTEL  CODE) 


SECOND  CHOICE 


□ □ □ 

(HOTEL  CODE) 


THIRD  CHOICE 


□ □ □ 

(HOTEL  CODE) 


INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT 
4 PRINT  OR  TYPE  LAST  NAME  FIRST 

TE:  Rooms  are  assigned  on  “First  Come/First  Serve"  basis.  If  none  of  the  choices  listed  are  available,  another  facility  will  be  assigned  based  on  a 

referral  system  determined  by  your  association. 

GRANTEE  LATE  ARRIVAL  BY  CREDIT  CARD  (Does  not  apply  if  association  requires  first  night  deposit  by  check) 


(Type  of  card  AE,  MC,  VISA)  (Credit  card  number)  (Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  ^Triple 

Double ^Quad 

Twin  P • 1 

Dbl/Dbl_P  • 2 

ARR  nATF  DFP  DATF 

2 

ARR  TIMF  n AM  n PM  tCheck  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

ROOM 

NO.  2 

1 

CHECK  ONE 

Single  Triple 

Double Quad 

.Twin  P ' 1 

_Dbl/Dbl  _P  • 2 

ARR  nATF  npp  nATF 

2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit 

3 

4 

ROOM 

NO.  3 

1 

CHECK  ONE 

Single  ^Triple 

Double Quad 

Twin  _P  ♦ 1 

_Dbl/Dbl  _P  • 2 

ARR  nATF  DFP  DATF 

2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m.  • 

unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  requesi  a deposit. 

3 

4 

NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


Make  Your  Reservations 
Now 

Requests  will  be  processed  first-come, 
first-served  by  the  Housing  Bureau,  Fort 
Worth  Convention  and  Visitors  Bureau 
through  its  computerized  system. 

Complete  in  full  the  Official  Housing  Re- 
quest Form  and  return  it  immediately  to: 

TMA  Housing 
100  E.  1 5th  Street 
Suite  400 

Fort  Worth,  TX  76102 

Do  not  send  housing  form  to  Texas 

Medical  Association.  This  will  only 
delay  your  request. 

Only  reservations  received  on  the  Offi- 
cial Housing  Request  Form  will  be 
accepted.  Hotels  will  not  accept  reserva- 
tions directly,  and  telephone  requests 
cannot  be  accepted. 

List  three  hotels  in  order  of  preference. 

Deadline  for  reservations  is  April  18. 

Confirmations 

Room  confirmations  will  be  sent  to  you 
directly  from  the  hotel  within  three 
weeks  of  receipt  of  your  request  by  the 
Housing  Bureau.  Please  check  it  carefully 
to  be  sure  all  information  is  correct. 

Room  Deposits 

Do  notsendany  room  deposit  with  Housing 
Form.  Should  a deposit  be  required,  the 
hotel  will  request  it. 

Reservations  will  be  held  until  6 pm  of 
the  arrival  date  unless  a later  arrival 
time  is  indicated.  If  a deposit  is  required 
to  hold  your  room  past  6 pm,  you  will  be 
notified  at  the  time  of  confirmation  by 
hotel.  The  deposit  should  be  mailed 
directly  to  the  hotel.  Please  guarantee 
with  hotel. 


Changes  and  Cancellations 

Any  changes  in  room  reservations, 
arrival  or  departure  dates  should  be  sent 
in  writing  directly  to  the  hotel. 

All  cancellations  should  be  sent  to  the 
Housing  Bureau  immediately  so  that 
others  can  be  accommodated.  Your 
notice  of  cancellation  must  be  received 
within  48  hours  of  your  scheduled  arrival 
or  your  deposit  cannot  be  refunded. 
Don't  be  a no  show! 

Participating  hotels  and 
codes: 

Deadlines  for  Reservations — 

April  18 

*1.  Hyatt  Regency  Fort  Worth  (HYT) 

81 5 Main  Street 

(Delegates  Housing;  Boards,  Coun- 
cils, Committees) 

Single  $73 
Double  $83 

*2.  Fort  Worth  Hilton  (HIL) 

1701  Commerce  Street 
(Overflow  Meetings,  General 
Housing) 

Single  $65 
Double  $70 

*3  The  Worthington  Hotel  (WOR) 

200  Main  Street 

(Auxiliary  Headquarters,  Overflow 
Meetings,  Program  Participant 
Headquarters) 

Single  $77 
Double  $88 


4.  Days  Inn  Downtown  Fort  Worth 
(DAD) 

600  Commerce  Street 
(General  Housing) 

Single  $55 
Double  $60 

5.  Green  Oaks  Inn  (GRE) 

6901  West  Freeway 
(General  Housing) 

Single  $59 
Double  $69 

6.  Park  Central  (PCI) 

1010  Houston  Street 
(General  Housing) 

Single  $40 
Double  $50 

7.  Holiday  Inn-South  (HOS) 

100  Alta  Mesa  East  Boulevard 
(General  Housing) 

Single/Double  $55 

8.  Holiday  Inn-Midtown  (HOM) 

1401  South  University  Drive 
(General  Housing) 

Single/Double  $48 

★ Fort  Worth/Tarrant  County 
Convention  Center 
700  Throckmorton 

The  above  room  rates  do  not  include 
16%  occupancy  tax  and  daily  parking 
fees  at  some  hotels. 

* Headquarters  Hotels 


TAKE  1-30  WEST  TO  5 AND  8 


rOCAMP  BOWIE  BLVD 
AND  MUSEUMS 


Downtown  Fort  Worth 


LAMAR 


ROCKMORTON 
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□ □□□□ZZDD 
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FORT  WORTH/ 
TARRANT  COUNTY 
CONVENTION  CENTER 


TCCC  EXPANSION 
CONSTRUCTION 


□ □on 


TAKE  1-30  EAST  TO  7 


i□□pi□pppl3  Pi 

4 4 4 COMMERCE  k 

□P 

CALHOUN 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

Ifs  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 
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In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


THE  LOWER  RESPIRATORY  TRACT 


More  vulnerable 


to  infection  in  smokers  and  older  adults 


Experience  counts 


Pulvules' 


Cefoclor 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococcil. 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  CECion  should  be  aoministebed  cautiously  to  penicillin- 
sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis, 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include: 

• Gastrointestinal  (mostly  diarrhea):  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  [rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  1,5%, 
usually  subside  within  a few  days  after  cessation  of  therapy.  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children), 

• Abnormal  urinalysis:  elevations  in  BUN  or  serum  creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly).  loeioseu 

Additional  information  available  from  ev  2351  amp 

Eli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina,  Puerto  Rico  00630 


© 1988,  ELI  LILLY  AND  COMPANY  CR-501 2-B-849345 


Texas  Medicine 


Soa'oecofioni/cs  of  fAeciiciue 


Texas  Medical  Foundation 
strives  for  quality  medical  care 

Since  implementation  of  Medicare's  prospective  payment  s)’5- 
tem,  the  emphasis  of  medical  peer  review  organization  ( PRO ) 
activities  is  quality'  health  care  in  the  appropriate  setting. 

The  Texas  Medical  Fonndcdion  's  dedicatUm  to  quality 
health  care  is  evident  in  its  quality  review,  in  its  informa- 
tion to  the  medical  community,  and  in  its  challenges  for 
physicians  to  utilize  contemporary  techniques  in  mediccd 
practices. 

TMF  is  committed  to  the  integrity  of  the  medical  profession 
and  to  its  role  as  a physician  -directed  means  of  assuring  effi- 
cient and  quality  inpatient  services.  TMF  hopes  that  physi- 
cians will  view  the  PRO  for  whcd  it  is:  an  advocate  of  excel- 
lence in  the  medical  community. 

KFV'  WORDS:  MEDICARE,  PEER  REA'IEW  ORGANIZATIONS,  QIIAI.IIT  AS 
SlIRANCE,  MEDICAL  PEER  REA’IEW 

Americans  hold  high  standards  for  health  care.  They  trust  their 
physician’s  medical  decisions  and  respect  his  or  her  expertise. 
They  greatly  rely  on  emergency  care  available  at  hospitals  and 
have  confidence  in  the  abilities  of  hospital  medical  personnel. 
Whether  injured  or  ill,  patients  have  come  to  expect  the  qual- 
ity' medical  care  to  which  they  are  entitled. 

Medical  peer  review  organizations  (PRC)s)  are  responsible 
for  seeing  that  beneficiaries  of  agencies  w ith  w hom  they  con- 
tract receive  quality  health  care  at  a reasonable  cost  to  those 
agencies.  Since  the  implementation  of  the  prospective  pay- 
ment system  (PPS)  in  1983,  the  Health  Care  Financing  Admin- 
istration (HCFA)  has  contracted  with  a PRO  in  eveiy’  state  to 
review  Medicare  admissions  to  hospitals.  For  the  past  four 
years,  the  Texas  Medical  Foundation  (TMF)  has  been  awarded 
the  contract  for  Medicare  peer  review  in  Texas. 

Initially,  TMF’s  physician  reviewers  validated  diagnosis- 
related  groups  (DRGs)  for  hospital  billing,  developed  criteria 
for  screening  admissions,  and  evaluated  overall  hospital  utiliza- 
tion and  quality  of  care.  After  all,  the  initial  purpose  for  imple- 
menting the  DRG-based  prospective  payment  system  and  the 
PRO’S  contract  was  to  assure  that  the  government  s health  care 
dollar  was  spent  on  medically  necessary',  quality’  care. 

However,  soon  after  PPS  implementation,  some  hospital  ac- 
tions demonstrated  that  the  PPS  provided  financial  incentives 
for  cutting  corners  on  medical  services.  Some  patients  were 
being  discharged  too  early  in  order  to  hold  down  costs  under 
the  DRG.  Others  were  not  receiving  medically  necessary’  tests 
because  of  cost  factors.  Situations  such  as  these  showed  physi- 
cians and  beneficiary’  advocates  that  a reimbursement  system 
focusing  only  on  cost  efficiency  could  reduce  the  quality  of 
care  provided  to  patients.  TMF  began  to  take  a closer  look  at 
the  level  of  excellence  in  medical  services  and  recognized  that 
it  had  to  cross  a fine  line  in  its  role,  from  serving  as  a monitor 
of  patient  admissions  to  an  arbiter  of  quality  of  care. 

Medicare  and  TMF’s  physician  reviewers  began  to  build 
quality  assurance  responsibilities  into  the  peer  review  process 


in  order  to  achieve  true  cost  efficiency.  The  result  of  their 
work  is  a completely  different  track  of  quality-related  review' 
procedures  that  strive  to  protect  the  patient  and  to  assure  eq- 
uitable consideration  for  hospitals  and  physicians. 

But  medical  peer  review  is  much  more  than  procedures  for 
monitoring  admissions  and  quality  of  care  provided  by  hospi- 
tals reimbursed  under  PPS.  The  physicians  and  consumer  rep- 
resentatives who  make  up  I MF's  board  of  trustees  believe  an 
effective  medical  peer  review  program  should  also  enhance 
medical  services  and  raise  the  standards  of  the  medical  com- 
munity’. I MF  accomplishes  this  by  challenging  physicians  to 
practice  innovative  medicine,  requiring  attention  to  detail  dur- 
ing the  course  of  patient  treatment,  and  serving  as  a resource 
to  hospitals  and  physicians.  The  benefits  of  peer  review’  extend 
to  all  parties  involved  in  the  provision  of  health  care,  espe- 
cially to  the  patient  or  beneficiary’. 

As  Medicare  providers,  physicians  and  hospitals  are  obli- 
gated to  provide  appropriate  and  medically  necessary  care  to 
beneficiaries.  However,  beneficiaries  of  any  agency  contracting 
with  I MF  may  appeal  to  the  PRO  if  they  believe  they  are  not 
receiving  quality  medical  care.  I MF  carries  this  message  to 
beneficiary’  groups  statewide  through  its  community  outreach 
program.  Beneficiaries  are  informed  of  their  rights  to  appeal 
decisions  about  their  medical  care  and  of  FMF’s  role  as  the 
state  PRO.  Patients  profit  from  the  PRO’S  outreach  efforts  in 
that  they  are  better  able  to  make  informed  decisions  about 
their  medical  care. 

Hospitals  also  have  benefitted  from  peer  review.  Internal  re- 
view administrators  and  their  staff  are  anxious  to  make  effi- 
cient and  appropriate  utilization  of  their  hospital  resources. 
'I’hey  demand  information  about  peer  review  modifications 
that  w ill  affect  their  obligations  for  assuring  the  medical  neces- 
sity’ of  admissions  and  providing  quality  care.  TMF  supports 
their  efforts  by  serving  as  an  information  resource. 

One  way  TMF  serves  as  a resource  to  phy  sicians  and  hospi- 
tals is  by  providing  information  about  changes  in  peer  review 
procedures.  I MF  publishes  a newsletter  specifically  for  hospi- 
tal review  personnel  and  physicians  that  addresses  issues  rele- 
vant to  utilization  and  quality  review.  Fach  hospital  also  is 
provided  with  a manual  from  I MF  explaining  TMF’s  peer  re- 
view procedures.  The  manual  is  periodically  updated  to  keep 
hospital  staffs  informed  of  modifications  to  requirements  of 
medical  peer  review.  In  addition,  I MF’s  education  staff  has  a 
distinguished  history  of  providing  private  workshops  to  the 
medical  community  on  topics  of  interest  and  value. 

TMF  makes  every'  effort  to  be  accessible  to  hospitals  and 
physicians  who  have  questions  about  peer  review.  For  ex- 
ample, hospital  medical  record  personnel  can  call  TMF  staff  for 
specific  Medicare  coding  and  sequencing  information,  and  phy- 
sicians can  call  if  they  have  questions  about  their  patient  cases 
under  review.  Hie  TMF  maintains  a toll-free  telephone  “hot- 
line” ( 1-800-252-9216)  specifically  for  the  purpose  of  answ  er- 
ing review-related  questions. 

TMF’s  relationship  w ith  hospitals  and  physicians  is  also  en- 
hanced by  the  professional  consideration  given  each  during 
the  review  process,  llie  medical  peer  review  process  includes 
an  appeals  system  that  the  hospital  and/or  physician  may  uti- 
lize if  either  disagrees  with  a TMF  physician  reviewer’s  deci- 
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Sion.  TMF’s  appeals  system  has  served  as  a vehicle  for  keeping 
the  lines  of  communication  open  between  the  PRO  and  the 
parties  affected  by  its  review. 

We,  as  physicians,  also  benefit  from  a PRO  with  a genuine 
concern  for  the  good  of  the  medical  community.  Since  the  in- 
troduction of  the  PRO,  medical  practices  have  become  more 
efficient  both  in  terms  of  costs  and  personnel  time  spent.  Com- 
munication between  the  attending  physician  and  other  medi- 
cal staff  also  has  improved. 

Although  peer  review  has  turned  documentation  in  the 
medical  record  into  a new  art  form,  medical  practices  have 
benefitted  because  documentation  improves  the  quality  of  care 
in  small  but  significant  ways.  Taking  the  time  to  summarize  a 
patient’s  care  in  the  medical  record  gives  the  physician  an  op- 
portunity to  synthesize  all  aspects  of  the  patient’s  condition 
and  need  for  treatment,  not  only  for  the  care  he  or  she  pro- 
vides, but  also  for  the  other  medical  professionals  providing 
care  to  the  patient.  Nurses,  radiologists,  anesthesiologists,  dieti- 
cians ...  all  health-care  professionals  depend  on  the  attending 
physician’s  notes  to  understand  the  patient’s  condition  and  the 
plan  of  treatment.  My  own  staff  has  commented  on  how  my 
more  thorough  documentation  in  patient  medical  records  has 
improved  their  ability  to  provide  quality  care. 

Peer  review  encourages  medical  practitioners  to  stay  abreast 
of  what  is  new  in  the  field  of  medicine.  ITie  new  and  inno- 
vative techniques,  treatments,  and  medications  we  read  about 
in  the  journals  today  will  be  standard  medical  practice  tomor- 
row. For  example,  five  years  ago  a physician  would  not  have 
considered  performing  a cardiac  catheterization  in  an  outpa- 
tient setting,  but  under  most  circumstances  today  it  is  not  nec- 
essary to  admit  a patient  to  the  hospital  for  this  procedure. 

Every  profession,  industry,  and  privately  owned  business 
has  some  method  for  assuring  efficiency  and  quality  in  its  prod- 
uct or  service.  Medicine  is  no  different.  TMF  is  the  most  appro- 
priate selection  for  this  role  because  of  its  commitment  to 
physician-directed  medical  peer  review.  Yet  I MF’s  relationship 
with  the  medical  community  is  reciprocal.  The  PRO’S  ever- 
growing emphasis  on  quality  of  care  was  made  possible  by 
physicians  willing  to  change  the  system  from  within.  With 
their  assistance,  TMF  has  matured  and  won  the  confidence  of 
both  the  public  and  private  sectors. 

I’he  proper  balance  between  quality  assurance  and  cost  effi- 
ciency in  medicine  can  be  achieved  only  if  physicians  actively 
support  medical  peer  review.  Medical  peer  review  activities 
have  a measurable  effect  on  the  bottom  line  of  hospital  health 
care,  and  a direct  effect  in  building  a positive  relationship  be- 
tween patients  and  the  medical  community.  The  PRO’S  role 
serves  the  best  interests  of  us  all. 

JAMES  FORREST  FITCH,  MD 
81-?  Quince,  McAllen,  TX  7850 1 

AUTHOR’S  NOTE 

TIVIF  is  a nonprofit  organization  with  more  than  4,500  physician  mem- 
bers. Its  contracts  include  Medicare,  CHAMPUS  and  1,100  private  busi- 
nesses statewide.  The  Texas  PRO  employs  nurses  and  uses  practicing 
physicians  as  consultants  to  validate  DRGs,  evaluate  the  medical  neces- 
sity of  admission  to  the  hospital,  and  assess  the  quality  of  care  pro- 
vided during  a patient’s  hospital  stay. 


HELP  YOUR 
COLLEAGUES 
HELP 

THEMSELVES 

It’s  a fact.  A shortage  of  funds  can  prevent  an 
impaired  physician  from  getting  the  help  he  or 
she  needs  and  wants. 

The  Physician  Health  and  Rehabilitation  Assis- 
tance Fund  was  established  by  the  Texas  Medi- 
cal Association  Committee  on  Physician  Health 
and  Rehabilitation  primarily  to  provide  assis- 
tance to  impaired  physicians  who  cannot  afford 
treatment  for  substance  abuse  or  other 
problems. 

Financial  assistance  is  provided  in  the  form  of  a 
loan,  with  funds  usually  sent  directly  to  providers 
of  care. 

Please  help  TMA  help  your  colleagues.  Support 
the  TMA  Physician  Health  and  Rehabilitaton 
Assistance  Fund.  Your  contribution  is  tax 
deductible. 

If  you  would  like  to  know  more  about  how  the 
fund  assists  indigent,  impaired  physicians,  call 
TMA  at  512/477-6704,  ext.  141. 


TMA  PHYSICIAN  HEALTH 
AND  REHABILITATION 
ASSISTANCE  FUND 

I want  to  support  the  Physician  Health  and  Re- 
habilitation Assistance  Fund.  Enclosed  is  my  tax 
deductible  contribution  in  the  amount  of: 

$25  $1 00 

$50  $ 

Name 

Address 


Please  return  this  form  to:  Texas  Medical  Asso- 
ciation, Physician  Health  and  Rehabilitation  As- 
sistance Fund,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 
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If  You  Can't  Sell  it  For 
More  Yhan  You  Paid  For  It . . . 


EXAMPLE  LEASE  PAYMENT  RANGE 

$200  to  $300  Per  Month  $300  to  $450  Per  Month  $450  to  $575  Per  Month 


Honda  Accord 

Acura  Integra 

Ford  Taurus 

Mercury  Sable 

Ford  Probe 

Mazda  626 

Honda  Prelude 

Nissan  240SX 

Olds  Delta  88 

Buick  LaSabre 

Acura  Legend 

Mazda  929 

Plymouth  Voyager 

Dodge  Caravan 

Mazda  RX-7 

Toyota  Camry 

Chevrolet  Suburban 

Ford  Bronco  4X4 

$575  to  $750  Per  Month  $750  to  $1,000  Per  Month 


Porsche  911  SC 

Mercedes  Benz  300E 

BMW  525 

Jaguar  XJ-6 

Mercedes  Benz  420  SEL  BMW  7351 
Mercedes  Benz  560  SL  Porsche  911  Cabriolet 


Buick  Park  Avenue 

Olds  98  Reg.  Brougham 

Cadillac  DeVille 

Lincoln  Town  Car 

BMW  Convertible 

Mercedes  Benz  190E  2.6 

Pasche  944 

Chevrolet  Corvette 

Cadillac  Seville 

Lincoln  Continental 

Over  $1,00 

0 Per  Month 

BMW  7501L 

Mercedes  Benz  5060SEL 

Porsche  928 

Ferrari  328  GTSl 

I 


Plus  tax.  title  & license  purchase  Subject  to  change  due  to  price  Interests  & interest  rate  fluctuations. 


Gall  Marie  Sesny  or  Andy  Adams  toll  free  at . , . 


1-800-634-0304 

★ Delivered  to  your  home  or  office 

★ No  down  payment/No  security  deposit 

★ Closed  end  lease 

★ Trade  Ins. /We  will  purchase  your  present  vehicle 


Leasing  Is  Our  Business,  Our  Only  Business! 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 
MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 
John  W.  Kirk,  MD 
Jackie  Mullins,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD  ' 
Margaret  E.  Bridges,  MD 
Daniel  E.  Whitman,  MD 

GERIATRICS 

Eugene  M.  Hoyt,  MD 

i.;  u M : 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD" 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES^ 

Lewie  L.  Travis,  MD  | 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
'James  V.  Ryan,  MD 
Theresa  Vicroy,  MD 


- \ 


NEUROLOGY 

Donald  J.  Russell,  mD 
George  Isaacs,  MD.^ 
Ernesto  Infante, 

Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 
Reed  B.  Young,  MD 

NUCLEAR  MEDICINE 

William  L.  Hinds,  MD  j"/ 

C.  P.  Eldridge,  MD  | 
Joe  B.  Wilson,  MD  ‘ 

Richard  J.  Frachtman,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MOr 
Harry  R.  Price,  MD 
Edward  Middlerngnj-MD^,'  I 
Martin  Hrgovdo,  MtP" 
Elizabeth  W.  Rogg,  MD 


/■ 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Adiok  M.  Balsaver,  MD 

pulmonary  disease 

Jod  Cfl^d,  MD 
Getie  R,  Mfidley,  MD 
“ " ■ plan,  MD 
ernandez 


MD 


Martin  L. 

NelsoftA. 

RADIOL 

Wiliam  L.  Ifinds,  MD 
C.  Eldri(|ge,  MD 
Charles  A.  ^pain,  MD 
Joe’  B.  Wil|bn,  MD 
Howard  J. 'pollock,  MD 
Richard  J.j^rachtman,  MD 

RHEUMATOLOGY 

John  E,  Noirris,  MD 

ADMlNlSTj^ATION 

Robert  B.  Hall, 
Adminisaator 

Joan  R^-Mdciung, 
Assdeia^  Administrator 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 
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Bruce  Crim,  Keith  H.  Prince  L.  Wayne  Kirk,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S.  Marley  Rick  Bedingfield 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  346,  950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A.  Weisman 
14800  San  Pedro,  Suite  224 
San  Antonio,  TX  78232,  (512)  490-1081 
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A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist, 

the  Air  Force  may  hove  a special  practice  tor  you,  What 
makes  it  special?  You'll  enjoy  an  excellent  pay  and  benefits 
package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And 
you  will  work  with  modern  equipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your  country 
and  your  patients.  Now  thafs  speciall  Find  out  just  how 
special  your  practice  can  be.  Call 

USAF  Health  Professions 
1-800-423-USAF 
Toll  Free 


Southwestern  Information  System 
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SW/S  is  a physician-to-physician 
telephone  consultation  and  referral 
service  designed  to  offer  you 
more  direct  access  to  faculty 
specialists  at  UT  Southwestern. 

Through  the  use  of  this  sys- 
tem, you  can  obtain  specific 


medical  or  research  information 
and  discuss  patient-related 
problems  with  faculty  members. 

SWIS  creates  a multi- 
disciplinary approach  to  patient 
management  by  providing 
specialty  consultation  without  in- 
creasing the  cost  of  patient  care. 

Simply  dial  the  toll-free  number 
1-800-322-SWIS  (local/688-SWIS). 
Specially  trained  SWIS  operators 
will  direct  your  call  to  the  ap- 
propriate faculty  member. 

There  is  never  a charge  for  the 
telephone  consultation.  The  serv- 
ice is  avaibble  Monday  through 
Friday,  8:00  a.m.  to  5:00  p.m. 


This  number  is  for  professional  use  oniy  and  may  not  be  used  by  patients. 

1-800’322‘7947 


Call  toll-free  to  access: 

► A free  medical  consultation 

► Current  research  and  protocol 
information 

► Referral  to  faculty  specialists 

► Working  relationships  with  faculty 
members 

^ Improved  health  care  delivery 

THE  UNIVERSITY  OF  TEXAS 

Southwestern  Medical  Center 

AT  DALLAS 


Te.xas  Medicine 


fAedicine  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1989  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  and  bound  journals, 
arui  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,055  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477-6704. 

In  the  TMA  Library 

Bhanji  S,  Mattingly  D:  Medical  Aspects  of  Anorexia  Nervosa. 
Boston,  Wright,  1988. 

Bryson  PD:  Comprehensive  Review  in  Toxicology,  ed  2.  Rock- 
ville, Md,  1989. 

Cerilli  GJ  (ed):  Organ  Transplantation  and  Replacement 
Philadelphia,  J.B.  Lippincott  Co,  1988. 

Churchill  WH,  Kurtz  SR  (eds):  Transfusion  Medicine.  Boston, 
Blackwell  Scientific  Publications,  1988. 

DunnJD,  Davis  DM,  Rapp  RE:  Texas  Medical  Malpractice.  A 
Guide  for  the  Health  Sciences.  St  Louis,  C.V.  Mosby  Co,  1989. 

Fried  MP  (ed):  The  Larynx.  A Multidisciplinary  Approach. 
Boston,  Little,  Brown  and  Co,  1988. 

Gunn  AE,  Hansel  NK,  Zenner  GO,  et  al:  AIDS  in  Africa.  Wash- 
ington, DC,  Foundation  for  Africa’s  Future,  1988. 

Hersh  PS:  Ophthalmic  Surgical  Procedures.  Boston,  Little, 
Brown  and  Co,  1988. 

Hofmann  A,  Greydanus  D-.  Adolescent  Medicine,  ed  2.  Norwalk, 
Conn,  Appleton  & Lange,  1989. 

Horsley  JE:  Testifying  in  Court  A Guide  for  Physicians,  ed  3. 
Oradell,  NJ,  Medical  Economics  Books,  1988. 

Kleinman  RL  (ed):  Family  Planning  Handbook  for  Doctors, 
ed  6.  London,  International  Planned  Parenthood  Federation, 
1988. 

L’Esperance  FA  Jr:  Ophthalmic  Lasers,  vols  1-2,  ed  3.  St  Louis, 
C.V.  Mosby  Co,  1989- 

Lore  JM:  An  Atlas  of  Head  and  Neck  Surgery,  ed  3.  Phila- 
delphia, W.B.  Saunders  Co,  1988. 

Malamed  SF:  Sedation.  A Guide  to  Patient  Management,  ed  2. 
St.  Louis,  C.V.  Mosby  Co,  1989. 

Margulis  AR,  Burhenne  HJ  (ed&y.  Alimentary  Tract  Radiology, 
vols  1-2,  ed  4.  St.  Louis,  C.V.  Mosby  Co,  1989. 


Miller  R,  Bor  R:  AIDS.  A Guide  to  Clinical  Counselling.  Lon- 
don, Science  Press,  1988. 

Moffet  HL:  Pediatric  Infectious  Diseases.  A Problem -Oriented 
Approach,  ed  3.  Philadelphia,  J.B.  Lippincott  Co,  1989. 

Ottoson  D,  Lundeberg  T:  TENS.  Pain  Treatment  by  Trans- 
cutaneous Electrical  Nerve  Stimulation.  A Practical  Manual 
New  York,  Springer-Verlag,  1988. 

Paige  DM:  Clinical  Nutrition,  ed  2.  St  Louis,  C.V.  Mosby  Co, 
1988. 

Proctor  NH,  Hughes  JP,  Fischman  ML:  Chemical  Hazards  of 
the  Workplace,  ed  2.  Philadelphia,  J.B.  Lippincott  Co,  1988. 

Schaub  GR:  Selling  or  Buying  a Medical  Practice.  Oradell,  NJ, 
Medical  Economics  Books,  1988. 

Schenken  RS  (ed):  Endometriosis.  Contemporary  Concepts  in 
Clinical  Management  Philadelphia,  J.B.  Lippincott  Co,  1989. 

Schultz  FC:  Eacial  Injuries,  ed  3.  Chicago,  Year  Book  Medical 
Publishers,  1988. 

Smith  NJ:  Common  Problems  in  Pediatric  Sports  Medicine. 
Chicago,  Year  Book  Medical  Publishers,  1989. 

Spark  RF.  The  Infertile  Male.  The  Clinician  ’s  Guide  to  Diag- 
nosis and  Treatment  New  York,  Plenum  Medical  Book  Co, 
1988. 

Sperofif  L,  Glass  RH,  Kase  NG:  Clinical  Gynecologic  Endo- 
crinology and  Infertility,  ed  4.  Baltimore,  Williams  & Wilkins, 
1989. 

Stoline  A,  Weiner  JP:  The  New  Medical  Marketplace.  A Physi- 
cian’s Guide  to  the  Health  Care  Revolution.  Baltimore,  Johns 
Hopkins  University  Press,  1988. 

Subotnick  SI  (ed):  Sports  Medicine  of  the  Lower  Extremity. 
New  York,  Churchill  Livingstone,  1989. 

Torre  D,  Lubritz  RR,  Kuflik  EG:  Practical  Cutaneous  Cryo- 
surgery. Norwalk,  Conn,  Appleton  & Lange,  1 988. 

Tromovitch  TA,  Stegman  SJ,  Glogau  RG:  Flaps  and  Grafts  in 
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ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbern.  MD,  PhD 
Chinayudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

James  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomafes  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behayioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Di  rector 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


MEDICLINICS,  HOUSTON 

Eamily,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 
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Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 


PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 


SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 
Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  411  B,  Dallas  75246 
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Texas  Medicine 


DERMATOLOGY 


ENDOCRINOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas, 

Texas  75231;  214  327-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


Mark  your  calendar  for  future 
TMA  meetings: 

Annual  Session,  May  10-14, 1989 — Fort  Worth 


Fall  Leadership  Conference,  September  16,  1989 — Austin 


TMA  Student  Loan  Program 


Interim  Session,  November  17-18,  1989 — Austin 


. . . Another  service  of  your  association 
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HAND  SURGERY 


INFECTIOUS  DISEASES 


L.  LEE  LANKEORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


ALLAN  R.  KELLY,  MD 
KAREN  S.  JURGENSEN,  MD 

Infectious  Diseases 

929  College  Avenue,  Fort  Worth,  Texas  76104 

Telephone  817  334-0003 

Twenty-four  Hour  Number  817  927-6100 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 


St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


WILLIAM  J.  VAN  WYK,  MD,  PA 


Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  90S; 
Dallas,  Texas  75231;  214  369-7596 


Surgery  of  the  Hand 


803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


WEST  HOUSTON  HAND  CENTER,  PA 
7(3  Neal  R.  Reisman,  MD,  EACS 
Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 
7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 
12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 
7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Li  to  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


HOTLINE 


Join  TEXPAC 

. . . One  strong  voice 


1-800-234-7272  (In  Aysfin,  call  469-9543) 

Get  current  information  on  health  and  medical 
legislation  before  the  Texas  Legislature.  The  brief 
recorded  message  is  updated  each  weekday  at  10:30  am. 

A service  of  the  Texas  Medical  Association  Department  of  Public 
Relations,  in  cooperation  with  the  Division  of  Public  Affairs. 


Texas  Medicine 


NUCLEAR  MEDICINE 


EDWIN  C.  AUGUSTAT,  MD 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

too  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomale  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactiye 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

OCCUPATIONAL  MEDICINE 


Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  75104;  817  338-4183 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Cranek,  MD 
Cary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  C.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  G.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 


Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 


Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 


ORTHOPEDIC  SURGERY 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Gynette  G.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 
A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  3.15-4316 

Louis  j.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


TMA  Practice  Management  Workshops 

. , . Another  service  of  your  association 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 
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LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — ^Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Hispanic  Program 
Neuromuscular 

Accredited  by:  Joint  Commission 
Commission  on  A 


Sports  Arts  Center 
Pain  Management 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Cerebral  Palsy 
Neurophysiology 

Accreditation  of  Hospitals 

iditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1 -800-44REHAB 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  Gity  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ARTHRITIS  SURGICAL  CENTER 

Specializing  in  Joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 

Cecil  M.  Christensen,  MD 

Board  Certified 


OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


PHYSICAL  MEDICINE  & REHABILITATION 
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WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Tnerapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


TMA  Memorial  Library 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 


Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


. . . Another  service  of  your  association  TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 


Texas  Medicine 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


The  Burn  Care  Associates  has  bee 

patients.  Care  for  every  phase  c 

resuscitation  to  late  rehabilitation. 

)ohn  E.  Carter,  MD 

Lebaron  W.  Dennis,  MD 

Michael  M.  Duffy,  MD 

|oe  Ford,  MD 


n organized  to  provide  care  for  burned 
if  burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


BURN  CARE  ASSOCIATES 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services: 

® Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 
Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for 
Adolescents 


Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PLASTIC  SURGERY  SPECIALISTS 

Neal  R.  Reisman,  MD,  FACS  William  B.  Riley,  Jr.,  MD,  FACS 
Richard  K.  Vanik,  MD  Joseph  M.  Perlman,  MD,  FACS 

Medical  Center-Greenpark  Two,  7505  5.  Main,  Suite  150,  Houston, 

Texas  77030;  713  558-5353 

West  Houston,  Southwest,  Sugar  Land,  Galleria,  Cy-Fair 

Diplomates  American  Board  Plastic  Surgery 


• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Cary  Etter,  MD 
Ronald  Fleslchmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 
Cretchen  Megowen,  MD 


Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
Rebecca  M.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest.  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood,  MD 
John  M.  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center, 
Medical  City,  The  Irving  Hospital  & Trinity  Medical  Center 
Phone  214  247-1150 


PSYCHIATRY 


RHEUMATOLOGY 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and 
Adolescent,  Substance  Abuse,  Short-Term,  ACCEL,  and 

Alternative  Care. 

Doyle  1.  Carson,  MD 

Ruth  A.  MarDock,  MD 

Byron  L.  Howard,  MD 

Charles  G.  Markward,  MD 

Mark  J.  Blotcky,  MD 

Conway  L.  McDanald,  MD 

Keith  H.  Johansen,  MD 

Edgar  P.  Nace,  MD 

Jerry  M.  Lewis,  MD 

Don  C.  Payne,  MD 

Robert  D.  Bennett,  MD 

Glen  T.  Pearson,  MD 

Ernest  N.  Brownlee,  MD 

Catherin  A.  Roberts,  MD 

Tom  G.  Campbell,  MD 

Tony  Romack,  MD 

Cherye  C.  Callegan,  MD 

Larry  G.  Shadid,  MD 

Harold  A.  Cronson,  MD 

Kathleen  S.  Sheehan,  MD 

Kathleen  B.  Erdman,  MD 

Kathryn  A.  Sommerfelt,  MD 

Roy  H.  Fanoni,  MD 

Mark  P.  Unterberg,  MD 

Joseph  P.  Gaspari,  MD 

Mary  Walts,  MD 

David  j.  Korman,  MD 

Jerry  M.  Lewis,  III,  MD 

Paula  Dobbs-Wiggins,  MD 

P.O.  Box  11288 

4600  Samuell  Boulevard 

214  381-7181 

Dallas,  Texas  75228 

1-800-426-4944 

GONZALO  A.  AILLON, 

Psychiatry-Bilingual 

MD 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 

TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 
Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
'Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 
Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


Representing  TMA's  legislative  views 


. , . Another  service  of  your  association 
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UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  j.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 

C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual 
Dysfunction,  Laser  Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $48.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


TMA  Action  monthly  newsletter 


. . . Another  service  of  your  association 
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Publication  of  an  advertisement  in  TEXAS  MEDICINE  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 


Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Wanted — Dallas  metro  area  physicians  who  have  a 
current  valid  license  to  practice  medicine  in  any 
state,  to  help  with  military  pre-enlistment  physicals. 
Full-time  position  pays  $36,899  to  $45,367  with 
government  benefits.  Additional  annual  bonus  of  up 
to  $11,000  may  be  available,  depending  on 
seniority  and  years  of  commitment  for  the  position. 
Contact  Major  Solvey  at  214  421-1312. 

r 1 

Practice 

Makes 

Perfect 

In  Arkansas 

Practice  opportunities 
available  statewide  for 
qualified  physicians. 
Excellent  incentives. 

For  more  information, 
contact  Office  of 
Primary  Care, 

Arkansas  Department 
of  Health,  4815  W. 
Markham,  Little  Rock, 

AR  72205-3867. 

Phone  501/661-2194.  . 

b j 

Anesthesiologist 

Anesthesiologist — Outstanding  opportunity  for  hos- 
pital-based practice  offering  fee  for  service  with  a 
progressive  115-bed  medicai/surgical  hospital  in  a 
growing  community  40  miles  north  of  Houstin. 
Financial  package  includes  income  guarantee.  Low 
housing  costs  and  practically  year-round  outdoor/ 
recreational  activities.  For  consideration,  contact 
Donna  Gabel,  Charter  Medical,  P.O.  Box  209,  Phy- 
sician Relations,  Macon,  GA  31298.  Or  call,  1-800- 
841-9403.  In  Georgia,  1-800-342-9660. 

Anesthesiologist  wanted  for  part  time  (two  days/ 
week),  single  specialty  Ambulatory  Surgical  Center. 
ASC  is  fully  state  licensed  and  Medicare  certified. 
Located  one  hour  south  of  Houston  on  Gulf  Coast. 
Send  CV  to  Medical  Director,  P.O.  Box  369,  Lake 
Jackson,  Texas  77566. 

Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  oart-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1S25  Merrimac  Circle,  Suite  107,  Fort 
Worth,  Texas  76107. 

Emergency  Physician— Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
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board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 


EPA,  an  expaniding  Emergency  Physi- 
cian Group  is  seeking  physicians  in  the 
following  specialties:  Emergency  Medi- 
cine, Family  Practice,  Internal  Medicine, 
and  General  Surgery.  We  offer  an  op- 
portunity to  demonstrate  your  skills  in  a 
variety  of  settings  throughout  Central, 
East/Central,  and  Southern  Texas. 

We  offer  excellent  opportunities  for  staff 
and  directorship  positions  with  lucrative 
compensation  and  paid  malpractice  in- 
surance. Call  EPA  at  1-800-999-3728, 
or  send  your  CV  to: 

Amy  A.  Schafers,  Physician  Recruiter 
Emergency  Physicians  Associates 
8700  Crownhill  Road,  Suite  600 
San  Antonio,  Texas  78209 


San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Texas:  Dallas/Fort  Worth  and  East  Texas — Full-time 
positions  available  with  EmCare,  a progressive  phy- 
sician-oriented group  committed  to  excellence  in 
emergency  medicine.  Opportunities  include  staff 
and  directorship  positions,  in  high-volume.  Level  I 
Trauma  Centers,  as  well  as  smaller  community  hos- 
pitals. We  offer  very  desirable  geographic  locations 
including  the  Dallas/Fort  Worth  area,  East  Texas, 
Amarillo,  and  Austin.  Competitive  compensation 
rates  range  from  $85,000  to  $150,000  annually. 
Positions  available  for  both  part-time  and  full-time 
emergency  medicine  physicians.  Positions  are  also 
available  for  primary  care  physicians  in  clinic  set- 
tings. Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204  or  call  collect  214 
823-6850,  out  of  state  1-800-527-2145. 

Part-time  or  full-time  physician  needed  for  low- 
volume  emergency  department  in  a nice  area  of 
Houston.  Please  call  713  784-1720  anytime. 

Texas:  Full-time  and  part-time  emergency  depart- 
ment positions  available  at  224-bed  hospital.  Rec- 
reational area  north  of  Dallas.  Excellent  compensa- 
tion including  malpractice  insurance.  Benefit  pack- 
age available  to  full-time  physicians.  Contact; 
Emergency  Consultants,  Inc.,  2240  S.  Airport  Road, 
Room  29,  Traverse  City,  Ml  49684;  1-800-253-1795 
or  in  Michigan  1-800-632-3496. 


Desperately  Physician  interested  in  setting  up  a 
Needed!  Emergency  Clinic  in  Bastrop, 

T exas  (about  30  miles  east  of 
Austin).  If  limited  partners  are 
needed,  I can  find  them. 

Call  Pete  at  Courtyard  Pharmacy,  512/321-6079. 


Urgent  need  for  BC/BP  emergency  physician  to  staff 
Level  II  ED  and  attached  walk-in  clinic  in  San 
Angelo.  Abundant  outdoor  recreation  areas,  four 
year  university,  stable  economy.  30%  annual 
growth,  excellent  back-up,  new  physical  plant. 
Above  average  income  with  rapid  progression  to  full 
partnership.  Call  David  Herbert,  MD,  FACEP,  at 
915  949-5111. 

Texas,  McAllen:  Director  and  staff  positions  are 

available  at  our  newest  clinic  hospital  in  Texas. 
Community  of  McAllen  is  located  in  the  beautiful 
Rio  Grande  Valley  and  only  a one  hour  drive  from 
South  Padre  Island.  Modern,  new,  well-equipped, 
293-bed  facility  has  a moderate  ED  volume  with 
potential  for  growth.  Annual  reimbursement  ranges 
from  $111,000  to  $135,000,  depending  upon  posi- 
tion, occurrence  malpractice  insurance  offered,  al- 
lowance for  relocation,  professional  dues,  and  CME 
expenses.  Director  also  receives  health  benefits, 
and,  after  12  months,  participation  in  a 401 K plan. 
Director  required  to  be  board  certified  in  emergen- 
cy medicine;  staff  physicians  board  qualified  or 
board  prepared  in  emergency  medicine.  For  com- 
plete details,  contact  Dan  Patton,  Spectrum  Emer- 
gency Care,  P.O.  Box  27352,  St.  Louis,  MO  63141; 
1-800-325-3982,  extension  3042. 

Texas,  Austin — Needed  physician(s)  full-time,  part- 

time,  weekends  and  occasionally  weekdays  to  staff 
a free  standing  urgent  care  center.  Remuneration 
commensurate  with  experience.  Send  CV  and  appli- 
cation request  to  Matthew  Vail,  MD,  Medical  Di- 
rector, Austin  Medicenter,  6343  Cameron  Road, 
Austin,  Texas  78723. 


Family/General  Practice 


‘ IviyV  put  together  temporary 

solutions  and  lasting  rela- 
tionships. ” 


PRN,  Ltd. 

Physician  Staffing 


locum  tenens  • practice  trials 
permanent  placements 


positions  and  physicians 
now  available 


1-800-531-1122 

One  Thousand  North  Walnut 
Suite  B 

New  Braunfels,  Texas  78130 


A physician-owned  company 
— established  1982  — 


$100,000  Practice  Opportunity — Immediate  opening 
for  family  practitioner.  Rolling  Plains  Regional, 
Texas  Panhandle.  Clinic  fully  equipped  adjacent  to 
42-bed  hospital.  Hospital  will  provide:  billing,  nurs- 
ing, housekeeping,  maintenance,  etc.  $100,000  first 
year  guarantee.  For  more  information  contact  Ad- 
ministrator, Hall  County  Hospital,  806  259-3504. 


Family  Practitioner  Needed — Excellent  opportunity 
to  practice  medicine  in  the  rapidly  growing  north- 
east area  of  San  Antonio.  Competitive  salary.  Reg- 
ular hours.  Paid  vacation.  If  interested,  send  a CV 
and  contact  Live  Oak  Medical  Clinic,  8210  Pat 

Booker  Road,  San  Antonio,  Texas  78233,  512  653- 
8989. 

Texas  and  Oklahoma — A variety  of  family  practice 

opportunities  in  urban,  suburban,  and  rural  set- 

tings, FP  group,  associate,  or  solo  with  shared  call. 
Modern  hospitals,  attractive  communities.  Competi- 
tive incentive  packages.  Please  call  Jim  Truitt,  or 

send  curriculum  vitae,  in  confidence,  to:  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth 
Texas  76117;  817  595-1128. 

Family  Physicians,  Corpus  Christi,  Texas — A family 
physician  is  needed  to  establish  practice  in  the 
beautiful  coastal  community  of  Corpus  Christi,  pop- 
ulation 265,000.  Financial  and  marketing  assistance 
provided  along  with  a significant  number  of  im- 
mediate referrals  from  our  health  care  plan.  For 

more  information,  send  your  curriculum  vitae  to 
Manager,  Professional  Relations,  Humana,  Inc., 
Dept.  II-3F,  500  West  Main  Street,  Louisville,  KY 
40201-1438.  Or  call  toll-free  1-800-626-1590. 

Family  Practice — Excellent  private  practice  oppor- 
tunity— with  room  for  fiye  physicians — offering  fee 
for  service  with  a progressive  152-bed  medical/ 
surgical  hospital  in  a growing  Dallas  suburban  com- 
munity. Financial  package  includes  income  guaran- 
tee. For  consideration,  contact  Donna  Gabel, 
Charter  Medical,  P.O.  Box  209,  Physician  Relations, 
Macon,  CA  31298.  Or  call,  1-800-841-9403.  In 

Georgia,  1-800-342-9660, 

Family  Practice — Excellent  private  practice  oppor- 
tunity— with  room  for  three  physicians — offering  fee 
for  seryice  with  a progressive  99-bed  medical/ 
surgical  hospital  in  growing  Houston  suburban 
community.  Financial  package  includes  income 
guarantee.  For  consideration,  contact  Donna  Gabel, 
Charter  Medical,  P.O.  Box  209,  Physician  Relations, 
Macon,  CA  31298.  Or  call,  1-800-841-9403.  In 

Georgia,  1-800-342-9660. 

Needed — general  practitioner/industrial  medicine. 

Position  available  with  multispecialty  group.  Hous- 
ton metropolitan  area.  Please  provide  CV  with  initial 
inquiry  to  Ad,  5454  Braesvalley,  #255,  Houston, 
Texas  77096. 

Family  Practice  Physician — To  ioin  five  member 
group  in  the  Rio  Grande  Valley.  CompetTive 
remuneration  and  fringe  benefit  package.  Contact 
Tom  LaMotte,  San  Benito  Medical  Associates,  Inc., 
351  N.  Sam  Houston,  San  Benito,  Texas  78586; 
512  399-2443. 

Family  practitioner,  BC/BE,  for  established  group 
practice  SW  Houston.  Unusual  opportunity  for 
voung,  hard-working,  broadly-trained  physician. 
Contact  D.  E.  Rothschild,  MD,  Hillcroft  Medical 
Clinic,  6630  DeMoss,  Houston,  Texas  77074;  713 
774-5861. 


Internal  Medicine 

General  internist  for  an  enlarging  diagnostic  clinic 

fully  equipped  with  stress  testing,  holter  monitor, 
x-ray  and  lab.  Tyler  is  regional  East  Texas  health 
center  and  Rose  Capital  of  the  World.  Terms  at- 
tractive and  negotiable.  Please  call  or  write  South- 
park  Diagnostic  Clinic,  2020  Lindbergh,  Tyler,  Texas 
75703;  214  581-5115. 

College  Station,  Texas,  Internists — Busy,  three- 
member  group  of  general  internists  here  is  seeking 
to  add  fourth  member.  Interest  in  cardiology  and 
intensive  care  helpful.  College  Station,  located  ap- 
proximately 90  miles  from  Houston  and  Austin,  is 
home  of  Texas  A&M  and  boasts  the  lowest  unem- 
ployment rate  in  the  state.  Send  your  CV  to 
Manager,  Professional  Relations,  Humana,  Inc., 
Dept.  II-3D,  500  West  Main  Street,  Louisville,  KY 
40201-1438.  Or  call  toll-free  1-800-626-1590. 

Internist,  BC/BE,  for  established  group  practice  SW 
Houston.  Unusual  opportunity  for  young,  hardwork- 
ing, broadly-trained  physician.  Contact  D.  E.  Roths- 
child, MD,  Hillcroft  Medical  Clinic,  6630  DeMoss, 
Houston,  Texas  77074;  713  774-5861. 


Neurology 

Neurology — Outstanding  opportunity  for  private 
practice,  with  excellent  referral  base  and  fee  for 
service  with  a progressive  115-bed  medical/surgical 
hospital  in  a growing  community  40  miles  north 
of  Houston,  Financial  package  includes  income 
guarantee.  Low  housing  costs  and  practically  year- 
round  outdoor/recreational  activities.  For  considera- 
tion, contact  Donna  Gabel,  Charter  Medical,  P.O. 
Box  209,  Physician  Relations,  Macon,  CA  31298.  Or 
call,  1-800-841-9403.  In  Georgia,  1-800-342-9660. 

Neurology — Outstanding  opportunity  for  private 
practice,  with  excellent  referral  base  and  fee  for 
service  with  a progressive  152-bed  medical/surgical 
hospital  in  a growing  Dallas  suburban  community. 
Financial  package  includes  income  guarantee.  For 
consideration,  contact  Donna  Gabel,  Charter  Medi- 
cal, P.O.  Box  209,  Physician  Relations,  Macon,  GA 


31298.  Or  call,  1-800-841-9403.  In  Georgia,  1-800- 
342-9660. 


Obstetrics/ Gynecology 

OBC — North  Central  Texas.  .Seeking  BC/BE  OBG  to 
join  expanding  OBC  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Dallas  Suburb — Solo,  expanding  OBC  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded,  American-trained  physician, 
BF/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years, 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 

OBG — Excellent  private  practice  opportunity — with 
room  for  two  OBCs — offering  fee  for  service  with 
a progressive  115-bed  medical/surgical  hospital  in 
a growing  community  40  miles  north  of  Houston. 
Financial  package  includes  income  guarantee.  Low 
housing  costs  and  practically  year-round  outdoor/ 
recreational  activities.  For  consideration,  contact 
Donna  Gabel,  Charter  Medical,  P.O.  Box  209, 
Physician  Relations,  Macon,  CA  31298.  Or  call, 
1-800-841-9403.  In  Georgia,  1-800-342-9660. 

OBG  Opportunity — Board  certified  or  eligible  OBC 
to  join  another  OBC  in  a clinic  of  15  multispecialty 
physicians.  Competitive  first  year  salary  with  paid 
expenses  and  relocation  allowance.  Please  send  CV 
to  Pam  Shuttlesworth,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 

Orthopedic  surgeon  to  join  two  established  ortho- 
pedic surgeons  within  a well  established  and 
expanding  multispecialty  group  in  a choice  rural 
area  of  Central  Texas.  Salary  with  incentive  bonus 
opportunity,  excellent  benefits.  Independent  fee- 
for-seryice  24-physician  group  with  drawing  area  of 
100,000-f-.  Send  CV  or  call  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park,  Bren- 
ham,  Texas  77833,  or  call  during  weekdays  1-800- 
333-6153  or  nights  409-836-4104, 

Orthopedic  Surgery — A variety  of  group  and  solo 
practice  opportunities  available  in  attractive  loca- 
tions in  Texas  and  Oklahoma.  Income  gurantees 
and  incentive  packages  to  qualified  physicians.  Your 
specialty  is  needed  and  will  be  supported  by  local 
medical  community.  Contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Orthopedic  Surgeons — Texas  Gulf  Coast.  An  attrac- 
tive financial  and  recruitment  package  will  be  pro- 
vided to  an  orthopedic  surgeon  in  a new  medical 
office  building  next  to  our  191-bed  hospital  in 
Baytown.  Immediate  referrals  will  be  forthcoming. 
Baytown,  pop.  60,000,  is  located  just  20  miles 
southeast  of  Flouston.  For  more  information,  send 
your  CV  to  Cordon  Crawford,  Professional  Relations, 
Humana,  Inc.,  Dept.  II-3A,  500  West  Main  Street, 
Louisville,  KY  40201-1438.  Or  call  toll-free  1-800- 
626-1590. 

Orthopedic  Surgery — Outstanding  opportunity  for 

private  practice,  with  excellent  referral  base  and  fee 
for  service  with  a progressive  152-bed  medical/ 
surgical  hospital  in  a growing  Dallas  suburban 
community.  Financial  package  includes  income  guar- 
antee. For  consideration,  contact  Donna  Gabel, 
Charter  Medical,  P.O..  Box  209,  Physician  Relations, 
Macon,  CA  31298.  Or  call,  1-800-841-9403.  In 
Georgia,  1-800-342-9660. 

Orthopedic  Surgery — Outstanding  opportunity  for 

private  practice,  with  excellent  referral  base  and  fee 
for  service  with  a progressive  115-bed  medical/ 
surgical  hospital  in  a growing  community  40  miles 
north  of  Houston.  Financial  package  includes  in- 
come guarantee.  Low  housing  costs  and  practically 
year-round  outdoor/recreational  actiyities.  For  con- 
sideration, contact  Donna  Gabel,  Charter  Medical, 
P.O.  Box  209,  Physician  Relations,  Macon,  GA 
31298.  Or  call,  1-800-841-9403.  In  Georgia,  1-800- 
342-9660. 


Pediatrics 

Pediatricians,  Texas  Gulf  Coast — Another  pediatri- 
cian is  needed  to  establish  practice  next  to  our 
191-bed  hospital  in  Baytown,  Texas.  The  only  pedia- 
trician here  is  extremely  busy  and  will  share  call. 
Attractive  financial  and  marketing  assistance  will  be 
provided.  Baytown,  pop.  60,000,  is  located  just  20 


miles  southeast  of  Houston.  For  more  information, 
send  your  CV  to  Cordon  Crawford,  Professional  Re- 
lations, Humana,  Inc.,  Dept.  II-3B,  500  West  Main 
Street,  Louisville,  KY  40201-1438.  Or  call  toll-free 
1-800-626-1590. 

Pediatrics — Excellent  private  practice  opportunity 
offering  fee  for  service  with  a progressive  99-bed 
medical/surgical  hospital  in  a growing  Houston 
suburban  community.  Financial  package  includes  in- 
come guarantee.  Low  housing  costs  and  practically 
year-round  outdoor/recreational  actiyities.  For  con- 
sideration, contact  Donna  Gabel,  Charter  Medical, 
P.O.  Box  209,  Physician  Relations,  Macon,  GA 
31298.  Or  call,  1-800-841-9403.  In  Georgia,  1-800- 
342-9660. 

Pediatrician — Excellent  private  practice  opoortunity 
offering  fee  for  service  with  a progressive  115-bed 
medical/surgical  hospital  in  a growing  community 
40  miles  north  of  Houston.  Financial  package  in- 
cludes income  guarantee.  Low  housing  costs  and 
practically  year-round  outdoor/recreational  activi- 
ties. For  consideration,  contact  Donna  Gabel 
Charter  Medical.  P.O.  Box  209,  Physician  Relations, 
Macon,  CA  31298.  Or  call,  1-800-841-9403.  In 
Georgia,  1-800-342-9660. 


Psychiatry 

Psychiatrist— tiew  position  in  expanding  medical 
services  division  of  a community  mental  health 
center.  Requires  Board  Eligible  or  Board  Certified 
and  Texas  license.  A base  salary  of  $73,000,  higher 
considering  experience  and  certification.  Fringe 
benefit  package  of  23%  plus  administrative  and 
malpractice  liability  coverage.  El  Paso  has  more 
days  of  sunshine  than  any  city  in  the  U.S.  Our 
average  daily  high  temperature  in  January  is  57 
degrees;  ayerage  nightly  low  temperature  in  July  is 
70  degrees.  Mountain  resorts  with  skiing  and  fish- 
ing are  two  hours  away.  A culturally  diverse  major 
metropolitan  area,  El  Paso  has  a population  of 
over  500,000.  Bilingual  Spanish/English  required. 
For  more  information  call  or  write  W.  M.  Smith, 
Personnel  Director,  Life  Management  Center,  P.O. 
Box  9997,  El  Paso,  Texas  79990;  915  594-1069. 

Psychiatrist,  Texas  Gulf  Coast — Our  191-bed  hospital 
in  Baytown,  Texas  is  rapidly  expanding  psychiatric 
services  and  another  general  or  child  psychiatrist  is 
needed  to  establish  practice  here.  We  now  have  34 
psychiatrists.  Ten  adolescent  and  six  chemical  de- 
pendency beds.  Attractive  financial  and  marketing 
assistance.  Baytown,  pop.  60,000  is  located  just  20 
miles  southeast  of  Houston.  For  further  information, 
send  your  CV  to  Cordon  Crawford,  Professional  Re- 
lations, Humana,  Inc.,  Dept.  II-3C,  500  West  Main 
Street,  Louisville,  KY  40201-1438.  Or  call  toll-free 
1-800-626-1590. 


Radiology 

BE/BC  radiologist  needed  for  locum  tenens  in 
Laredo,  Texas.  Full  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Radiologist — Part-time  position  available.  No  spe- 
cials or  MRI.  Ideal  for  semi-retirement  in  resort/ 
retirement  area  in  South  Texas  on  Mexican  border 
near  Gulf  of  Mexico.  Contact  Max  Roeder,  MD, 
1315  E.  6th  Street,  Weslaco,  Texas  78596. 

Radiologists — Eight  openings  in  Texas  for  BC/BE 

radiologists.  Diagnostic,  interventional  opportunities 
available  with  guaranteed  salaries  and  quick  partner- 
ship. Send  CV  to:  The  lewis  Group,  1227  N.  Valley 
Mills,  Suite  200,  Waco,  Texas  76710  or  call  1-800- 
666-1 DRS. 

Diagnostic  radiologist — to  join  well  established 

five-man  group.  Practice  includes  angiography,  MRI, 
ultrasonography,  nuclear  medicine,  and  routine  pro- 
cedures. Excellent  area  for  family.  Educational  and 
recreational  advantages.  Reply  to  Waco  Rediological 
Clinic,  PA,  405  Londonderry  Dr.,  Suite  104;  Waco, 
Texas  76712. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
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conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  lexas 
77070;  713  469-4560. 

Fstabtished  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  IV2  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 


PRIVATE  PRAOICE  OPPORTUNITIES 

(in  all  specalties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560 

Houston  786-3722  Reuben 

or  send  CV  11140  Westheimer  5 r q n s I e i n 

Suite  144  

Houston.  TX  77042  Associates 


Expanding  Texas  Multispecialty  Croup — Dallas/Fort 
Worth  area,  requires  BE/BC  physicians:  internal 
medicine  and  subspecialties,  OBC,  orthopedics, 
pediatrics,  psychiatry,  urology,  ENT,  ophthalmology. 
Competitive  salary  and  benefits.  CV  to:  Medical 
Director,  Permanente  Medical  Association  of  Texas, 
12720  Hillcrest,  Suite  600,  Dallas,  Texas  75230. 


PHYSICIANS 

• Some  want  to  move. 

• Some  want  to  stay. 

• Some  want  to  quit. 

• Some  want  to  start. 

We  get  them  together. 

Please  contact:  Doug  MeSwane 
Harold  Whittington  & Associates 
12959  Jupiter  Road,  Suite  200 
Dallas,  Texas  75238 

214/343-7176 


Permanente  Medical  Association  of  Texas — Rapidly 
expanding,  multispecialty  prepaid  group  practice  in 
Dallas/Fort  Worth  seeking  BE/BC  physicians:  allergy, 
anesthesiology,  dermatology,  family  practice,  gastro- 
enterology, general  surgery,  internal  medicine,  neu- 
rology, OBC,  oncology,  ophthalmology,  orthopedics, 
otolaryngology,  pediatrics,  psychiatry,  radiology, 
vascular  surgery,  urology.  Extensive  benefit  package. 
Send  CV  or  contact  Medical  Director,  Permanente 
Medical  Association  of  Texas,  12720  Hillcrest,  Suite 
600,  Dallas,  Texas  75230:  214  458-5015.  Equal  op- 
portunity employer. 

We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  lohn  Smith,  Locum  Tenens,  Inc,  (A 
Division  of  lackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT9,  Atlanta,  CA  30346, 
telephone  1-800-544-1987. 

Primary  care  specialties  and  subspecialties  needed 
for  Texas  and  other  states  (NC,  Calif.,  Va.,  Ma.,  la., 
etc.).  Guaranteed  salaries  and  incentives.  Send  CV 
to:  The  Lewis  Croup,  1227  N.  Valley  Mills,  Suite 
200,  Waco,  Texas  76710  or  call  1 -800-666-1 DRS. 

Surgical  Specialties — Orthopedic  and  general  with 
subspecialty  interests.  Opportunities  in  Texas,  Vir- 
ginia, Arkansas,  North  Carolina  and  West  Virginia. 
Immediate  and  anticipated  openings.  Send  CV  to: 
The  Lewis  Croup,  1227  N.  Valley  Mills,  Suite  200, 
Waco,  Texas  76710  or  call  1 -800-666-1  DRS. 

Part-time  and  full-time  opportunities  for  BC/BE 
FP,  ER,  IM,  and  PD.  Excellent  work  situation.  Con- 
tact Jerry  Lewis  at  The  Lewis  Croup,  1-800-666- 
1DRS. 

Arizona-based  physician  recruitment  firm  has  qual- 
ity opportunities  nationwide.  Available  positions  in 
primary  care  and  surgical  specialties  to  include 
OBC,  IM,  FP,  ORS,  ENT.  "Quality  Physicians  for 
Quality  Clients  Since  1972."  Call  602  990-8080;  or 
send  CV  to  Mitchell  & Associates,  Inc.,  P.O.  Box 
1804,  Scottsdale,  AZ  85252. 

West  Texas — Need  BE/BC  urologist  to  join  estab- 
lished urologist  next  summer  in  new  office  in  city 
of  100,000.  Send  CV  and  references  to  Ad-710, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


Qpenings  for  family  practice,  internal  medicine, 
pediatrics.  Turn-key  operation,  see  to  appreciate. 
For  further  information  contact:  Administrator,  THS 
Doctor's  Clinic,  P.Q.  Box  60,  Marlin,  Texas  76661; 
817  883-6453. 


SPRINGER 

CLINIC 


1 Dermatology 
Family  Practice 

Obstetrics/ 

Gynecology 

I Psychiatry 
Pulmonology 


Rapid  growth  of  Springer  Clinic,  a 55 
member  multi-specialty  group,  has 
created  opportunities  for  BC/BE  physi- 
cians in  the  above  practices. 

Competitive  guaranteed  salary  and 
production  incentives  initially  with 
partnership  opportunities  within  two 
years. 


Call  (918)  495-2631  or  send  CV  to: 
Richard  A.  Callis,  Administrator 
Springer  Clinic 
6160  South  Yale 
Tulsa,  Oklahoma  74136 


Family  or  internal  medicine  physician  needed  for  a 

satellite  clinic  affiliated  with  a well-established,  ex- 
panding multispecialty  group  in  a choice  rural  area 
of  Central  Texas.  Salary  with  incentive  bonus  oppor- 
tunity, excellent  benefits.  Independent  fee-for- 
service.  24-physician  group  with  drawing  area  of 
100,000-}-.  Send  CV  to  William  Schlotter,  Brenham 
Clinic  Association,  PA,  600  N.  Park,  Brenham, 
Texas  77833,  or  call  1-800-333-6153. 

Pathologist,  board  certified  AP/CP  or  eligible. 
Established  osteopathic  pathology  group  seeking 
full  time,  well  trained,  compatible  pathologist. 
Medical  school  affiliation  with  part  time  teaching 
position  possible.  Must  be  able  to  interact  well 
with  attending  staff  and  interested  in  a career  com- 
mitment Send  CV,  references,  anticipated  remuner- 
ation and  career  objectives  to  P.O.  Box  9710,  Fort 
Worth,  Texas  76147. 

Gastroenterologist  wanted  to  assume  active  Cl  prac- 
tice in  Texas  Hill  Country.  Must  be  skilled  endo- 
scopist with  interest  in  therapeutic  procedures.  No 
buy  in.  just  take  over  practice.  Physician  returning 
to  academic  medicine.  Must  be  available  summer 
1989.  Reply  with  CV  and  cover  letter  to  Ad-716. 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Vascular  Surgery — Outstanding  opportunity  for  pri- 
vate practice,  with  excellent  referral  base  and  fee 
for  service  with  a progressive  152-bed  medical/ 
surgical  hospital  in  a growing  Dallas  suburban  com- 
munity. Financial  package  includes  Income  guaran- 
tee. For  consideration,  contact  Donna  Gabel, 
Charter  Medical,  P.O.  Box  209,  Physician  Relations, 
Macon,  CA  31298.  Or  call,  1-800-841-9403.  In 
Georgia,  1-800-342-9660. 

Neurosurgeon — Outstanding  opportunity  for  private 
practice,  with  excellent  referral  base  and  fee  for 
service  with  a progressive  152-bed  medical/surgical 
hospital  in  a growing  Dallas  suburban  community. 
Financial  package  includes  Income  guarantee.  For 
consideration,  contact  Donna  Gabel,  Charter  Medi- 
cal. P.O.  Box  209,  Physician  Relations,  Macon,  CA 
31298.  Or  call,  1-800-841-9403.  In  Georgia,  1-800- 
342-9660. 


THS  Doctor's  Clinic,  Marlin,  Texas  recruiting 

primary  care  physicians  for  Central  Texas  com- 
munity, population  8,000,  market  area  12,000. 
Voliwie  85  Mard}  1989 


Pulmonologist — Excellent  private  practice  opportuni- 
ty, offering  fee  for  service  with  modern  152-bed 
medical/surgical  hospital  in  a growing  Dallas  sub- 


urban community.  Financial  package  includes  in- 
come guarantee.  For  consideration,  contact  Donna 
Gabel,  Charter  Medical,  P.O.  Box  209,  Physician 
Relations,  Macon,  GA  31298.  Or  call,  1-800-841- 
9403.  In  Georgia,  1-800-342-9660. 

Abilene,  Texas,  Urologists — A well  established  urol- 
ogist here  is  seeking  to  add  an  associate  to  his 
thriving  practice.  Abilene,  pop.  115,000,  is  two 
hours  west  of  Dallas/Fort  Worth  in  the  heart  of  a 
22-countv  trade  area,  and  is  home  to  three  univer- 
sities and  Dyess  Air  Force  Base.  For  further  informa- 
tion, send  your  curriculum  vitae  to  Cordon  Craw- 
ford, Professional  Relations,  Humana,  Inc.,  Dept. 
II-3E,  500  West  Main  Street,  Louisville,  KY  40201- 
1438.  Or  call  toll-free  1-800-626-1590. 

Choice  Locum  Tenens  Opportunities — Enjoy  the 
luxury  of  earning  an  excellent  income  while  work- 
ing your  own  schedule  as  a contract  physician  with 
Whitaker  Medical  Services  Croup.  We  provide  mal- 
practice insurance,  and  handle  all  the  details  for 
you.  We  represent  some  of  the  sunbelt's  finest 
medical  practices  and  healthcare  groups.  Call 
jerry  Nisenson  for  further  information.  Whitaker 
Medical  Services  Croup,  Inc.,  820  Cessner,  Suite 
1550,  Houston,  Texas  77024;  1-800-444-5628,  Hous- 
ton and  long  distance. 

Otolaryngologist — BE/BC  ENT  needed  for  medical 
community  serving  150,000  in  NE  Texas.  Modern, 
200-bed  hospital.  Share  call  with  BC  ENT.  Desirable 
community  in  area  with  strong,  diversified  econo- 
my; excellent  schools.  Supportive  medical  staff  and 
incentive  package  available.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

Internist,  family  practitioner  for  thriving  Northeast 
Texas  community.  Salary  guarantee,  office  space 
provided,  other  benefits.  Haven  for  hunting  and 
fishing.  Excellent  schools.  Call,  send  FAX  CV: 
Leonard  Craivier,  MD  or  Tony  C.  Rasberry,  Phy- 
sician Network  of  America,  8505  Freeport  Parkway, 
Suite  130,  Irving,  Texas  75063.  1-800-336-2575. 

FAX  214  929-4568. 

Excellent  private  practice  opportunity  in  suburban 
Dallas.  Hospital  affiliated  with  a prestigious  not- 
for-profit,  multi-hospital  healthcare  system.  Call, 
send  or  FAX  CV:  Leonard  Craivier,  MD  or  Tony  C. 
Rasberry,  Physician  Network  of  America,  8505  Free- 
port Parkway,  Suite  130,  Irving,  Texas  75063.  1-800- 
336-2575.  FAX  214  929-4568. 

Internal  Medicine/Family  Practice/Occupational 
Medicine — Major  company  seeks  a full-time  clinician 
to  work  In  downtown  Houston  facility.  Prefer  board 
certification.  Regular  working  hours  (7:30  am-4:15 
pm)  and  competitive  salary.  Send  CV  to  Joyce 
Butler,  P.O.  Box  2227,  Houston,  Texas  77252  or 
call  collect  713  754-4304. 

Wanted — Specialists  in  cardiac  surgery,  orthopedic 
surgery,  plastic  surgery,  otolaryngology  and  general 
surgery  to  evaluate  medical  records.  Forward  your 
CV  to  Peer  Review  Associates,  One  Bentwood  Road, 
Palm  Beach  Cardens,  Florida  33418. 

Texas — Houston,  Dallas,  and  Hill  Country.  Medical 
Directorships  and  staff  positions  available  in  attrac- 
tive metropolitan  and  rural  areas  of  Texas.  Medicus 
is  growing  rapidly  with  recent  operations  extending 
to  Austin/'San  Antonio.  Existing  contracts  are  con- 
centrated in  Houston,  Dallas/Fort  Worth  and  East 
Texas.  Compensation  is  based  on  highly  competi- 
tive minimum  guarantees  with  fee-for-service  in- 
centives. Additional  benefits  are  paid  professional 
liability  insurance  and  the  availability  of  medical 
insurance.  For  further  information  please  contact 
Lori  Clay,  Recruiter,  Texas  Medicus,  PA,  4514  Cole 
Avenue,  Suite  804,  Dallas,  Texas  75205;  1-800-446- 
0607  or  1-214-522-9591. 


OPPORTUNITIES  SOUGHT 


OBC — US  graduate  with  Texas  residency  in  OBC. 
Board  certified  and  fellow  in  ACOC  with  14  years 
experience  seeking  a practice  locale.  Prefer  associa- 
tion or  partnership  with  other  OBC  or  clinic  with 
coverage.  Contact  Dick  Cunningham,  MD  after  6 
pm,  713  376-9062. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Marquette  Stress  Systems — Model  #3500  and  Model 
"Case,"  Del  Mar  Stress  System  Model  #3100, 
Siemens  Siremobil  2 C-Arm,  Phillips  BV-22,  C-Arm, 
QBCs,  QBC  lls,  Olympus  sigmoidoscopes,  Ritter 
procto  tables,  Sequoia-Turner  900,  Kodak 
Ektachems,  Autoclaves  and  much,  much  more. 
Please  call  for  photos  and  prices.  Inventory  lists 
sent  by  writing  or  by  phoning  Medexchange,  Inc., 
3021  Carmel  St.,  Dallas.  Texas  75204,  USA;  214 
824-5040,  214  823-9428  FAX. 
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Everything  you  need  to  start  and  run  an  office. 

Retired  OBC  offers  entire  office  contents.  Take  all 
for  discount  price.  Possession  anytime  after  March 
1,  1989.  512  696-7400  or  512  828-1605  after  hours. 


Office  Space/ Property 

For  Sale  or  Rent— Fully  equipped  clinic,  3000  sq.  ft 
including  lab,  x-ray,  and  physical  therapy.  Ideal 
for  family  practitioner.  Located  in  rapidly  growing 
cornmunity,  only  a few  miles  from  IBM's  new 
facility  on  Highway  114,  in  Roanoke,  Texas.  For 
more  information,  please  call  817  481-5525,  ext.  16. 

For  Sale — Family  Medicine  Clinic,  North  San  An- 
tonio. Large  stable  patient  base  which  includes 
high  volume  workers'  compensation  and  PacifiCare 
membership.  Facility  includes  full  x-ray,  orthopod, 
CYN,  and  minor  trauma  equipment.  Ideal  for  1-2 
full  time  family  practitioners.  For  details  call  or 
write,  Toni  Hensley,  Pierce,  Valdez  and  Hough, 
Inc.,  8200  lH-10  West,  Suite  812,  San  Antonio 
Texas  78230;  512  341-0591. 

Medical  clinic  building  for  sale  or  lease.  Complete 
with  necessary  equipment.  Good  opportunity  for 
MD,  DO,  or  dentist.  One  mile  north  of  downtown 
Fort  Worth  courthouse.  Immediate  possession.  817 
626-0511. 


Practices 

Colorado  College  Town — General  internal  medicine 
and  geriatric  practice  and  building  for  sale.  $250K, 
variable  terms.  Solo  corporation.  Great  place  to 
live.  Call  303  482-4510  evenings. 

Internal  medicine  practice  for  sale.  Located  30 
miles  south  of  San  Antonio  and  servicing  patients 
in  a 30-mile  radius.  Well-established  practice  for 
the  past  14  years.  Should  be  bilingual  or  able  to 
communicate  in  Spanish.  Please  contact  Mrs.  Elsa 
Fernandez  at  home  512  496-1049  or  office  512 
663-4478. 

Orthopedic  practice  available,  Texas,  North  Dallas 

area.  Retiring  physician  has  fully  equipped  office 
with  loyal  patient  base.  Available  July  1989.  Ideal 
as  satellite  location  for  group.  Office  located  in 
rapidly  growing  young  community.  Please  direct 
inquiries  to  Ad-715  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

Gynecology,  Dallas  County — Solo  practice  for  sale. 
Seller  semi-retiring  and  leaving  state.  This  15-|- 
year  old  practice  will  require  a purchaser  with 
clinical  experience  and  financial  stability.  Obstetrics 
can  be  reinstated.  Attractive  three  year  old  facility 
for  sale  with  practice.  Yearly  collections  low  $200s. 
Good  transition  available.  Contact  Lewis  Health 
Profession  Services,  214  437-1180. 

Practice  For  Sale — Cardiology  practice.  10  years  old. 
Good  patient  load.  Good  gross  revenue.  Invasive 
labs  and  open  heart  surgery  available.  Angioplasty 
available.  Call  arrangement  with  three  other  cardi- 
ologists. Only  serious  investors.  Please  call  214 
794-3276. 

Internal  Medicine  Texas — 90  minutes  North  East  of 
Dallas.  Nice  size  community.  Doctor  returning  to 
school.  Sale/associate  leading  to  purchase.  Beautiful 
office.  Excellent  net.  Cary  Clinton,  214  327-7765, 

Tired  of  big  city  living?  Or  are  you  thinking  of 
retiring  but  still  want  the  option  of  an  office  prac- 
tice where  your  patients  will  appreciate  you?  This 
may  be  your  solution.  House/office  combo  in  small 
West  Texas  town  for  sale.  Within  minutes  of  rural 
hospital  if  hospital  practice  desired.  Reply  to 
Ad-715,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Thriving,  lucrative  family  practice  with  obstetrics 
for  sale  in  suburban  Dallas-Eort  Worth  area.  Eemale 
physician  preferred.  Practice  grosses  350,000  per 
year.  Three  hospitals  within  three  miles  with  ex- 
cellent facilities.  Good  schools  and  recreational 
facilities  In  area.  Send  CV  to  Joseph  Hosein,  Office 
Manager,  P.O.  Box  120422,  Arlington,  Texas  76012. 

Infernal  Medicine  Practice  For  Sale— On  the  bay  in 
beautiful  Corpus  Christi,  Texas.  Very  attractive  lease 
space  next  to  major  hospital.  Established  patient 
base  with  growth  potential.  Present  owner  will  in- 
troduce  to  community;  retirement  for  health  reasons 
Write  Charles  L.  Hedberg,  MD.  5403  Everhart  Road 
Box  46,  Corpus  Christi,  Texas  78411. 


For  Sale— 12  year  old  OBC  practice  at  St.  Joseph 
Medical  Place  1,  Houston,  Texas  77002.  With/with- 
out office  equipment  and  supplies.  Moving  to 
Arizona.  Interested  call  Wallace  Jones,  Jr.,  MD 
713  739-7003. 

For  Sale — -Family  practice  in  same  northside  San 
Antonio  location  for  17  years  includes  leased  loca- 
tion, office  furniture,  medical  equipment  and  sup- 
plies, small  in-house  lab,  and  approximately  2,500 
patient  charts.  For  details  call  or  write  Toni 
Hensley,  Pierce,  Valdez  and  Hough,  Inc.,  8200  IH-10 
West,  Suite  812,  San  Antonio,  Texas  78230;  512 
341-0591. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 

Attorney— representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  contracts;  profes- 
sional associations;  partnerships;  and  leases.  Robert 
J.  Ratcliffe,  1104  Nueces,  Suite  4,  Austin,  Texas 
78701;  512  477-2335.  (Fully  licensed  attorney  in 
Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 

Selling  your  practice?  We  offer  on-site  appraisals, 

practice  brokerage,  physician  recruiting,  and  part- 
nership buy-in  services.  We  can  help  you  make  the 
right  decisions.  For  a free  brochure,  call  or  write 
Practice  Dynamics,  Dept.  T,  P.O.  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911. 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  tor  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office 
or  214  238-7129. 

Immigration  problems?  Contact  the  law  offices  of 
C.  VVellington  Smith,  PC,  702  Colorado,  Suite  102, 
Austin,  Texas  78701.  Board  certified.  Immigration 
and  Nationality  Law,  Texas  Board  of  Legal  Special- 
ization. 


CONTINUING  EDUCATION 

1989  CME  Cruise/Conferences  on  Medicolegal 

Issues  and  Risk  Management — Caribbean,  . Mexico, 
Alaska, ^Canada,  China/Orient,  Scandinavia/Russia, 
Mediterranean,  Black  Sea,  Trans  Panama  Canal. 
Approved  for  24-28  CME  Category  1 credits  (AMA/ 
PRA)  and  AAEP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compliance 
with  IRS  requirements.  Information:  International 
Conferences,  189  Lodge  Avenue,  Huntington  Station, 
NY  11746.  1-800-521-0076  or  516  549-0869. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby 
Costs  adjusted  to  ability  to  pay.  MARYWOOD.  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $45.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $80.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 . 


A public  service  of  the  National  Institute  on 
Drug  Abuse  and  the  Office  for  Substance 
Abuse  Prevention. 


Texas  Medicine 


QoiitifUihig  ^diicatio)!  ^}irecto}y 


COURSES 


APRIL 

Allergy 

April  6-9,  1989 

SOUTHWEST  ALLERG\'  FORUM,  1989.  Registr>  Resort,  Scottsdale, 

Ariz.  Fee  S 1 50.  Category'  1 , AMA  Physician's  Recognition  Award;  1 1 
hours.  Contact  Carol  Soroka,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  ('’13)  799-6020 

Cancer 

April  17-19,  1989 

ORAL  COMPLICATIONS  OF  CANCER  THERAPIES;  DIAGNOSIS,  PRE- 
VENTION, AND  TREATMENT.  Masur  Auditorium,  National  Institute  of 
Health,  Bethesda,  Md.  Fee  TBA.  Credit  TBA.  Contact  Kathleen  Ed- 
munds, Prospect  Associates,  Suite  500,  1801  Rockville  Pike,  Rockville, 
MD  20852  (301 ) 468-MEET 

Cardiovascular  Disease 

April  14-16,  1989 

FRONTIERS  IN  CARDIOLOGY;  1989.  Sonesta  Beach  Hotel,  South- 
hampton, Bermuda.  Fee  $360  members  of  the  American  College  of 
Cardiology,  $425  nonmembers  of  ACC.  Category  1,  AMA  Physician’s 
Recognition  Award;  16  hours.  Contact  American  College  of  Cardiology', 
Extramural  Programs,  Dept  5080,  Washington,  DC  20061-5080  (800) 
253-4636 

Critical  Care  Medicine 

April  17-20,  1989 

16TH  ANNUAL  HARVARD  MEDICAL  SCHOOL  COURSE  ON  INTEN- 
SIVE CARE  MEDICINE/CRITICAL  CARE— EROM  METABOLISM  TO 
MONOCLONALS.  Marriott  Hotel,  Cambridge,  Mass.  Fee  $395.  Category 
1 , AMA  Physician’s  Recognition  Award;  27  hours.  Contact  Bart  Cher- 
now,  MD,  Dept  of  Anesthesia,  Massachusetts  General  Hospital,  Boston, 
MA  021 14  (617)  726-2858 

Emergency  Care 

April  13-15,  1989 

WOUND  CARE  AND  CLOSURE.  Hyatt  Regency,  San  Antonio,  Tex.  Fee 
$485  members  American  College  of  Emergency  Physicians,  $585  non- 
members ACEP,  $305  residents.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  20  hours.  Contact  the  American  College  of  Emergency 
Physicians,  FSiblic  Relations  Dept,  PO  Box  619911,  Dallas,  TX 
75261-9911  (214)  550-0911 

April  22,  1989 

MODERN  CHALLENGES  FACING  EMS.  Hilton  Hotel,  College  Station, 
Tex.  Fee  TBA.  No  credit  available.  Contact  Kelli  Bobbitt,  Texas  A&M 
University  Emergency  Care  Team,  A.P.  Beutel  Health  Center,  College 
Station,  TX  77841-1264  (409)  845-4321 

Endocrinology 

April  1,  1989 

DIABETES  MELLITUS  SYMPOSIUM  1989.  Wilson  Turner  Auditorium, 
Memorial  Southwest  Hospital,  Houston.  Pee  TBA.  Category  1 , AMA 
Physician’s  Recognition  Award;  8 hours.  Contact  Beverly  Osterloh, 


Office  of  Continuing  Education,  The  University  of  Texas  Health  Science 
Center,  6431  Fannin  St,  MSB  G.  104,  Houston,  FX  77030  (713) 
792-5346 

Family  Medicine 

April  7,  1989 

AUDIOLOGY  SEMINAR.  College  Station,  Tex.  Pee  $75.  Category-  1, 
AMA  Physician’s  Recognition  Award;  6 hours.  Contact  Susan  Hughes, 
Scott  and  White  Clinic,  2401  S 31st  St,  Temple,  TX  76508  (817 ) 
774-4083 

April  10-14,  1989 

1989  PAMILY  PRACTICE  REVIEW.  San  Luis  Hotel,  Galveston,  Tex.  Fee 
$500.  Category  1,  AMA  Physician’s  Recognition  Award;  50  hours.  Con- 
tact Gayle  Norris,  Shearn  Moody  Plaza,  Suite  7.101,  Galveston,  TX 
77550  (409)  761-2934 

April  12-15,  1989 

NORTH  AMERICAN  PRIMARY  CARE  RESEARCH  GROUP  CONFER- 
ENCE. Hilton  Palacio  del  Rio  Hotel,  San  Antonio,  Tex.  Fee  $250.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  24  hours.  Contact  The 
University’  of  Texas  Health  Science  Center,  Continuing  Medical  Educa- 
tion Office,  7703  Ployd  Curl  Dr,  San  Antonio,  TX  7828-4-7980  (512) 
567-4444 

April  19-23,  1989 

5TH  ANNUAL  FAMILY  MEDICINE  REVIEW.  Austin,  Tex.  Fee  $375  phy- 
sicians, $250  residents.  Category-  1,  AMA  Physician’s  Recognition 
Award;  40  hours.  Contact  Susan  larson,  Scott  and  White  Clinic,  2401  S 
31st  St,  Temple,  TX  76508  (817)  774-4083 

General  Medicine 

April  1,  1989 

DIABETES  1989:  NEWEST  DEVELOPMENTS  IN  PATIENT  CARE 
Stouffer  Dallas  Hotel,  Dallas.  Pee  $90  physicians,  $50  residents.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Diane 
Pitkin,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 

April  1,8,  15,  22,  29,  1989 

FUNDAMENTAIS  OF  PRACTICAL  THERAPEUTICS.  The  Cullen  Au 
ditorium,  Baylor  College  of  Medicine,  Houston.  Pee  TBA.  Category  1, 
AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact  Holly  Ford, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)  799-6020 

Geriatrics 

April  2-5,  1989 

GERIATRIC  MEDICINE  1989.  Copley  Plaza  Hotel,  Boston.  Pee  $500. 
Category  1,  AMA  Physician’s  Recognition  Award;  27.5  hours.  Contact 
the  Harvard  Medical  School,  Dept  of  Continuing  Education,  Boston, 

MA  021 15  (617)  732-1525 

April  15-16,  1989 

lOTH  ANNUAL  GERIATRIC  MEDICINE.  Wyndham  Hotel,  San  Antonio, 
Tex.  Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  9 
hours.  Contact  Continuing  Medical  Education  Office,  The  University  of 
Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  567-4444 
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Health  Administration 

April  2—4,  1989 

HOSPITAL  PROPERTY  MANAGEMENT  SEMINAR.  Austin,  Tex.  Fee 
S275.  No  credit  available.  Contact  Susan  Hughes,  Scott  and  White 
Clinic,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

March  31 -April  1,  1989 

5TH  ANNUAL  WESTERN  REGIONAL  PERINATAL  CONFERENCE. 
Providence  Memorial  Hospital,  El  Paso,  Tex.  Fee  SI  10  physicians,  S55 
residents  and  interns.  Category’  1 , AMA  Physician’s  Recognition  Aw'ard; 
hours  TEA.  Contact  Karen  Greenup,  Providence  Memorial  Hospital, 
2001  N Oregon,  El  Paso,  TX  79902  (915 ) 542-6660 

April  22,  1989 

CURRENT  CLINICAL  PRACTICE  IN  OBSTETRICS  AND  G\TVECOLOGY. 
Grand  Kempinski  Hotel,  Dallas.  Fee  $90  physicians,  $50  residents. 
Category  1 , AMA  Physician’s  Recognition  Award;  7 hours.  Contact 
Diane  Pitkin,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 

April  30,  1989 

CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOLOGY:  FOCUS 
ING  ON  HLV  AND  HEPATITIS.  Westin-Galleria,  Houston  Fee  $85. 
Category  1 , AMA  Physician’s  Recognition  Award;  hours  6 hours.  AAFP 
prescribed.  Contact  Carol  Soroka,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Oncology 

April  6-8,  1989 

2ND  INTERNATIONAL  MYELOMA  CONFERENCE.  Houstonian  Hotel 
and  Conference  Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley 
Roy,  Conference  Services,  Box  131,  MD  Anderson  Cancer  Center,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792  2222 

Ophthalmology 

March  31— April  1,  1989 

9TH  ANNUAL  OPHTHAIJVIOLOGY  CLINICAL  CONFERENCE.  I'he  Uni 
versity  of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA. 
Credit  TBA.  Contact  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  567-4444 

March  31 -April  1,  1989 

1 ITH  ANNUAL  DALLAS  SPRING  OPHTHAIJVIOLOGY  SYMPOSIUM/ 
GIAUCOMA— ADVANCED  MEDICAL  AND  SURGK:AL  MANAGE- 
MENT-OPHTHALMOLOGY IN  THE  1990s.  Location  TBA.  Fee  $250 
before  March  1,  $275  after  March  1.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  10  hours.  Contact  Sindi  Sonnier,  Presbyterian  Healthcare 
System,  8200  Walnut  Hill  lane,  Dallas,  TX  75231  (214)  696-8458 

April  14-16,  1989 

INTERNATIONAL  SYMPOSIUM  ON  ACANTHAMOEBA  AND  THE  EAE. 
The  Woodlands  Inn,  The  Woodlands,  Tex.  Fee  $100.  Category  1,  AMA 
Physician’s  Recognition  Award;  14  hours.  Contact  Tamara  Greiner,  Bay- 
lor College  of  Medicine,  One  Baylor  Plaz.a,  Houston,  TX  77030  (713) 
799-6020 

Orthopedic  Surgery 
April  14-16,  1989 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anatole 
Hotel,  Dallas.  Fee  $425.  Category  1,  AMA  Physician’s  Recognition 
Award;  25  hours.  Contact  June  Bovill,  Continuing  Education,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  ( 214)  688-2166 

Otorhinolaryngology 

April  20-22,  1989 

TEMPORAL  BONE  MINI  COURSE.  Vaughn  Learning  Center,  The  Uni- 
versity of  Texas  Medical  Branch,  Galveston.  Fee  $450.  Category  1, 

AMA  Physician’s  Recognition  Award;  20  hours.  CTtntact  Martha  Berlin, 
Shearn  Moody  Plaza,  Suite  7101,  Galveston,  TX  77550  (-409)  461-2934 


April  22-23,  1989 

ENDOSCOPIC  SINUS  SURGERY,  5TH  COURSE.  Room  D 1.600,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $625.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Ann 
Parchem,  Division  of  C^ontinuing  Education,  UT  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pathology 

April  29,  1989 

NEWER  TECHNIQUES  IN  DIAGNOSTIC  PATHOLOGY/HOUSTON  SO- 
CIETY’ OF  CLINICAL  PATHOLOGISTS  29TH  ANNUAL  MEETING.  Inn 
on  the  Park,  Houston.  Fee  $100  physicians,  $75  residents  and  fellows. 
Category  1 , AMA  Physician’s  Recognition  Award;  7 hours.  Contact 
Tamara  Greiner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  799-6020 

Pediatrics 

April  6-8,  1989 

22ND  ANNUAL  ADVANCES  AND  CONTROVERSIES  IN  CLINICAL  PE- 
DIATRICS, San  Francisco.  Fee  $300.  Category'  1,  AMA  Physician’s  Rec- 
ognition Award;  15.5  hours.  Contact  Liniversity  of  California,  Extended 
Programs  in  Medical  Education,  Registration  Office,  Rm  575-U,  San 
Francisco,  CA  94 1 43-0766  (415)  476-425 1 

April  14-16,  1989 

2ND  ANNUAL  PEDIA’I’RICS  IN  PROGRESS,  Tropicana  Hotel,  Las  Vegas. 
Fee  $220  members  American  Academy  of  Pediatrics,  $365  non- 
member AAP.  Category  1,  AMA  Physician’s  Recognition  Award;  18 
hours.  Contact  the  American  Academy  of  Pediatrics,  CME  Registration, 
Department  of  Education.  PO  Box  927,  Elk  Grove  Village,  IL 
60009-0927  (800)  433-9016,  ext  7657 

April  28-29,  1989 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS  1989. 
Marriott-Medical  Center,  Houston.  Fee  $210  physicians,  $105  non- 
Baylor  residents  and  fellows,  $125  single  day  fee.  Credit  TBA.  Contact 
Lila  Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  ’799-6020 

April  28-29,  1989 

PEDIATRICS  AND  ALL  THAT  JAZZ/CURRENT  PRACTICE  AND  RE- 
CENT ADVANCES.  Brent  House  Hotel,  Ochsner  Campus,  New  Orleans. 
Fee  TBA.  Category’  1 , AMA  Physician’s  Recognition  Award;  1 2 hours. 
AAFP  prescribed.  Contact  Martha  LeTard,  Continuing  Medical  Educa- 
tion, Alton  Ochsner  Medical  Foundation,  1 516  Jefferson  Hwy,  New  Or- 
leans, 1 A 701 21  ( 504  ) 838-3702 

Physical  Medicine  and  Rehabilitation 

April  3-13,  1989 

23RD  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Marriott-Medical  Center,  Houston.  Fee  $450 
physicians,  $420  non-Baylor  residents,  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  78  hours.  C.ontact  Tamara  Greiner,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Radiology 

April  24-28,  1989 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING. 
Baylor  College  of  Medicine,  Houston.  Fee  $1,000  physicians,  $500  resi- 
dents and  fellows.  Category’  1 , AMA  Physician’s  Recognition  Award;  37 
hours.  Contact  Holly  Ford,  Baylor  College  of  Medicine,  Office  of  Con- 
tinuing Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

April  25-29,  1989 

8TH  SEMI-ANNUAL  FUNDAMENTAUS  OF  MRl.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $500.  Category  1,  AMA 
Physician’s  Recognition  Award;  36  hours.  Contact  The  University  of 
Texas  Health  Science  Center,  Continuing  Medical  Education  Office, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 
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Urology 
April  6-8,  1989 

ENDOUROl.CXiY/liRH  l'l'ROSCOn.  Boston.  Fee  S2^S  members  of 
Ameriean  Urologieal  As.soeiation,  S,^7S  nonmembers  of  AUA.  Uategoty 
I,  AMA  Rhysieian’s  Reeognition  Avsard;  16  hours.  Uontaet  Kimberly 
Ishee,  Ameriean  llrologieal  A.sstteiation,  6~S()  West  Loop  South,  Suite 
900,  Bellaire,  TX  ^7401  ( ^ 1 .4 ) 66S-7S00 

April  22,  1989 

TRANSRFXn'AI.  UlTRASONCXiRARHY  OF  I MF.  PROSl  Al'E.  Marriott 
Hotel-Medieal  (Xmter,  Houston.  Fee  TBA,  Credit  TBA.  Contact  Lila 
l.erner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston  7^0.40 
(71.4)  ^99-6020 

MAY 

Arthritis  and  Rheumatism 

May  20,  1989 

THE  ST  PAUL  TEACHING  DAY  IN  RHEUMATIC  DISEASES.  Grand  Kern- 
pinski  Hotel,  Dallas.  Fee  S90  physicians,  SSO  residents.  Category  1, 

AMA  Physician’s  Recognition  Award;  hours.  Contact  Diane  Pitkin, 
Continuing  Physician  Education,  St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Cardiovascular  Disease 

May  3-5,  1989 

NEW  CARDIOVASCUIAR  INTERVENTIONS.  Sheraton,  New  Orleans. 
Fee  $800.  Credit  TBA.  Contact  Jane  Arnette,  Cardiovascular  Institute  of 
the  South,  300  Liberty,  Houma,  lA  70360  (800)  525-8777 

May  18-20,  1989 

ANNUAL  SPRING  AUSCULTATION.  Marriott  Medical  Center,  Houston. 
Fee  $275.  Credit  TBA.  Contact  Susan  Murray,  PO  Box  20345,  MC  3-276, 
Houston,  TX  77225  ( ^1 3 ) 791-21 57 

May  18-20,  1989 

VASCULAR  SURGERY  1989  Marriott  Marquis,  New  York.  Fee  $450 
physicians,  $300  residents  and  fellows.  Category  1,  AMA  Physician’s 
Recognition  Award;  24  hours.  Contact  Ann  Boehme,  CMP,  Long  Island 
Jewish  Medical  Center,  New  Hyde  Park,  NY  1 1042  (718)  470-8650 

Dermatology 

May  8-10,  1989 

SUNLIGHT,  ULTRAVIOLET  RADIATION,  AND  THE  SKIN.  Masur  Au- 
ditorium, The  Warren  Grant  Magnuson  Clinical  Center,  National  Insti- 
tutes of  Health,  Bethesda,  Md.  Fee  TBA.  Credit  TBA.  Contact  Andrea 
Manning,  Prospect  Associates,  Suite  500,  1801  Rockville  Pike,  Rock- 
ville, MD  20852  (301 ) 468-MEET 

Emergency  Care 

May  1-5,  1989 

COMPREHENSIVE  REVIEW  AND  UPDATE  IN  EMERGENCT  MEDI- 
CINE: MEDICINE  AND  PEDIATRICS.  Hyatt  Regency,  Chicago.  Fee  $575 
members  of  American  College  of  Emergency  Physicians,  $660  non- 
members  of  ACER  $345  residents.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  37.5  hours.  Contact  the  American  College  of  Emergency 
Physicians,  F*ublic  Relations  Dept,  PO  Box  619911,  Dallas,  TX 
75261-9911  (214)  550-0911 

May  15-19,  1989 

COMPREHENSIVE  REVIEW  AND  UPDATE  IN  EMERGENCY  MEDI 
CINE;  TOXICOLOGY  AND  NEUROLOGY.  Westin  Hotel,  Indianapolis. 
Fee  $575  members  of  American  College  of  Emergency  Physicians, 

$660  nonmembers  of  ACEP,  $345  residents.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  34  hours.  Contact  the  American  College  of 
Emergency  Physicians,  Public  Relations  Dept,  PO  Box  619911,  Dallas, 
TX  75261-9911  (214)550-0911 

Family  Medicine 

May  22-26,  1989 

13TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  MEDICINE.  Astro  Village 
Hotel  Complex,  Houston.  Fee  $490  physicians,  $325  non-Baylor  resi- 


dents and  fellows.  (Tedit  TBA.  (iontact  (^arol  .Soroka,  Baylor  Catllege  of 
Medicine,  One  Baylor  Plaza,  Houston,  i’X  77030  (713)  799-6020 

General  Medicine 

May  6,  1989 

HTH  ANNUAL  INFECTIOUS  DISEA.SES  SEMINAR.  .Stouffer  Hotel, 

Dallas.  Fee  $90  physicians,  $50  residents.  Category  1,  AMA  Physician’s 
Recognition  Award;  7 hours.  Contact  Diane  Pitkin.  Catntinuing  Physi 
cian  Education,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  879-3789 

May  11-14,  1989 

16TH  ANNUAL  ACAM  SPRING  CONFERENCE.  Hyatt  Regency  at  Re- 
union, Dallas.  Fee  TBA.  Category'  1,  AMA  Physician’s  Recognition 
Award;  1 5 hours.  Contact  the  American  College  of  Advancement  in 
Medicine,  23121  Verdugo,  Suite  204,  laguna  Hills,  CA  92653  (800) 
532-3688 

Internal  Medicine 

May  30— June  3,  1989 

12TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  Rm  D 1.600,  The 
Llniversity  of  Texas  Southwestern  Medical  School,  Dallas.  Fee  TBA. 
Category  1,  AMA  Physician’s  Recognition  Award;  45  hours.  Contact 
Ann  Parchem,  Continuing  Education,  UT  Southwestern  Medical  School, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235(214)688-2166 

Ophthalmology 

May  26,  1989 

YAG/ARGON  WORKSHOP  FOR  OPHTHALMOLOGISTS.  Presbyterian 
Hospital,  Dallas,  Fee  TBA.  Credit  TTJA.  Contact  Sindi  Sonnier,  Pres- 
byterian Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231 
(214)  696-8458 

Orthopedic  Surgery 

May  5-6,  1989 

ORTHOPEDIC  UPDATE.  Location  TBA.  Fee  TBA.  Credit  TBA.  Contact 
Sindi  Sonnier,  Presbyterian  Healthcare  System,  8200  Walnut  Hill  lane, 
Dallas,  TX  75231  (214)696-8458 

Pathology 

May  18-20,  1989 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY,  VIII.  Room  D 1.600,  The 
University  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $600 
complete  course  with  glass  slides;  $450  complete  class  without  glass 
slides;  $350  basic  course;  $125  partial  course;  $125  students,  resi- 
dents, and  fellows.  Category  1,  AMA  Physician’s  Recognition  Award;  22 
hours.  Contact  Ann  Parchem,  Division  of  Continuing  Education,  The 
University  of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  ( 214)  688-2166 

May  25-26,  1989 

5TH  ANNUAL  CURRENT  ISSUES  IN  ANATOMIC  PATHOLOGY:  1989. 
Holiday  Inn  Union  Square,  San  Francisco.  Fee  $300.  Categoiy  1,  AMA 
Physician’s  Recognition  Award;  12  hours.  Contact  University  of  Califor- 
nia, Extended  Programs  in  Medical  Education,  Room  LI-569,  San 
Francisco,  CA  94143-0742  (415)  476-4251 

Pediatrics 

May  18-20,  1989 

ADVANCES  IN  PEDIATRICS.  Mariner’s  Inn,  Hilton  Head  Lsland,  South 
Carolina.  Fee  $220  resident  and  candidate  fellows  of  American  Acad- 
emy of  Pediatrics,  $300  fellow  AAP,  $365  nonmember  physicians. 
Category  1,  AMA  Physician’s  Recognition  Award;  16  hours.  AAFP  pre- 
scribed, Contact  the  American  Academy  of  Pediatrics,  CME  Registra- 
tion, PO  Box  927,  Elk  Grove  Village,  IL  60009-0927  (800)  433-9016, 
ext  7657 

Physical  Medicine  and  Rehabilitation 

May  4—6,  1989 

6TH  ANNUAL  CHRONIC  PAIN  COURSE:  LOW  BACK  PAIN  EVALUA 
TION  AND  MANAGEMENT.  Marriott  Medical  Center,  Houston.  Fee 
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8275  physicians,  8150  non-Baylor  residents  and  fellows.  Credit  TBA. 
Contact  Tamara  Greiner,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030 

Radiology 

May  8-12,  1989 

ADVANCED  RADIOLOGICAL  HEALTH.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex.  Fee  8700.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  36  hours.  Contact  UT  Health  Science  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

May  15-19,  1989 

RADIATION  SAFED'  OFFICER'S  COURSE.  The  University'  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  8750.  Category'  1,  AMA 
Physician’s  Recognition  Award;  36  hours.  Contact  UT  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 
567-4444 

Surgery 

May  22-24,  1989 

SURGERY  FOR  CORONARY  ARTERY  DISEASE.  Washington  Duke  Inn 
and  Golf  Club,  Durham,  NC.  Fee  8460  members  of  American  College 
of  Cardiology,  8525  nonmembers  of  ACC.  Category'  1,  AMA  Physician’s 
Recognition  Award;  24.5  hours.  Contact  the  American  College  of 
Cardiology,  Extramural  Programs,  Dept  5080,  Washington,  DC, 
20061-5080  (800)  253-4636 

JUNE 

Critical  Care  Medicine 

June  4-7,  1989 

EXAMINATION  REVIEW  COURSE:  CRITICAL  CARE  Town  and  Coun- 
try Hotel,  San  Diego.  Fee  8550  members  of  American  College  of  Chest 
Physicians,  8625  nonmembers  of  ACCP;  8325  physicians-in-training. 
Category  1 , AMA  Physician’s  Recognition  Award;  30  hours.  Contact 
American  College  of  Chest  Physicians,  PO  Box  93826,  Chicago,  IL 
60673  (312)  698-2200 

Emergency  Care 

June  5-9,  1989 

COMPREHENSIVE  REVIEW  AND  UPDATE  IN  EMERGENCY  MEDI 
CINE;  CARDIOVASCUIAR  AND  PULMONARY.  Hotel  Nikko.  San 
Francisco.  Fee  8575  members  of  American  College  of  Emergency  Phy- 
sicians, 8660  nonmembers  of  ACER  8345  residents.  Category  1,  AMA 
Physician’s  Recognition  Award;  38  hours.  Contact  the  American  Col- 
lege of  Emergency  Physicians,  FYiblic  Relations  Dept,  PO  Box  619911, 
Dallas,  TX  75261-991 1 (214)  550-091 1 

June  8-10,  1989 

MARKETING  THE  EMERGENCY  DEPARTMENT  Lafayette  Hotel, 
Boston.  Fee  8465  members  of  the  American  College  of  Emergency 
Physicians,  8570  nonmembers  ACER  8325  residents.  Category  1,  AMA 
Rhysician’s  Recognition  Award;  25  hours.  Contact  the  American  Col- 
lege of  Emergency  Physicians,  Public  Relations  Dept,  PO  Box  61991 1, 
Dallas,  TX  75261-991 1(214)  550-091 1 

June  10,  1989 

ANATOMY  OF  CRITICAL  PROCEDURES  IN  EMERGENCY  MEDICINE. 
Dallas,  Fee  TBA.  Credit  TBA.  Contact  Sindi  Sonnier,  Presbyterian 
Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214) 
696-8458 

June  12-14,  1989 

MANAGEMENT  STRATEGIES  IN  EMERGENCY  MEDICINE  Hyatt  Re 
gency,  Burlingame  ( San  Francisco ).  Fee  8460  members  of  American 
College  of  Emergency  Physicians,  8565  nonmembers  of  ACER  8320 
residents.  Category  I,  AMA  Physician’s  Recognition  Award;  25  hours. 
Contact  the  American  College  of  Emergency  Physicians,  Public  Rela- 
tions Dept,  PO  Box  619911,  Dallas,  TX  75261-991 1 (214)  550-091 1 

Family  Medicine 

June  3,  1989 

FAMILY  PRACTICE;  CLINK:AL  ENCOUNTERS  1989  The  University  of 
Texas  Southwestern  Medical  School,  Dallas.  Fee  895.  Category  1,  AMA 


Physician’s  Recognition  Award;  7 hours.  Contact  Freddie  Heitman,  Di- 
vision of  Continuing  Education,  UT  Southwestern  Medical  School, 

5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

General  Medicine 

June  10,  1989 

HEART  FAILURE.  Westin  Hotel-Galleria,  Dallas.  Fee  890  physicians, 

850  residents.  Category  1,  AMA  Physician’s  Recognition  Award;  7 
hours.  Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3735 

June  14—  16,  1989 

ISSUES  IN  CARE:  THE  YOUNG  PATIENT  ( BIRTH  TO  25).  South  Padre 
Island,  Tex.  Fee  8300.  Category'  1,  AMA  Physician’s  Recognition  Award; 
16  hours.  Contact  Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

June  1 —4,  1989 

COMPREHENSIVE  WORKSHOP  IN  REPRODUCTIVE  SURGERY/ 
GWECOLOGICAL  MICROSURGERY,  LASER  TECHNIQUES,  AND 
OPERATIVE  lAPROSCOPY  Margot  Perot  Women’s  and  Children’s  Cen- 
ter, Presbyterian  Hospital,  Dallas.  Fee  8950  physicians,  8825  residents 
and  fellows.  Category  1.  AMA  Physician’s  Recognition  Award;  25  hours. 
25  cognates.  Contact  Sindi  Sonnier,  Presbyterian  Healthcare  System, 
8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214)  696-8458 

June  28-July  1,  1989 

WOMEN’S  HEALTH  CARE.  Santa  Fe,  NM.  Fee  8300.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 4 hours.  Contact  Susan  Larson,  Scott 
and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Otolaryngology 

June  15-17,  1989 

MANAGEMENT  OF  EARI.Y  HEAD  AND  NECK  CANCER.  South  Shore 
Harbor,  League  City,  Tex.  Fee  8250.  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  14  hours.  Contact  Martha  Berlin,  Shearn  Moody  Plaza, 
Suite  7101,  Galveston,  TX  77550  (409)  761-2934 

Pediatrics 

June  12-16,  1989 

ACUTE  C;ARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Mariner’s  Inn,  Hilton  Head  Island,  SC.  Fee  8340  physicians, 
$2-t0  non-Baylor  residents  and  fellows.  Credit  TBA.  Contact  Lila 
Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030 

June  16-18,  1989 

26TH  ANNUAL  PEDIATRICS  FOR  THE  PRACTITIONER.  Radisson 
Gunter  Hotel-Downtown,  San  Antonio,  Tex.  Fee  TBA.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 5 hours.  Contact  the  University  of 
Texas  Health  Science  Center,  Continuing  Medical  Education  Office, 
■^703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

June  22-24,  1989 

THE  1989  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  San  Luis 
Hotel,  Galveston,  Tex.  Fee  8275.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 5 hours.  Contact  Gayle  Norris,  Shearn  Moody  Plaza,  Suite 
7101,  Galveston,  IX  77550  (409)  761-2934 

Radiology 

June  24-30,  1989 

CHALLENGE  89:  DECISIONS  IN  IMAGING.  London,  England.  Fee  8450 
before  March  31,  1989;  8495  after  March  31,  1989;  8395  students, 
residents,  and  fellows.  Credit  TBA.  Contact  Barbara  Silletto,  University 
Imaging  Associated,  Los  Angeles  County  USC  Medical  Center,  Box  66, 
1200  N State  St,  Los  Angeles,  CA  90033  (213)  226-7245 

Urology 

June  21-24,  1989 

DIALOGUES  IN  UROLOGY.  Orlando,  Fla.  Fee  8275  members  of  Ameri- 
can Urological  Association,  8375  nonmembers  of  AUA.  Credit  TBA. 


Texas  Medicine 


CA)ntact  Kimberly  Ishcc,  American  llrologieal  Association,  b'^SO  West 
Loop  South,  ,Suite  900,  Hellaire,  TX  ^740 1 ( ' 1 ,^ ) 66S-^S00 

JULY 

Allergy 

July  21-22,  1989 

AMERICAN  IN-VI  TRO  AI.l.ERLiY  IMMUNOLOGY  SOCIEIY'  ANNUAL 
PROGRAM.  San  Diego,  Contact  Betty  Kahler,  American  in-Vitro  Al- 
lergy/Immunolog)’  Society,  PO  Box  -459,  L;ike  Jackson,  TX  ■'"^566  (409) 
29'’S656 

Obstetrics  and  Gynecology 
July  31— August  1,  1989 

JACKSON  HOLE  SUMMER  SYMPOSIUM  ON  WOMENS  HEALTH  CARE. 
Teton  Village,  Wyo.  Contact  C4iarles  Lox,  MD,  Dept  of  Ob/G^TV,  Texas 
Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430  (806) 

743-2349 

AUGUST 
Cancer 
Aug  19,  1989 

CANCER:  PREVENTION  AND  EARLY  DETECTION.  Houston.  Contact 
Diane  Pitkin,  St  Paul  Medical  Center,  3909  Harrv’  Hines  Blvd,  Dallas,  TX 
73233  (214)879-3789 


Internal  Medicine 

Aug  7-11,  1989 

9TH  ANNUAL  INTERNAL  .MEDICINE  REVIEW.  South  Padre  Island,  Tex. 
Contact  Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St, 
Temple,  TX  76308  (81  774-4083 

SEPTEMBER 

Otorhinolaryngology 

Sept  30-Oct  1,  1989 

ENDOSCOPIC  SINUS  SURGERY/6TH  COURSE.  The  University  of  Texas 
Southwestern  Medical  Center.  Dallas.  Contact  Ann  Parchem,  UT  South- 
western Medical  Center,  3323  Harry  Hines  Blvd,  Dallas,  TX  73233 
(214)688-2166 

Plastic  Surgery 

Sept  13-17,  1989 

FACIAL  FRACTURE  SURGERY:  AN  EDUCATIONAL  SYMPOSIUM.  The 
University  of  Texas  Southwestern  Medical  Center,  Dallas.  Contact  Ann 
Parchem,  UT  Southwestern  Medical  Center,  Division  of  Continuing 
Education,  3323  Harry  Hines  Blvd,  Dallas,  TX  73233  (214)  688-2166 

Urology 

Sept  22-24,  1989 

UROLOGIC  SURGICAL  TECHNIQUES.  San  Antonio,  Tex.  Contact  Kim 
Ishee,  6730  W Loop  South,  Suite  900,  Bellaire,  TX  77401  (713) 
663-7300 


TELECONFERENCE  NETWORK  OF  TEXAS 


Drug  Therapy  Update 

April  20,  1989 

PREVENTING  NSAID-INDUCED  ULCERS:  THE  ROLE  OF  MISOPRO- 
STOL. Audio  Teleconference  locations  and  other  Teleconference  Net- 
works of  Texas  member  sites.  Fee  S40  Texas  Network  Location 
members,  S60  off- network  location  nonmembers.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hour.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (312) 
567-2700 


April  20,  1989 

EEEE.CTS  OF  SUN.  Audio  Teleconference  locations  and  other  Telecon- 
ference Network  of  Texas  member  sites.  Fee  S33  Texas  Network  Loca- 
tion members,  S33  oH-network  location  nonmembers.  Category  I, 

AMA  Physician's  Recognition  Award;  I hour.  Contact  Phyllis  Wood, 
Teleconference  Network  of  Texas,  The  University  of  Texas  Health  Sci- 
ence Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-79‘’8  (312) 
36^-2700 

May  18,  1989 

NE^'  DEVELOPMENTS  IN  THE  MANAGEMENT  OF  DIABETES.  Audio 
Teleconference  locations  and  other  Teleconference  Network  of  Texas 
member  sites.  No  fee.  Categoty-  I,  AMA  Physician's  Recognition  Award; 
1 hour.  Contact  Teresa  Saad,  Teleconference  Network  of  Texas,  The 
llniversity  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  .San  An- 
tonio, TX  ■7828-4-7978  (312)  567-2700 

June  13,  1989 

APPROVED  AND  UNAPPROVED  USES  OF  IMMUNOGLOBULIN  PREPA 
RATIONS.  Audio  Teleconference  locations  and  other  Teleconference 
Networks  of  Texas  member  sites.  Fee  S40  Texas  Network  Location 
members,  S60  off-network  location  nonmembers.  Category  1 , AMA 
Physician’s  Recognition  Award,  1 hour.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University'  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (312) 
367-2700 

July  20,  1989 

MONO  VERSUS  COMBINATION  ANTIBIOTIC  THERAPY.  Audio  Tele- 
conference locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  Fee  TBA.  Credit  TBA.  Contact  Teresa  Saad.  Telecon- 
ference Network  of  Texas.  The  University  of  Texas  Health  Science 
Center.  7703  Floyd  Curl  Dr,  San  Antonio,  TX  "'8284-7978  (312) 
367-2700 

Aug  17,  1989 

CURRENT  TREATMENT  RECOMMENDATIONS  IN  ASTHMA  Audio 
Teleconference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  No  fee.  Credit  TBA.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas.  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (312) 
367-2700 

Sept  21,  1989 

MANAGEMENT  OF  GALliiTONE  DISEASE  WITH  URSODIOL.  Audio 
Teleconference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  Fee  TBA.  Credit  TBA.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (312) 
567-2700 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


March 

AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  Rancho  Mirage,  Calif, 
March  1—4,  1989.  Contact  American  College  of  Legal  Medicine,  PO 
Box  3190,  Maple  Glen,  PA  19002  (800 ) 433-91 37 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOLOGY  AND  I HERA 
PEUTICS  ANNUAL  MEETING,  Nashville,  Tenn,  March  7-  10,  1989. 
Contact  John  Rodman,  St  Jude  Children’s  Research  Ho.spital,  3.32  N 
lauderdale,  Memphis,  TN  38103  (901 ) 522-0663 

■Texas  Medical  Association  Winter  Leadership  Conference.  Aus- 
tin, March  4,  1989.  Contact  Jon  Hornaday,  TMA,  1801  N Lamar  Blvd. 
Austin,  TX  78701  ( 512)  477-6704,  ext  104 

April 

NATIONAL  RURAL  HEALTH  ASSOCIATION/ 1 2TH  ANNUAL  NATIONAL 
CONFERENCE  ON  RURAl.  HEALTH:  REDESIGNING  RURAL  HEALTH: 
BLUEPRINTS  FOR  SUCCESS,  Reno,  Nev,  April  30- May  3,  1989  Con- 
tact the  National  Rural  Health  Association,  301  E Armour  Blvd,  Suite 
420,  Kansas  City,  MO  641 1 1 (816)  756-3140 


Volume  85  March  1989 


May 


1ST  PANAMERICAN  CONGRESS  IN  EMERGENCY  MEDICINE,  Buenos 
Aires.  Argentina,  May  1—6,  1989.  C^ontact  Richard  Low,  MD,  US  Coor- 
dinator to  the  1 St  Panamerican  (Congress  of  Emergency  Medicine.  3960 
Westfall  Dr,  Encino,  CA  91436 

■TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION,  Fort  Vt  orth. 
May  11  — 14,  1989.  Contact  Dale  Willimack,  Texas  Medical  Association, 
1 80 1 N lamar  Blvd,  Austin,  TX  7870 1 (512)  477-6704 

AMERICAN  ASSOClAl  ION  FOR  CANCER  RESEARCH  8TH  ANNUAL 
MEETING.  San  Francisco,  May  24—27,  1989.  Contact  Adam  Blistein, 
American  Association  for  Chancer  Research.  530  Vl’alnut  St,  10th  Floor, 
Philadelphia,  PA  1 9 1 06  ( 2 1 5 ) 440-9300,  Fax  (215)  440-93 1 3 

■AMERICAN  UROLtX.lCAL  ASSOCdATION  ANNUAL  MEETING,  Dallas, 
May  7—  1 1,  1989.  (;ontact  Louisa  Shaw,  American  Urological  Associa 
tion  6750  W Loop  South,  #900,  Bellaire,  TX  77401  (^13)  665--^500 

ASSOCIATION  FOR  THE  ADVANCEMEN  L OF  MEDICAL  INS  I'RUMEN- 
TATION  24TH  ANNUAL  MEETING,  .St  Louis,  Mo,  May  13-17,  1989 
Contact  the  Association  of  the  Advancement  of  Medical  Instrumenta- 
tion. 3330  Wa.shington  Blvd,  Suite  400,  Arlington,  VA  22201  ( ‘’03  ) 
525-4890 

June 

4TH  INTERNA  TIONAL  INTERDISCIPLINARY  CONFERENCE  ON 
HYPERTENSION  IN  BIACKS,  Nairobi,  Kenya,  June  28-July  2,  1989. 
Contact  the  International  SocieG'  on  Hypertension  in  Blacks,  Inc,  69 
Butler  St,  SE,  Atlanta,  GA  30303  ( 404 ) 589-3810,  Fax  (404)  688  5169 

5TH  INTERNATIONAL  C;oNFERENC:E  ON  AIDS,  Montreal,  Canada, 
June  4—9.  1989.  C^ontact  .Marie-Helene  Fox  (514)  874-1833  or  Patrick 
Gossage  (416)  366-8464 

15TH  GERMAN  HOSPITAL  CONFERENCF7INTER110SPn  Al.  89;  A 
BIANNUAL  INTERNATIONAL  .MEETING,  Hannover,  West  fiermany, 
June  6—9,  1989.  (Contact  Hannover  Fairs  USA,  Inc,  103  Carnegie  Cen- 
ter. Princeton,  NJ  08540  ( 609 ) 98"’  I 202 


'.  . . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 
F.  K.  SEALE,  M.D.,  MEDICAL  DIRECTOR 

STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 
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PRACTICAL  - CLINICAL  ■ EDUCATIONAL  ■ CURRENT 

Family  Practice  Recertification  Greenwich  office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 


Texas  Mec/iciiie 


THE  TMLT  RISK  MANAGEMENT  CONFERENCE  SERIES 


The  Texas  Medical  Liability  Trust  is  strongly  committed  to  the 
prevention  of  claims  alleging  negligence  in  the  practices  of  medi- 
cine, and  the  advocacy  of  physician  defense  in  all  medical  special- 
ties. Thus,  we  have  dedicated  a series  of  risk  management  conferences 
to  this  end. 


REGIONAL  CITIES/ DATES /TIMES 

LUBBOCK 

Wednesday,  April  5,  1989 
6-9:30  p.m. 


Our  pledge  to  risk  management  and  loss  prevention  enlighten- 
ment is  demonstrated  by  allowing  a premium  discount  incentive  to 
TMLT  policyholders  and  new  applicants  attending  the  conference. 


SAN  ANTONIO 

Wednesday,  April  12,  1989 
6-9:30  p.m. 


Utilizing  a decade  of  actual  Texas  claims  experience,  our  twofold 
educational  philosophy  emphasizes: 

(1)  Causal  analysis  and  clinical  trends  therein  . . . 


AUSTIN 

Wednesday,  April  19,  1989 
6-9:30  p.m. 


AND 

(2)  Insights  as  to  physician  defense  in  medical  liability  claims  and 
lawsuits. 


HOUSTON 

Tuesday,  April  25,  1989 
6-9:30  p.m. 


You  are  urged  to  participate  in  TMLT’s  conference  to  better  pro- 
tect yourself  and  cope  in  the  volatile  liability  arena.  Program  con- 
tent includes  the  following: 

• Professional  liability  trends 

• Techniques  vital  to  a successful  defense 

• Preventive  dynamics  of  the  physician/patient  relationship 

• Legal  perspectives  of  malpractice  litigation  — guidelines  for 
success  in  medical  malpractice  defense 

• Methods  in  your  day-to-day  practices  of  medicine  which  will 
prevent  the  likelihood  of  a claim  or  lawsuit 


Physicians  spend  years  building  a practice  of  medicine.  Please  ac- 
cept our  invitation  to  spend  one  evening  toward  the  protection  of 
yourself  and  your  practice  of  medicine. 


DALLAS 

Tuesday,  May  2,  1989 
6-9:30  p.m. 

WATCH  THE  MAIL  FOR 
YOLIR  TMLT  BROCHURE 
AND  FULL  DETAILS! 

mr 

TEXAS  MEDICAL 
UABnJTY  TRUST 

A health  care  liability  claim  trust  created  by 
the  Texas  Medical  Association 

Call  1-800-252-9179  for 
registration  information. 


SCOTT&WHITE 


Texas  A&M  University 
College  of  Medicine 


Fifth  Annual 

FAMILY  MEDICINE  REVIEW 

Selected  Topics  With  Testing  Techniques 

for  Board  Exams 
Hyatt  Regency  Hotel 
AUSTIN,  TEXAS 
April  18-23,  1989 

For  more  information  or  to  register  contact:  Office  of  Continuing  Medical  Education,  Scott 
and  White,  Temple,  Texas  76508,  (817  ) 774-4073. 


Timberlawn  Psychiatric  Hospital 


ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 

Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd. 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 

Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 


exas 


FCMP^PWWI!  Shag  on  in  for  May  11—14  Annual 
Unified  membeish^J — yea  or  nay? 

Chilcttiood  injury  deaths  in  Texas 
Blood  transfusions  and  Jehovah’s  Witnesses 
He^ache  in  sleep  apnea 
42  Early  diagnosis  of  gynecologic  cancer 


8, 13  New  logo  says,  “This  is  who  we  are. 


PHYSICIANS  CARING  FOR  TEXMJS 
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Our  team  includes  y< 

At  .^r^rinfT  m f^\n^  • I .1  n 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  vour  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
or  your  patient.  And  we  refer  the  patient  back  to  vou 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen.  ^ 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 
information  about 
the  hospital. 


call  Spring 
Shadows  Glen. 


Spring 

Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 

A Division  of  Memorial  City  Medical  Center 


•C- 


2801  Gessfier,  Houston,  Texas  77080  (713 ) 462-4000 

Tlie  US.  Army  Health  Professions 
Scholarship  Program  offers  a unique 
opportunity  for  financial  support  to  med' 
ical  or  osteopathy  students.  Financial 
support  includes  tuition,  books,  and 
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VASOTEC 


(ENALAPRIL  MALEATE I MSD) 


Contraindications;  VASOTEC*  (Enalapril  Maleale,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  Ireatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  exiremilies,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
palientstrealed  with  ACEinhibilors,  including  VASOTEC  Insuchcases.VASOTECshouldbepromptlydiscontinuedandthe 
palieni  carelully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  conlined  to  tbelaceand  lips, 
tbe  condition  bas  generally  resolved  without  Ireatment,  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  lalal  Where  there  is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Hearl 
tailure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  ol  therapy  for  cohlinuing  symptomatic  hypoteosion  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  Initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics,  heart  tailure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology.  It  may  be  advisable  to  eliminate  Ihe  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  iniliating  therapy  with  VASOTEC  in  palienis  at  risk  tor  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  ot  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  intarclion  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  it  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  turther  doses  ot  VASOTEC, 
which  usually  can  be  given  without  ditliculty  once  Ihe  blood  pressure  has  stabilized.  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary, 
NeutropenialAgranulocytosis  Another  ACE  inhibitor,  caplopril,  bas  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  treguently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insufficient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibiting  Ihe  renin-angiotensin-aldosterone 
system,  changes  in  renal  lunclion  may  be  anticipaled  in  susceptible  individuals  In  patients  with  severe  hearl  failure 
whose  renal  lunclion  may  depend  on  the  activity  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
tailure  and/or  death 

In  clinical  sludles  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  ihcreases  were  almost  always  reversible  upoh 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunclion  should  be  monitored  during  tbe  first 
lew  weeks  ot  therapy 

Some  patients  with  hypertension  or  hearl  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  Is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ot  renal 
(unction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hypertalemia  Elevated  serum  potassium  (>  5,7  mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ot  discontinuation  ot  therapy  in  0.28%  of  hypertensive  patients  In  clinical  trials  in  heart  tailure,  hyperkalemia  was 
observed  in  3.8%  ol  patients,  but  was  not  a cause  lor  discontinuation. 

Risk  factors  lor  Ihe  development  ot  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  Ihe  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously  it  at  all.  with  VASOTEC  (See  Drug  Interactions.) 

Surgery! Anesthesia:  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  lo  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients: 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  lirst  dose  of  enalapril. 
Patients  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  lo  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension:  Palienis  should  be  cautioned  to  report  lightheadedness  especially  during  the  lirst  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  tolrJ  lo  discontinue  Ihe  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  palienis  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  tall  in  blood 
pressure  because  ol  reduction  in  Iluid  volume  Other  causes  ot  volume  depletion  sucb  as  vomiting  or  diarrhea  may  also 
lead  lo  a tall  in  blood  pressure,  patients  should  be  advised  lo  consult  with  Ihe  physician. 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  conlaining  potassium  without  consulting  then 
physician 

Neutropenia  Palienis  should  be  lold  lo  report  promptly  any  indication  ot  inleclion  (eg,  sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia, 

NOTE  As  with  many  other  drugs,  certain  advice  to  palienis  being  treated  with  enalapril  Is  warranted  This  inlormalion  is 
intended  lo  aid  in  the  sale  and  effective  use  ot  this  medication.  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
etiects. 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  Ihe  diuretic  or 
increasing  Ihe  salt  intake  prior  lo  Initiation  ol  treatment  with  enalapril  II  it  is  necessary  to  continue  Ihe  diuretic,  provide 
close  medical  supervision  alter  Ihe  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  (or  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Penin  Release  The  antihypertensive  etteci  ol  VASOTEC  is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents.  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  signiticani 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-type  diuretics  Polas- 
sium-sparing  diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signiticani  increases  in  serum  potassium  Therelore,  it  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  bypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing ot  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  hearl  (allure  receiving 
VASOTEC 

Lithium  A lew  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ot  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  treguently 


Pregnancy-  Category  C.  There  was  no  tetoloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  tbe  maximum  human  dose).  Fetoloxicity,  expressed  as  a decrease  in  average  (etal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline.  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  (etal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or 
more.  Saline  supplementation  prevented  Ihe  maternal  and  tetal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  found  lo  cross  Ihe  placenta  following  administration  ot  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be 

used  during  pregnancy  only  it  the  potential  benelil  justilies  Ihe  potential  risk  lo  Ihe  lelus 

Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ot  mC  enalapril  maleate  It  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  lo  a nursing  mother 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  (or  safety  in  more  than  10,000  patients,  including  over  lOOO 
palienis  treated  tor  one  year  or  more,  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients. 

Hypertension  The  most  IrequenI  clinical  adverse  experiences  in  controlled  trials  were:  headache  (5.2%),  dizziness 
(4  3%),  and  laligue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were,  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%).  cough  (1.3%),  orlhoslalic  effects  (1.2%),  and  asthenia  (1.1%), 

Hearl  Failure:  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were,  dizziness 
(79%),  hypotension  (6  7%).  orthostatic  ettects  (2  2%),  syncope  (2  2%).  cough  (2  2%).  chest  pain  (21%),  and  diarrhea 
(2.1%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  healed  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  laligue  (1,8%),  headache  (1,8%),  abdominal  pain  (1,6%),  asthenia  (1,6%),  orthostatic  hypo- 
tension (16%),  verligo  (1.6%),  angina  pectoris  (1.5%),  nausea  (1.3%),  vomiting  (1.3%),  bronchitis  (1.3%),  dyspnea 
(1 3%),  urinary  tract  infection  (1.3%),  rash  (1 3%),  and  myocardial  intarclion  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  Ihe  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  hearl  failure  in  clinical  Inals  in  order  ol  decreasing  severity  within  each 
category; 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances. atrial  librlllalion,  palpitation 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis, 
NervousIPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital  Renal  failure,  oliguria,  renal  dystunclion  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory.  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin:  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity. 

Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  maoitestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  of  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioeriema  ot  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  Ireal- 
menl  with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately,  (See  WARNINGS.) 
Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0.5%  ol  patients 
following  Ihe  initial  dose  or  during  extended  therapy.  Hypotension  or  syncope  was  a cause  tor  discontinuation  ol  therapy 
in  0.1%  ot  hypertensive  patients  In  hearl  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2,2% 
ot  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  hearl  tailure. 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy  were  observed  in  about  0.2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis,  (See  PRECAUTIONS.)  In  palienis  with  hearl  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  tor  disconlinualion  in  12%  ol  patients. 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0.3  g % 
and  1 0 vol  %.  respectively)  occur  treguently  in  either  hypertension  or  hearl  failure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  Importance  unless  another  cause  ol  anemia  coexists.  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests:  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  Ihe  initial  dose  ol  VASOTEC.  The  diuretic  should,  if  possible,  be  discon- 
tinued tor  two  lo  three  days  belore  beginning  therapy  with  VASOTEC  lo  reduce  Ihe  likelihood  ol  hypotension.  (See 
WARNINGS.)  II  Ihe  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 

It  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  tor  at  least  Iwo 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  palienis  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according  lo 
blood  pressure  response.  The  usual  dosage  range  is  10  lo  40  mg  per  day  adminislered  in  a single  dose  or  in  two  divided 
doses.  In  some  patients  treated  once  daily  the  antihyperlensive  effect  may  diminish  toward  Ihe  end  ol  the  dosing  interval. 
In  such  patients,  an  increase  in  dosage  or  Iwice-daily  administration  should  be  considered.  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Palienis  with  Renal  Impairment:  The  usual  dose  ol  enalapril  is  recommended  for 
palienis  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mUmin  (serum  creatinine  s3  mg/dL),  the  lirst  dose  is  2.5  mg  once  daily.  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily 

Hearl  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily  After  the  initial  dose  ot  VASOTEC,  the  palieni  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Inleractions.)  It  possible,  Ihe  dose  ol  tbe  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 

01  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  litralion  with  tbe  drug,  following  efiective  management  ol  Ihe  hypotension.  The  usual  therapeutic  dosing  range  lor 
the  treatment  ol  heart  failure  is  5to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg,  Cnce-daily 
dosing  has  been  etfeclive  in  a controlled  study  but  nearly  all  palienis  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  beeh  much  more  experience  with  Iwice-daily  dosing.  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  hearl  failure  (NYHA  Class  IV).  patients  were 
treated  with  2.5  lo  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  Iwo  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Ellecis.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response,  (See  WARNINGS.) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia:  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1.6  mg/dL,  therapy  should  be  Initiated  at  2.5  mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Hearl  Failure.  WARNINGS,  and  PRE- 
CAUTIONS, Drug  Interactions.)  The  dose  may  be  increased  lo  2,5  mg  bid.  then  5 mg  bid  and  higher  . . ^ p, 
as  needed,  usually  at  intervals  of  lour  days  or  more.  It  at  the  time  of  dosage  adjusimeht  there  Is  not  IVI^D 
excessive  hypotension  or  significant  deterioration  ot  renal  lunction  The  maximum  daily  dose  is  40  mg.  ^ ercK 
For  more  detailed  inlormalion.  consult  your  MSD  representative  or  see  Prescribing  Inlormalion.  Merck  SH  ARft 

Sharp  & Dohme,  Division  ol  Merck  & Co . Inc  , West  Point.  PA  19486  jevsienteis)  DOHME 
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This  month's  cover  introduces  Texas 

Medical  Association’s  new  mark,  or  logo, 
which  was  designed  by  Baxter  + Korge, 

Inc.  A new  public  relations  initiative 
identifies  the  members  of  TMA  as 

"Ph\’sicians  caring  for  Texans  ’ A news 
anicle  about  the  program  begins  on  page 
13.  A related  editorial  by  F.  Warren 

Tingley,  Jr,  MD,  is  on  page  8.  Cover  design 
by  Ed  Triggs 

COMING 

NEXT  MONTH 

The  May  issue  of  Texas  Medicine  will 
contain  articles  on  adverse  reactions  to 
blood  transfusion,  anabolic  steroids  and 
growth  hormone,  lymphoreticular 

disorders  masquerading  as  rheumatic 
disease  syndromes,  and  asbestos- 
associated  disease. 
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V^ubstance  abuse  is  a growing 
problem  among  health  profession- 
als. At  Timberlawn  Psychiatric 
Hospital,  a special  program  exists 
to  help  health  professionals  over- 
come substance  abuse  problems. 

A range  of  treatment  options, 
individual  and  group  therapy 
programs,  and  other  recovery- 
oriented  services  are  all  geared  to- 
ward the  unique  needs  of  the  health 
professional.  An  individualized 
evaluation  leads  to  selection  of  the 
most  appropriate  treatment  pro- 
gram, which  is  further  enhanced 
by  specialized  aftercare  and  moni- 
toring services.  Treatment  team 
members  include  Board  Certified 
psychiatrists,  clinical  psycholo- 
gists, psychiatric  social  workers 
and  substance  abuse  counselor 
specialists  with  certification  in  their 
field. 

At  Timberlawn,  we  understand 
the  unique  challenges  faced  by 
health  professionals  today,  and 
we're  here  to  help.  For  more 
details  on  our  facility  or  referral 
arrangements,  contact:  Dr.  Edgar 
P.  Nace,  Chief  of  Substance  Abuse 
Services. 

TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 

PROFESSIONALS  HELPING  PROFESSIONALS 

4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  388-1958  • 1-800-426-4944 


"vfcodin^ 

(hydfocodone  bitorfrofe  5 mg  fWarning  Moy  be  hobit  lorming| 
ond  acetaminophen  500  mg) 


INDICATIONS  AND  USAGE:  Forthe  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 
WARNINGS: 

Allergk-Type  Reaction:  VICODIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allerqic-type  reactions  including  anaphylactic  symptoms  and  life- 
threatening  or  fess  severe  asthmatic  episodes  in  certain  susceptible  people. 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low.  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride,  (see  ADVERSE  REACTIONS:  Respiratory  Depression). 
Head  Injury  and  Increas^  Intracranial  Pressure:  The  respiratory  depressant 
effects  of  narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore, 
narcotics  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotia  may  obscure 
the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions. 
PRECAUTIONS: 

Special  Risk  Patients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatic  hypertrophy  or  urethral  stricture.  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  should  be  kept  in  mind. 
Information  for  Patients:  VICODIN,  like  all  narcotic,  mav  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  oi  potentially  hazard- 
ous tasKs  such  as  driving  a car  or  operating  machinery;  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all  narcotics, 
caution  should  oe  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsychotics, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  aciditive  CNS  depression.  When  combined 
therapy  is  contemplateo,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone. 
The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  risk  to  the  fetus. 

Nanteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose.  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazine  0.7  to  1.0  mg/kg  qSh,  and  paregoric  2 
to  4 drops/kg  (]4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
Theduration  or  therapy  is4to28days,withthe  dosage  decreased  as  tolerated. 
Labor  and  Delivery:  As  with  all  narcotics,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  the  newborn,  especially  if  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  cnanges. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia.  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Gentourirary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported. 

RKpiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
effects  is  dose  related. 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets. 
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Knoll  Pharmaceuticals 
A Unit  of  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 
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Just  one  part  of 
pain  relief  therapy. 

Vicodin  provides  exceptional 
patient  acceptance— 

700  million  doses  in  ten  years, 


TEN  YEARS  OF  PATIENT  ACCEPTANCE 


projected 


♦ In  ten  years  of  clinical  experience,  nausea, 
sedation  or  constipation  have  rarely  been 
reported.^ 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine. 

In  one  study,10  mg  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg  of  codeine.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthanGOmg 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  CHI 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours  ^ 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in  ' ^ 

24  hours).  l.  Data  on  file,  Knoll  pharmaceuticals 

2 Hopkinson  JH  III.  ,Curr  Then  Res  2A:SQ3~^)^, 

3.  BeaverWl.  Arch  Intern  Med,  f 41 


■:  ■■U-lfepV 

hydrocodone  bitartrate  5 mg  (Warning;  May  be  habit 
forming)  and  acetaminophen  500  mg  'j,  , 


The  original  hydipcodon^  a 


adjacent  page  for  brief  sumtnary  of  prescfibihg 
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Editorials 


Editor’s  Note:  Should  the  Texas  Medical  Association  require 
that  all  its  members  join  the  American  Medical  Association? 

A proposal  to  require  unified  membership — county,  state, 
national — in  organized  medicine  will  be  presented  to  the 
Texas  Medical  Association's  House  of  Delegates  in  May.  To 
inform  physicians  of  the  issue,  Texas  Medicine  invited  Dr 
Val  F.  Borum,  who  supports  the  proposal,  and  Dr  Theron  C. 
Hawkins,  who  opposes  it,  to  express  their  views  editorially. 

Your  county  society’s  delegates  will  be  asked  to  vote  on  re- 
quired unified  membership  at  the  May  annual  session.  Please 
let  them  know  your  views. 

Your  opinion  counts! 


Unified  membership: 
together  we  stand 

When  penicillin  was  first  discovered,  it  was  so  scarce  that  its 
maximal  dose  was  limited  to  only  10,000  U.  Several  times 
when  1 was  a youngster  1 read  dramatic  newspaper  stories 
about  special  “mercy  flights,”  in  any  kind  of  weather,  to  take 
one  dose  of  the  miracle  antibiotic  to  a dying  child  hundreds  of 
miles  away — 10,000  U!  Front  page  news,  with  follow-up  re- 
ports to  the  readers. 

In  time,  researchers  learned  how  to  grow  the  mold  in  large 
quantities,  throughout  the  broth  rather  than  just  on  its  surface. 
Penicillin  can  now  be  given  in  serial  multimillion  unit  doses. 

These  days,  no  doctor  would  dream  of  administering  token 
doses  of  only  1 0,000  U to  patients  suffering  from  infectious  ill- 
nesses. But  when  it  comes  to  protecting  the  health  of  their  pa- 
tients from  massive  governmental  and  industrial  infestations, 
there  are  still  doctors  who  think  in  terms  of  minidoses. 

These  are  not  just  little  squabbles  among  Texans  that  the 
Texas  Medical  Association  can  handle  here  at  home.  No,  most 
of  them  filter  down  from  federal  bureaus  and  central  business 
offices  located  in  other  states  and  in  Washington.  Our  troubles 
don’t  start  and  stop  at  the  state  line.  “No  trespassing”  signs  at 
the  border  are  useless. 

TMA  and  the  other  state  societies,  acting  independently 
without  a national  organization,  are  powerless  against  federal 
microregulation  and  the  intrusions  of  multistate  corporations. 
The  finest  system  of  patient  care  ever  devised  is  being  torn  me- 
thodically asunder.  Divide  and  conquer.  Specialty  societies,  try- 
ing to  stake  out  their  own  interests  apart  from  the  others,  are 
as  vulnerable  as  stray  lambs.  Sprinkling  our  efforts  and  our 
funds  here  and  there  is  about  as  effective  as  10,000  U of 
penicillin. 

The  only  way  we  can  contend  nationwide  is  to  join  and  help 
guide  the  American  Medical  Association.  Although  TMA  has  ac- 
complished much  with  national  issues,  our  successes  have 
come  about  almost  invariably  by  coordination  with  AMA,  using 
the  splendid  TMA  staff  and  our  AMA  delegation.  Enough  of  us 
have  now  joined  AMA  to  place  20  delegates  in  the  AMA  House. 


The  Texas  Delegation  has  great  influence  in  AMA,  thanks  to 
TMA  members  who  are  joining  AMA  in  growing  numbers. 

Mandatory  AMA  membership?  Only  if  medicine  is  to  survive 
as  a profession  for  the  doctors  who  follow  us  and  for  their  pa- 
tients. Those  who  think  AMA  should  be  optional  are  willing  for 
each  of  us  to  pay  for  it  only  if  we  feel  like  it.  That  leaves  some 
to  carry  the  load  for  all  of  us,  whether  we  pay  our  way  or  not. 

A recent  survey  of  TMA  members  shows  that  what  we  want 
most  of  all  is  representation.  During  my  visits  to  about  half  of 
TMA’s  116  county  medical  societies,  almost  every  question  ad- 
dressed to  me  has  been  a variation  of:  “What  is  TMA  doing 
about ...”  HCFA,  rural  health  care,  due  process,  constitu- 
tional rights,  Medicare,  patient  dumping,  red  tape,  “medically 
unnecessary,”  MAAC,  and  others.  Almost  every  major  problem 
mentioned  is  nationwide  in  scope. 

Voluntary  membership?  All  organized  medicine  is  voluntary. 
But  your  TMA  membership  committee,  your  TMA  trustees, 
your  TMA  delegation  to  AMA,  and  your  TMA  president  all  rec- 
ommend that  TMA  members  be  committed  to  participation  at 
all  levels — local,  state,  national — in  order  to  preserve  the  pro- 
fession of  medicine  for  the  sake  of  our  patients’  access  to  high 
quality  medical  care  at  a cost  that  is  reasonable. 

VAL  F.  BORUM,  MD 

President,  Texas  Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX  78701. 


Should  TMA  “unify”?  No! 

To  “unify”  or  not  to  “unify”  county  medical  society,  Texas 
Medical  Association,  and  American  Medical  Association  mem- 
bership? Through  the  years,  TMA  leadership  has  recommended 
mandatory  membership  in  the  AMA  when  one  joined  one’s 
county  society  and  TMA,  but  the  TMA  delegates  have  rejected 
this  proposal  at  least  three  times  during  the  past  ten  years. 

The  latest  move  for  this  proposal  came  from  the  Nueces 
County  Medical  Society  in  the  form  of  Resolution  281  in  May 
1988.  Resolution  281  was  referred  to  the  Board  of  Trustees  and 
to  TMA’s  Committee  on  Membership. 

About  three  years  earlier  (November  1984),  the  Committee 
on  Membership  had  made  a proposal  to  recommend  voluntary 
AMA  membership.  They  proposed  that  as  soon  as  the  percent- 
age of  TMA  members  belonging  to  AMA  grew  to  an  anticipated 
75%,  from  60%  at  the  time,  they  would  recommend  manda- 
tory membership  in  AMA  again.  Surprise!  The  percentage  of 
TMA  members  belonging  to  AMA  has  remained  at  about  60% , 
and  now  the  Board  of  Trustees  and  the  Committee  on  Mem- 
bership, after  testimony  from  the  Nueces  County  Medical  So- 
ciety, have  plans  to  recommend  mandatory  membership  in 
May  1989  (now  dressed  up  and  called  “unified  membership”). 
They  apparently  heard  no  other  testimony,  or  at  least  did  not 
publicize  any  other  testimony. 

The  Board  of  Trustees  has  begun  an  educational  drive  to 
show  TMA  members  the  advantages  of  “unified  membership,” 
before  making  the  firm  proposal  again  in  May  1989. 

I belong  to  my  local  county  society,  to  TMA  (in  whose 
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House  of  Delegates  I have  served  for  about  12  years),  and  to 
AMA  (voluntarily).  I get  bad  vibes  when  1 hear  someone  trying 
to  tell  me  1 must  join  AMA  to  maintain  my  membership  in  the 
Kerr,  Kendall,  Gillespie,  Bandera  Four-Counties  Medical  So- 
ciety and  the  TMA. 

1 am  a proud  member  of  the  Four-Counties  Medical  Society 
and  the  TMA,  but  1 can  honestly  say  I am  not  always  so  proud 
to  be  an  AMA  member.  Many  of  my  colleagues  have  expressed 
dismay  that  they  might  be  forced  to  become  “unified  mem- 
bers” against  their  wishes  and  against  their  better  judgment. 
Many'  feel  more  strongty  than  1 that  AMA  has  not  and  does  not 
represent  them  very  effectively  in  many  socioeconomic  issues. 
The  occasional  splash  that  AMA  makes  when  it  files  a lawsuit  to 
challenge  flagrant  government  plans  and  practices  makes  AMA 
popular  with  the  rank  and  file  physicians  for  a while.  But  this 
light  fades  fast  in  the  face  of  the  myriads  of  daily  foolish,  mean- 
ingless, and  burdensome  rules  and  regulations,  with  which 
these  physicians  must  cope.  These  rules  and  regulations  are 
driving  wedges  between  doctors  and  patients.  We  hear  the 
doctors  cry,  “Where  has  AMA  been  to  allow  these  things  to 
happen?” 

It  seems  unfair  and  unwise  to  try'  to  coerce  me  and  my  col- 
leagues into  AMA  membership  with  any  scheme  when  the  cli- 
mate for  Texas  doctors  looks  so  glum.  How  wise  is  it  to  put 
this  pressure  on  TMA  members  who  are  participating  in  TMA 
member  services  that  we  might  not  be  able  to  obtain  else- 
where? I refer  to  the  TMA  Memorial  Library  and  the  insurance 
programs  (health,  etc).  Probably  most  important  is  the  Texas 
Medical  Liability  Trust  liability  insurance  program.  How  can 
TMA  leadership  be  viewed  as  reasonable  if  this  kind  of  pres- 
sure is  used  to  gain  “unified  membership”? 

Because  of  low  reimbursement  rates  by  the  government- 
sponsored  programs,  certain  rural  physicians  find  it  difficult  to 
make  any  advancement  at  all  in  their  financial  situation,  having 
to  struggle  to  stay  even.  Many  have  expressed  concern  that 
they  do  not  wish  to  pay  any  additional  professional  dues  be- 
cause of  their  strapped  cash  flow.  These  sincere,  hard-working 
doctors,  who  take  excellent  care  of  their  patients  and  study 
and  work  to  keep  abreast  of  the  latest  developments,  are  being 
penalized  because  of  the  low  reimbursements.  They  see  no 
glimmer  of  light  at  the  tunnel’s  end!  They  would  be  asked  to 
pay  the  additional  dues  unwillingly  and  probably  would  not  be 
staunch  backers  of  the  AMA,  even  though  they  were  members. 

AMA  has  a long  history  of  opposing  bad  government  health 
programs  and  then  compromising  away  principles  and  ending 
up  with  things  like  Medicare,  PSRO  (now  defunct),  PRO  activi- 
ties, the  fee  freeze,  MAACs,  inefficient  third-party  payors,  em- 
barrassingly low  Medicaid  reimbursements  (which  cost  most 
of  us  money  to  care  for  these  unfortunate  persons),  mandatory 
assignment  for  physicians’  office  laboratory  services.  Medicare 
estimated  surgical  services  letters  (for  nonparticipating  physi- 
cians), “medically  unnecessary”  rulings,  and  the  rest  of  the 
gang  of  regulations  with  which  we  grapple  day  in  and  day  out. 

And  now,  guess  what?  AMA  is  getting  much  heat  for  its  role 
in  the  soon-to-be-enacted  resource-based  relative  value 
scheme.  AMA  contracted  as  a consultant  to  have  input  into  the 
formation  of  the  RBRVS.  Recently  the  AMA  House  of  Delegates 
at  the  December  1988  interim  session  in  Dallas  gave  tacit  ap- 


proval to  the  RBRVS  even  before  Congress  studies  and  modi- 
fies or  rejects  it.  This  is  being  viewed  as  quite  threatening  to 
many  physicians.  Even  the  primary  care  physicians  who  al- 
legedly will  benefit  most  from  the  RBRVS  do  not  trust  the  sys- 
tem and  believe  they  will  come  out  with  the  short  end  of  the 
stick  again. 

AMA  has  promised  to  reimburse  TMA  for  any  financial  loss 
as  a result  of  "unified  membership”  and  to  reduce  the  AMA 
dues  by  10%  in  state  associations  that  vote  to  have  “unified 
membership.”  This  seems  to  me  to  say,  “We  know  you  will 
lose  members  in  TMA,  so  we  will  make  it  up  in  your  pockets.” 

Full  pockets  are  one  thing,  but  empty  chairs  at  the  county 
society  meetings  and  at  TMA  gatherings  are  quite  another.  The 
loss  of  “give-and-take  ” from  many  of  my  friends  will  make  me 
very  sad.  Once  these  members  drop  out  of  TMA,  we  can  never 
win  them  back,  even  if  we  were  to  drop  “unified  membership” 
later.  The  die  will  have  been  cast;  they  will  not  trust  TMA 
leadership  to  deal  with  them  forthrightly  again.  There  is  even 
talk  in  our  county  society  of  dropping  TMA  membership  and 
forming  our  own  local  medical  society.  Wow!  1 surely  don’t 
want  that  to  happen! 

In  the  face  of  such  growing  discontent  with  AMA  perfor- 
mance as  perceived  by  many  TMA  members,  it  seems  ill- 
advised  to  propose  “unified  membership”  now  or  in  the  future. 
It  seems  to  me  that  to  have  “unified  membership,”  which  is 
certain  to  reduce  TMA  membership  as  well  as  reduce  member- 
ship in  our  local  county  societies,  we  would  be  cutting  off  our 
noses  to  spite  our  faces.  We  would  lose  enough  members  from 
our  local  Four-Counties  Medical  Society  to  lose  our  recently- 
acquired  second  delegate  to  the  TMA  House.  What  can  AMA 
do,  by  asking  for  “ unified  membership,  ” to  replace  that  lost 
delegate?  Will  money  in  TMA  pockets  replace  him?  Will  1 be 
displaced  as  a delegate  to  the  TMA  House?  If  we  lose  500  to 
700  TMA  members,  we  may  lose  one  delegate  from  TMA  to 
the  AMA  House.  Who  will  give  up  his  or  her  seat  in  the  AMA 
House  for  the  “‘noble  ” cause  of  “ unified  membership”? 

In  summary,  consider  these  points; 

“Unified  membership”  is  mandatory  membership,  no  matter 
how  it  is  dressed  up. 

It  is  unfair  and  unwise  to  coerce  TMA  members  into  “ unified 
membership”  by  the  threat  of  loss  of  TMA  member  services. 
What  choice  would  some  members  have? 

Coerced  membership  in  AMA  might  look  good  on  paper,  but 
there  would  be  some  very'  unhappy  and  unenthusiastic  AMA 
members. 

The  loss  of  any  county  society  and  TMA  members  would  be 
sad.  It  would  take  more  than  a generation  of  physicians  to  re- 
gain others  to  replace  them,  if  ever.  The  money  from  AMA  will 
not  buy  back  the  bodies,  hearts,  and  souls  of  those  lost  from 
TMA  membership. 

TMA  leadership  needs  the  staunch  support  of  grass  roots 
Texas  physicians.  In  my  opinion  one  of  the  best  ways  to  retain 
and  cultivate  that  support  is  to  just  say  “No”  to  AMA  one  more 
time  and  say,  “If  you  don’t  mind,  we  will  sit  this  one  out.” 

THERON  C.  HAWKINS,  MD 

Member,  TMA  House  of  Delegates,  Guy  Griggs  Professional  Bldg,  #.^00,  Kerrville, 
TX  78028 
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Corporate  logo  inaugurates 
proactive  communication 

Communications.  It's  the  lifeblood  of  our  relationship  with 
people  and  institutions  around  us.  Ever}’  communication  we 
make  has  a goal.  Perhaps  it  is  to  persuade,  or  to  cause  someone 
to  act,  or  simply  to  convey  information. 

Whatever  our  reason,  we  want  our  communications  to  be 
effective.  The  Texas  Medical  Association  also  must  do  this  to 
effectively  represent  its  more  than  29,000  members.  Legis- 
lators, patients,  the  media,  and  the  public  all  are  vitally  inter- 
ested in  health  and  medical  information.  And  communicating 
for  bottom-line  results  is  what  the  new  visibility  program  for 
medicine — Focus  on  the  90s — is  all  about. 

“TMA  in  action”  in  this  issue  of  Texas  Medicine,  and  a front 
page  piece  in  the  March  TMA  Action,  tells  how  the  Association 
arrived  at  a new  corporate  logo  and  cost-effective  approaches 
and  methodologies  to  reinforce  key  messages.  And  very  impor- 
tant— the  program  provides  ways  to  measure  results. 

Most  of  you  have  urged  TMA  to  be  more  proactive  on  your 
behalf.  This  is  the  beginning  of  our  response  to  you.  Some  of 
you  perhaps,  still  are  media  shy  and  feel  that  medicine  should 
not  appropriately  be  as  aggressive  in  this  arena.  I would  submit 
that  in  this  era  of  fast  food,  telecommunications,  satellite  trans- 
missions, and  media  imagery,  medicine  must  be  more  adept  at 
telling  its  story  . . . getting  credit  where  credit  is  due.  There 
are  many  outside  of  medicine  quite  willing  to  create  our  image 
for  us.  So  I remind  you  that  it  is  your  story  we  are  telling.  Let 
us  all  keep  it  a great  story  and  tell  it  well. 

F.  WARREN  TINGLEY,  JR,  MD 

Chairman,  Council  on  Communication,  2404  Southbrook  Court,  Arlington,  TX 
7601 1. 


Texas  tobacco  tax  increase 
would  yield  federal  funds 

Texas’  health  and  human  services  are  near  a crisis  point.  Our 
state  programs  have  been  severely  underfunded  for  years. 
Among  the  states,  we  re  at  or  near  the  bottom  by  almost  every 
yardstick  of  spending.  Our  neediest  citizens  don’t  get  adequate 
health  care.  We’ve  seen  troubles  in  our  nursing  homes.  And 
rising  costs  have  forced  some  hospitals  to  close  their  doors. 

I’ve  been  working  on  a plan  to  help  get  more  money  for 
health  and  family  services  spending  in  our  state.  This  plan,  de- 
scribed in  an  article  on  page  69  of  this  issue,  would  raise  more 
state  money  for  health  care  by  raising  the  state’s  cigarette  and 
other  tobacco  taxes.  It  seems  to  me  only  fair  that  Texas’  2.7 
million  smokers  should  help  to  defray  some  of  the  direct  medi- 
cal costs  caused  by  smoking — costs  estimated  at  more  than 
SI. 6 billion  annually  by  the  Texas  Department  of  Health.  This 


additional  health  spending  would  win  us  even  more  money 
through  federal  matching  programs.  Essentially,  the  state  can 
more  than  double  the  revenue  from  the  rate  increase  by 
taking  better  advantage  of  existing  federal  aid.  The  plan  offers 
the  legislature  a number  of  options  as  to  how  the  money  could 
be  spent. 

In  the  past,  Texas  has  not  been  aggressive  enough  in  seeking 
new  funds  for  public  health  programs.  This  plan  could  be  a sig- 
nificant first  step  toward  solving  some  serious  health  care 
problems  in  our  state. 

I would  like  to  thank  the  Texas  Medical  Association  for  its 
vital  support  in  this  effort. 

BOB  BULLOCK 

Comptroller  of  Public  Accounts,  State  of  Texas,  PO  Box  7571 1,  Austin,  TX 
78774. 


Injuries  in  children: 

what  can  be  done  about  them? 

In  recent  years,  numerous  published  articles  have  demon- 
strated dramatically  that  injuries  are  the  leading  cause  of  mor- 
bidity and  mortality  in  childhood.  In  this  issue  of  Texas 
Medicine,  Dr  Sharon  Cooper  reports  12,127  deaths  resulting 
from  injuries  among  Texas  children  and  adolescents  from  1980 
through  1985  ( 1 ).  The  magnitude  of  the  problem  is  obvious. 
Wfiat  can  physicians  do  to  prevent  these  deaths  and 
disabilities? 

In  the  past,  Texas  physicians  took  the  lead  in  instituting  pro- 
grams to  combat  infectious  diseases.  We  must  now  become 
leaders  in  preventing  the  morbidity  and  mortality  of  childhood 
injuries.  The  first  step  in  preventing  these  unnecessary  deaths 
is  one  of  “attitude  adjustment,”  We  must  change  the  percep- 
tion that  injuries  occur  accidentally.  These  events  arise  predic- 
tably from  certain  interactions  between  people;  the  machines, 
tools,  or  substances  they  use;  and  their  environments  (2). 
Understanding  the  ways  in  which  these  factors  interact  can 
lead  to  effective  injury  prevention  methods. 

Prevention  of  injuries  in  childhood  and  adolescence  re- 
quires special  attention  to  the  developmental  limitations  and 
risks  of  each  age  group.  Children  tend  to  be  very  active  and 
highly  mobile.  However,  they  have  not  yet  developed  the  judg- 
ment necessary  to  deal  successfully  with  all  of  the  potential 
dangers  of  their  environments.  Often,  injuries  are  the  result  of 
a mismatch  between  a child’s  developmental  abilities  and  the 
skills  demanded  by  a particular  situation.  This  has  been  an  im- 
portant factor  in  the  numbers  of  children  who  have  been  in- 
jured or  killed  as  a result  of  riding  all-terrain  vehicles  (ATVs). 
Nationwide,  ATVs  have  been  linked  to  more  than  1,000  deaths 
since  1982,  and  injuries  have  mounted  to  86,000  annually  (3). 
In  Texas  52%  of  the  deaths,  and  50%  of  the  nonfatal  injuries 
involving  ATVs  have  occurred  in  children  1 5 years  of  age  and 
younger  (4).  Nevertheless,  ATVs  have  been  promoted  as  ap- 
propriate for  children  and  adolescents,  despite  their  lacking 
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the  size,  strength,  motor  skills,  and  judgment  to  operate  these 
vehieles  safely.  Similarly,  alcohol  and  drug  abuse  are  now  com- 
mon among  teenagers,  and  they  are  well-known  contributors 
in  motor  vehicle  injuries,  teenage  drowning  deaths,  and  in  ado- 
lescent suicides  and  homicides  ( S,6). 

Physicians  have  a responsibility  to  be  advocates  for  injury 
prevention.  The  medical  community  has  been  most  concerned 
about  the  events  t;iking  place  after  injuty’  has  occurred.  Efforts 
have  focused  on  improving  emergency  transportation  and  pe- 
diatric medical  and  surgical  care.  While  these  are  important, 
they  do  not  address  primary  injury’  prevention.  ITiere  are 
methods  that  can  reduce  the  morbidity  and  mortality  associ- 
ated with  unintentional  and  intentional  injuries  in  children. 
These  include  reducing  the  potential  risks,  such  as  modifying  a 
child’s  environment  to  prevent  dangerous  situations,  and  pro- 
tecting children  when  they  are  in  potentially  hazardous  circum- 
stances. Examples  of  such  interventions  are  placing  barriers 
around  .swimming  pools  and  safety  gates  at  stairs,  preventing  ac- 
cess to  firearms,  packaging  of  potentially  poisonous  materials 
in  “child-proof’  containers,  use  of  helmets,  and  use  of  infant 
auto  seats  and  seat  belts. 

Many  physicians  have  expertise  in  child  development  and 
adolescent  medicine  and  in  the  treatment  of  childhood  inju- 
ries. It  is  critical  that  this  knowledge  and  experience  be  used 
when  legislation  pertaining  to  potentially  dangerous  activities 
is  considered. 

Three  main  injury  prevention  strategies  have  emerged:  edu 
cation  or  persuasion  to  modify'  behavior  by  making  people 
aware  of  hazards  and  of  ways  to  avoid  or  eliminate  them;  legis- 
lation and  enforcement  to  require  behavior  or  conditions  that 
help  ensure  safety;  and  passive  or  automatic  protection  through 
product  or  environmental  design  ( 3 ). 

Educational  approaches  have  not,  in  and  of  them.selves,  been 
scientifically  demonstrated  to  be  effective  in  reducing  injuries 
in  targeted  populations.  It  is  also  clear  that  law  is  more  likely 
to  influence  injury'  prevention  behavior  than  is  argument  or  ad- 
monition ( 3 ).  Eollowing  implementation  of  the  Texas  child  re- 
straint law,  the  use  of  restraints  by  children  increased  from 
22%  to  50%  ( 7 ).  Educational  efforts  were  less  effective. 

The  surest  means  of  prevention  are  passive/automatic  safe- 
guards. After  the  introduction  of  the  child-proof  container  and 
the  reduction  in  the  number  of  a.spirin  tablets  per  container, 
the  incidence  of  childhood  poisonings  from  baby  aspirin  de- 
creased by  45%  to  55%.  Previous  attempts  to  modify  child  or 
adult  behavior  were  unsuccessful  (8). 

Although  effective  prevention  methods  are  known  for  many 
types  of  injuries,  broad  implementation  of  these  methods  is 
often  difficult  to  accomplish  due  to  the  lack  of  support  from 
the  general  public,  professionals,  and  decision  makers. 

One  of  the  reasons  that  injury  prevention  is  a difficult  area  in 
which  to  obtain  public  support  is  that  safety  has  a poor  public 
image.  Risk  taking  is  glorified  in  our  society,  particularly  among 
adolescents.  In  many  injury  situations,  such  as  in  sports  activi- 
ties, risk  taking  is  condoned  ( 9 ). 

Despite  the  high  rate  of  injuries  and  their  tremendous  cost, 
the  news  media  devote  little  attention  to  injuries  as  compared 
to  other  medical  problems,  such  as  organ  transplantation 
(whose  donors  are  often  accident  victims).  When  injuries  are 


subjected  to  public  focus,  coverage  tends  to  surround  their 
sensational  a.spects,  rather  than  the  preventability  of  such 
events.  For  example,  when  a toddler  fell  into  an  uncovered, 
abandoned  well,  world  wide  attention  was  given  to  the  rescue 
efforts.  The  fact  that  the  incident  could  have  easily  been  pre- 
vented was  largely  ignored. 

An  additional  factor  in  public  resistance  to  injury'  prevention 
is  the  “personal  liberty”  loss  that  certain  preventive  strategies 
imply  to  many  adults.  The  issue  of  “individual  freedom”  is  an 
argument  used  by  special  interest  groups  to  oppose  many 
effective  injury  control  measures  in  the  area  of  motorcycle 
helmets,  seat  belts,  firearms,  and  product  safety  standards.  Al- 
though laws  may  infringe  upon  the  freedom  to  make  choices, 
the  question  is  whether  the  intrusion  outweighs  the  signifi- 
cance of  injury’  as  a public  health  problem  and  the  known 
effectiveness  of  preventive  measures  in  reducing  morbidity 
and  mortality.  Educational  injury'  control  efforts  may  be  more 
socially  acceptable  than  legislative  ones,  but  they  may  also  be 
less  successful  with  society’  left  to  assume  the  economic  bur- 
dens that  result  ( 9 ). 

Trauma  is  epidemic  in  our  society  today'.  Any  other  disea.se 
that  was  re.sponsible  for  approximately  2,000  deaths  of  chil- 
dren and  adolescents  annually  would  be  met  with  all  the 
forces  that  Texas  could  muster.  Why  not  attack  this  problem 
with  the  same  vigor? 

Injury  prevention  should  be  a major  preoccupation  for  all 
who  care  for  children.  Many  of  these  deaths  could  have  been 
prevented  using  simple  safety  measures.  As  physicians,  we 
must  learn  to  integrate  injury'  prevention  concepts  into  our 
thinking,  rather  than  limiting  our  involvement  to  management 
of  the  resultant  trauma.  This  is  also  true  for  intentional  injuries. 
ITiousands  of  Texas  children  arc  victims  of  homicide,  suicide, 
and  child  abuse  each  year.  These  problems  demonstrate  the 
need  to  have  a very'  broad  approach  to  the  prevention  of  child- 
hood injuries. 

A commitment  is  necessary  to  reduce  risks  of  injuries  to 
children.  Injuries  can  be  diminished  considerably  if  adequate 
attention  and  support  are  directed  toward  proven  strategies. 
Efforts  must  be  made  to  establish  injury  prevention  as  an  intc 
gral  part  of  education,  primary  health  care,  and  statewide  pub- 
lic health  programs.  If  society  is  to  succeed  in  reducing 
childhood  injuries  and  their  con.scquent  costs,  a major  ini- 
tiative to  institutionalize  a set  of  appropriate  injury  prevention 
activities  is  needed.  ITiese  activities  require  a partnership 
among  the  general  public,  health  care  professionals,  product 
manufacturers,  and  federal,  state,  and  local  governments.  Inter- 
ventions must  be  initiated  at  the  community  level  based  on 
locally  identified  needs,  but  state  agencies  must  take  the  lead 
in  providing  a foundation  on  which  to  build  a statewide  pro- 
gram of  services,  surveillance,  and  public  health  policy  (9). 

Effective  injury'  prevention  technologies  and  strategies  exist. 
ITie  time  has  come  to  integrate  them  into  the  work  of  public 
health,  schools,  physicians,  and  other  professionals  who  work 
with  children. 

PATTI  j.  PATTERSON,  MD 

Pediatric  C.onsultant,  Associate-ship  for  Personal  Health  Services,  Texas  Depart- 
ment of  Health.  I 100  West  49th  St,  Au.stin,  TX  "'8756-3199 
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ANNUAL  MEMBERSHIP  LUNCHEON 
Friday,  May  12,  1989 
Hyatt  Regency  Hotel,  Fort  Worth 

The  wit  and  wisdom  of  Mark  Shields  will  high- 
light the  ANNUAL  MEMBERSHIP  LUNCHEON,  Texas 
Medical  Association  1989  Annual  Session  in  Fort 
Worth  Friday,  May  12,  12:15  pm.  Grand  Crystal 
Ballroom,  Hyatt  Regency  Hotel. 

Called  "the  wittiest  political  journalist  in  America" 
by  the  Wall  Street  Journal.  Political  analyst  for  "The 
MacNeil-Lehrer  News  Hour."  More  than  20  years' 
experience  in  political  affairs. 

Don't  miss  this  speaker! 
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A single-entity  muscle  relaxant 
for  prescribing  flexibility 


PARAFON  FORTEDSC 

DOUBLE  STRENGTH  CHLORZOXAZONE 


Works  alone . . . 

■ Now  with  500  mg  chlorzoxazone 
per  caplet — double  the  muscle 
relaxant  of  a PARAFON  FORTE® 
(chlorzoxazone  and  acetaminophen) 
tablet,  and  no  analgesic. 

■ Just  one  easy-to-swallow  caplet 
q.i.d.  may  encourage  compliance. 

■ Prompt,  effective  relief  with 
minimal  drowsiness.*  Clinical 
studies  have  showm  that  patients 
respond  by  the  end  of  24  hours 
following  initiation  of  therapy. 


Or  with  an  analgesic 


for  maximum  treatment  flexibility. 

■ Can  be  used  with  the  analgesic  of 


your  choice,  according  to  the 
patient’s  need  for  pain  relief. 

■ Scored  caplet  permits  greater 
dosing  flexibility  for  patients 
requiring  lower  daily  doses. 

•Clinicai  studies  have  shown  that  most  patients  remain  alert  when 
chlorzoxazone-containing  products  are  administered  at  recommended 
doses,  although  drowsiness  sometimes  occurs 

Please  see  following  page  for  brief  summary 
of  Prescribing  Information. 


The  following  is  a brief  summary  only.  Before 
prescribing,  see  complete  prescribing  information  in 
PARAFON  FORTE  DSC  labeling. 
CONTRAINDICATIONS:  PARAFON  FORTE  DSC 
chlorzoxazone  is  contraindicated  in  patients  with  known 
intolerance  to  the  drug. 

WARNINGS:  The  concomitant  use  of  alcohol  or  other 
central  nervous  system  depressants  may  have  an 
additive  effect.  Usage  in  Pregnancy.  The  safe  use  of 
PARAFON  FORTE  DSC  chlorzoxazone  has  not  been 
established  with  respect  to  the  possible  adverse  effects 
upon  fetal  development.  Therefore,  it  should  be  used  in 
women  of  childbearing  potential  only  when,  in  the 
judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  risks. 

PRECAUTIONS:  PARAFON  FORTE  DSC  chlorzoxazone 
should  be  used  with  caution  in  patients  with  known 
allergies  or  with  a history  of  allergic  reactions  to  drugs.  If  a 
sensitivity  reaction  occurs  such  as  urticaria,  redness,  or 
itching  of  the  skin,  the  drug  should  be  stopped.  If  any 
symptoms  suggestive  of  liver  dysfunction  are  observed, 
the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  After  more  than  twenty-six 
years  of  extensive  clinical  use  of  chlorzoxazone-contain- 
ing products  in  an  estimated  thirty-two  million  patients,  it 
IS  apparent  that  the  drug  is  well  tolerated  and  seldom  pro- 
duces undesirable  side  effects.  Occasional  patients  may 
develop  gastrointestinal  disturbances.  It  is  possible  in  rare 
instances  that  chlorzoxazone  may  have  been  associated 
with  gastrointestinal  bleeding.  Drowsiness,  dizziness, 
lightheadedness,  malaise,  or  overstimulation  may  be 
noted  by  an  occasional  patient.  Rarely  allergic-type  skin 
rashes,  petechiae,  or  ecchymoses  may  develop  during 
treatment.  Angioneurotic  edema  or  anaphylactic  reac- 
tions are  extremely  rare.  There  is  no  evidence  that  the 
drug  will  cause  renal  damage.  Rarely,  a patient  may  note 
discoloration  of  the  urine  resulting  from  a phenolic  metab- 
olite of  chlorzoxazone.  This  finding  is  of  no  known  clinical 
significance.  Approximately  thirty-six  patients  have  been 
reported  in  whom  the  administration  of  chlorzoxazone- 
containing  products  was  suspected  as  being  the  cause 
of  liver  damage.  In  one  case,  the  jaundice  was  subse- 
quently considered  to  be  due  to  a carcinoma  of  the  head 
of  the  pancreas  rather  than  to  the  drug.  In  a second  case, 
there  was  no  jaundice  but  an  elevated  alkaline  phospha- 
tase and  BSP  retention.  In  this  patient  there  was  a malig- 
nancy with  bony  and  liver  metastases.  The  role  of  the 
drug  was  difficult  to  determine,  A third  and  fourth  case 
had  cholelithiasis.  Diagnosis  in  a fifth  case  was  submas- 
sive  hepatic  necrosis  possibly  due  to  abusive  use  of  the 
drug  for  approximately  one  year.  The  remaining  cases 
had  a clinical  picture  compatible  with  either  a viral  hepati- 
tis or  a drug-induced  hepatitis.  In  all  these  latter  cases, 
the  drug  was  stopped,  and  with  one  exception,  the 
patients  recovered.  It  is  not  possible  to  state  that  the  hep- 
atitis in  these  patients  was  or  was  not  drug-induced. 

Full  directions  for  use  should  be  read  before  adminis- 
tering or  prescribing. 

For  information  on  symptoms  and  treatment  of  over- 
dosage, see  full  prescribing  information. 
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TMA  IN  ACTION 


New  initiative  spotlights 
‘Physicians  caring  for  Texans’ 

A new  public  relations  initiative  identifies 
the  members  of  the  Texas  Medical  Asso- 
ciation as  “Physicians  caring  for  Texans.” 
The  message  is  incorporated  into  the  as- 
sociation’s new  mark,  or  logo,  which  was 
developed  through  a seven-month  pro- 
gram of  research  and  evaluation  of  TMA’s 
communications  needs.  The  initiative 
was  unveiled  during  the  association’s 
winter  conference,  Saturday,  March  4,  in 
Austin. 

The  mark  will  appear  on  TMA’s  station- 
er\',  business  cards,  hand-out  materials, 
and  other  printed  and  visual  pieces. 

The  public  relations  and  graphics  pro- 
gram supports  TMA’s  key  objective:  to 
improve  the  health  of  Texans  through 
professional  and  personal  development 
of  member  physicians.  One  of  four  major 
strategies  for  achieving  that  objective  is 
increasing  the  visibility  of  the  association 
and  enhancing  its  reputation  and  the 
reputation  of  member  physicians.  A five- 
year  communication  plan,  comple- 
mented by  the  public  relations  research 
project,  guides  the  strategy’. 

The  Austin  firm  of  Dale  Chrisman  and 
Associates  (now’  Churchill  Group,  Inc) 


Texas  Medical  Association  's  new  logo  is  part  of  the 
association's  public  relations  initiative. 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


suggested  steps  to  effectively  use  graph- 
ics, internal  public  relations,  and  external 
public  relations  to  convey  five  key  mes- 
.sages  to  members,  the  state  legislature, 
the  media,  and  the  public: 

( 1 ) While  the  cost  of  health  care  deliv- 
ery is  increasing  at  a high  rate,  physi- 
cians’ fees  play  a less  significant  role  than 
other  elements. 

(2)  Individual  physicians  and  the 
Texas  Medical  Association  continue  to  be 
the  most  authoritative  sources  for  infor- 
mation about  medicine.  Physicians  are 
not  only  highly  qualified  and  motivated 
professionals,  they  contribute  to  their 
communities  in  a variety  of  positive 
roles. 

( 3 ) All  persons  deserve  access  to  basic 
health  care  services.  The  most  effective 
and  cost-efficient  method  to  assure  ac- 
cess is  by  a combination  of  ( a ) the  strong 
private  practice  of  individual  doctors 
who  voluntarily  treat  a large  number  of 
patients  who  cannot  pay  and  ( b ) highly 
cost-effective  government  programs. 

(4)  Physicians  care  about  their 
patients. 

( 5 ) Physicians  are  leaders  in  medical 
progress. 

Among  the  research  activities  on 
which  the  public  relations  program  is 
based  were  physician  focus  group  inter- 
views. Representatives  of  Dale  Chrisman 
met  with  small  groups  of  physicians  from 
Houston,  San  Antonio,  and  Fort  Worth  to 
discuss  the  most  important  audiences  for 
communication  by  TMA,  the  priority 
messages  members  want  communicated 
to  those  audiences,  and  the  proposed 
new  logo.  According  to  the  firm’s  report, 
“( Physicians ) feel  misunderstood  by  the 
general  public,  the  legislature,  and  the 
media.”  The  doctors  also  expressed  their 
dislike  for  the  way  medicine  is  changing 
and  said  they  need  help  to  moderate  the 
change  or  at  least  direct  the  change  to 
maintain  the  quality  of  health  care  in 
Texas. 

The  research  also  included  interviews 
with  TMA’s  senior  staff  members  and  a 
review  of  the  association’s  physician 
needs  assessment  study  and  a recent  pub 
lie  opinion  poll. 


Delegates  to  consider  proposal 
for  unified  membership 

Among  the  topics  the  Texas  Medical 
As,sociation  House  of  Delegates  will  con- 
sider during  its  May  meeting  is  AMA 
unified  membership,  a proposal  that  phy- 
sicians and  medical  students  w’ho  choose 
to  be  members  of  their  county  societies 
and  TMA  must  also  be  members  of  the 
American  Medical  Association. 

The  TMA  Committee  on  Membership 
has  been  studying  unified  membership 
since  November  1983.  In  May  1988, 
Nueces  County  Medical  Society  pro- 
posed unified  membership  in  a resolution 
that  the  House  of  Delegates  referred  to 
the  Committee  on  Membership  and  the 
Board  of  Trustees,  Following  extensive 
study,  the  committee  and  the  trustees 
have  endorsed  unified  membership  with 
a proposed  implementation  date  of  Jan  1, 
1990.  A recommendation  w'ill  be  pre- 
sented to  the  House  of  Delegates  when  it 
meets  May  1 1 and  12  in  Fort  Worth  dur- 
ing the  association’s  1989  annual  session. 

In  its  report  to  the  House  of  Delegates 
in  May  1988,  the  Committee  on  Member- 
ship noted  that  the  decline  in  AMA  mem- 
bership is  of  grave  concern  to  committee 
members.  The  committee  also  reported 
that  if  TMA  approves  unification,  the 
American  Medical  Association  will  guar- 
antee to  TMA  and  county  societies  100% 
reimbursement  of  dues  revenue  losses 
for  the  first  tw'o  years  follow  ing  unifica- 
tion, w’ith  succeeding  years’  reimburse- 
ment guaranteed  at  80% , 60% , and  40% , 
respectively. 

In  a report  submitted  for  information 
to  the  November  1988  session  of  the 
House  of  Delegates,  the  board  of  trustees 
wrote,  “ Fhe  AMA  must  have  the  support 
of  a grow’ing  number  of  physicians  to  sus- 
tain its  leadership  role  in  representing 
physicians  at  the  national  level.  Federal 
laws  and  regulations  are  having  a nega- 
tive impact  on  physicians  and  the  pa- 
tients they  serve,  and  the  AMA  needs 
stronger  support  to  respond  to  these 
challenges.  The  AMA  must  also  be  in  a 
position  to  continue  its  vital  contribu- 
tions to  medical  education,  science,  and 
public  health.” 

At  the  state  medical  society  level,  Illi- 
nois, Mississippi.  Delaware,  Kan.sas,  Okla- 
homa, Virginia,  and  Montana  have  unified 
membership  w’ith  the  AMA.  In  Texas,  the 
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Nueces,  Hill,  Runnels,  and  Crane-Upton- 
Reagan  county  medical  societies  have 
unified  membership.  As  of  Dec  31,1 988, 
60%  of  TMA  members  also  were  mem- 
bers of  the  American  Medical  Association. 

The  Reference  Committee  on  Financial 
and  Organizational  Affairs  will  consider 
unified  membership  when  it  convenes 
Thursday,  May  1 1 , in  Fort  Worth,  follow- 
ing the  opening  session  of  the  House  of 
Delegates.  Reference  committee  hearings 
are  open  to  any  TMA  member  who  wishes 
to  address  issues  under  consideration  in 
the  house. 

Editor’s  Note:  Unification  is  the  subject 
of  two  editorials  cm  page  6 of  this  issue 
of  Texas  Medicine. 

Association  endorses 
retirement  planning  service 

Texas  Medical  Association  has  an- 
nounced its  endorsement  of  PaineWeb- 
ber/Rotan  Mosle  to  provide  a retirement 


Texas  Medical  Association  President  Val  F Bontm. 
MO.  ( left)  accepts  an  award  honoring  the 
association  for  increasing  the  number  of 
TMA  members  who  also  are  American  Medical 
Association  members.  TMA  has  increased  its  A\IA 
membership  for  12  consecutive  years.  Presenting  the 
award  is  John  J.  Ring,  MD.  chairman  of  the  AMA 
Board  of  Trustees.  The  ceremony  took  place  in 
February  during  the  AMA  National  Leadership 
Conference  in  Chicago. 


planning  member  service  program  for  as- 
sociation members. 

The  program  offers  a variety  of  IRS- 
approved  prototype  plans  from  which 
members  may  choose  the  one  that  most 
closely  meets  their  retirement  objectives. 
Participating  members  receive  complete 
plan  administration  services  including  all 
governmental  filings,  plus  regular  state- 
ments and  reports.  Members  may  choose 
to  make  their  own  investment  decisions 
with  a self-directed  plan  or  let  PaineWeb- 
ber/Rotan  Mosle  manage  their  plans’  as- 
sets based  on  individual  guidelines. 

After  a thorough  study  and  comparison 
of  numerous  financial  organizations,  TMA 
selected  PaineWebber/Rotan  Mosle  be- 
cause it  offered  the  most  comprehensive 
retirement  package  for  the  lowest  cost. 

PaineWebber  and  its  subsidiary  Rotan 
Mosle  have  designed  a program  to  help 
eliminate  the  confusion  and  shorten  the 
process  associated  with  retirement  plan- 
ning by  establishing  convenient  pro- 
cedures for  plan  enrollment,  plan 
administration,  and  asset  management. 

Further  information  on  the  retirement 
planning  program  is  available  from 
PaineWebber/Rotan  Mosle’s  exclusive 
medical  retirement  plan  line  at 
1-800-999-7740. 


Burditt  case,  Medicare  denials 
are  focus  of  HMSS  meeting 

Texas  Medical  Association’s  Hospital 
Medical  Staff  Section  will  meet  from  8 am 
to  noon,  Saturday,  May  1 3,  in  the  Fort 
Worth  Convention  Center  to  consider 
hospital  transfers  and  Medicare  denials 
for  “medically  unnecessary”  services. 

The  meeting  is  held  in  conjunction  with 
TMA’s  annual  session.  May  11-14. 

Victoria  obstetrician/gynecologist 
Michael  L.  Burditt,  MD,  will  discuss  his 
confrontation  with  the  Office  of  the  In- 
spector General,  which  has  alleged  that 
Dr  Burditt  inappropriately  transferred  a 
patient.  Dr  Burditt  faces  a 825,000  fine. 
His  appeal  of  the  decision  marks  the  first 
test  of  federal  regulations  designed  to 
halt  “patient  dumping.” 

Barbara  Harvey,  director  of  staff  ser- 
vices, Blue  Cross/Blpe  Shield,  will  discuss 
Medicare  denials  for  “medically  unneces- 
sary” services  during  the  section  meet- 
ing. She  will  explain  the  denial  process 


and  answer  questions  from  the  audience. 

Further  information  on  the  educational 
portion  of  the  Hospital  Medical  Staff  Sec- 
tion meeting  is  available  from  Susan 
Searles,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701,  phone 
(512)  477-6704,  extension  264. 
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TDH  revises  certificates  of 
birth,  death,  and  fetal  death 

The  Texas  Department  of  Health’s  Bu- 
reau of  Vital  Statistics  recently  has  com- 
pleted a comprehensive  revision  of  Texas 
Certificates  of  Birth,  Death,  and  Fetal 
Death.  All  vital  events  on  and  after  April 
1,  1989,  should  be  recorded  on  the  re- 
vised forms. 

The  Texas  Medical  Association, 
through  its  Subcommittees  on  Perinatal 
Health  and  Maternal  Health,  reviewed 
the  proposed  revisions  and  made  recom- 
mendations. The  Texas  Association  of 
Obstetricians  and  Gynecologists  also  was 
involved  in  the  revision  process. 

The  major  revision  to  the  Texas  birth 
and  fetal  death  certificates  is  the  replace- 
ment of  open-ended  medical  items  with 
items  having  a checkbox  format.  New 
sections,  also  in  checkbox  format,  were 
added  to  obtain  information  on  medical 
factors  for  this  pregnancy,  other  factors 
for  this  pregnancy,  obstetric  procedures, 
events  of  labor  and/or  delivery,  method 
of  delivery,  and  (on  only  the  birth  cer- 
tificate ) abnormal  conditions  of  the 
newborn. 

The  most  obvious  change  in  the  format 
of  the  birth  and  fetal  death  certificates  is 
a perforation  a little  more  than  halfway 
down  the  certificates.  After  a certificate  is 
completed,  the  form  is  separated  at  the 
perforation.  The  upper  portion  of  the 
certificate  follows  the  conventional  route 
from  the  point  of  origin  through  the  local 
registrar  to  the  Bureau  of  Vital  Statistic^ 
The  bottom  portion,  which  contains  sen- 
sitive data  that  must  be  protected  for  pa- 
tient confidentiality,  is  sent  directly  from 
the  point  of  origin  to  the  Bureau  of  Vital 
Statistics.  The  bottom  portion  does  not 
identify  the  patient  or  physician. 
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DAW 

DISPENSE  AS  WRITTEN 


The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 


Sign  on  the 

“Dispense  as  written”  line. 


Specify 


The  cut  out  “V"  design  is  a registered  trademark  of  Roche  Products  Inc 


The  one  you  know  best. 


10-mg 


scored  tablets 


Copyright  © 1988  by  Roche  Products  Inc 
All  rights  reserved 


Roche  Products 

Roche  Products  Inc 
Manatt,  Puerto  Rico  0070t 


Is  Your  CPA 
Doing  His  Job? 

A certified  public  accountant  probably  makes  a bigger 
difference  in  the  success  of  a business  than  any  other 
professional. 

If  you  have  a CPA,  the  relationship  should  be  re- 
evaluated periodically,  because  the  right  person  can  help 
your  cash  flow. 

You  should  expect  and  be  getting  the  following: 

Timely  and  continuous  attention.  It  starts  with  being 
available.  Regular  advisory  meetings  should  be  scheduled 
throughout  the  year,  not  just  for  periodic  financial  state- 
ments or  year-end  closings. 

An  intimate  understanding  of  your  business.  An  astute 
CPA  studies  your  business  and  keeps  abreast  of  current 
trends 

Superior  advice.  Your  CPA  should  not  only  provide 
meaningful  financial  information — he  should  also  tell 
you  what  to  do  about  it. 

If  you  are  not  receiving  the  proper  attention.  I would 
appreciate  discussing  my  background  and  experience 
with  you.  Client  references  are  available  upon  request. 

Nick  Debes,  CPA— 713-462-7198 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 

Located  in  the 
Texas  Hill  Country 
Near  Kerrville 

SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 
F.  E.  SEALE,  M.D.,  MEDICAL  DIRECTOR 

STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 


ARAFATE* 


^-^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CAFIAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Flowever, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment. 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B,  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
(X)88-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAEATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroentero/ 1987;9(4):395- 399. 
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Te.xas  Medicine 


Carafiate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers.’  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  i 


ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^ therapy  for  the  ulcer- prone  patient. 


Unique,  nonsystemic 
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Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 


0160N8 


1 but  of  2 teens  in  America  has  taken  drugs. 
I nut  of  2 parents  doesn’t  see  it. 


See,  the  Washingtons  think  it’s 
the  Smith  kid.  The  Smiths  think 
it’s  the  Sanchez  kid.  Maybe  the 
Sanchezes  think  it’s  your  kid. 

Maybe  it  is  your  kid. 

Find  out.  Thlk  to  your  kids.  Tell  ’em 
the  dangers  of  di’ugs.  Tell  ’em 
how  to  handle  peer  pressure. 


Tell’em  you  care.  It’s  not  easy.  But 
I can  help.  So  write  me,  McGruff, 
EO.  Box  362,  Washington,  D.C. 
20044. 

Don’t  let  your  kids  take  a powder. 
Or  anything  else. 

Together,  we  can  help  Thke  a Bite 
out  of  Crime. 


A message  iroin  the  Crime  Prevention  Coalition,  the  U S Department  of  Justice,  and'f  he  Advertising  Council  1980  National  Crime  Prevention  Council 


Fewer  revisions  were  made  in  the 
Texas  death  certificate.  ITie  most  signifi- 
cant, designed  to  improve  cause  of  death 
reporting,  involves  an  expansion  of  the 
cause  of  death  section  and  addition  of 
brief  instructions  for  completion  of  this 
section. 

The  revisions  were  based  on  the  US 
Standard  Certificates,  which  serve  as 
models  for  states  and  are  intended  to  en- 
sure uniform  national  vital  statistics  data. 
The  National  Center  for  Health  Statistics 
recently  revised  the  model  certificates, 
with  the  objective  of  meeting  the  health 
data  needs  of  the  1 990s  by  balancing  sta- 
tistical considerations  with  the  legal  re- 
quirements of  the  vital  statistics  system. 

The  revisions  reflect  concerns  for 
issues  likely  to  remain  important  over 
the  next  decade:  infant  and  maternal 
health,  environmental  health,  occupa- 
tional health  services,  control  of  non- 
infectious  diseases,  and  changes  in  the 
health  care  delivery  system. 

According  to  Richard  B.  Bays,  chief  of 
the  Texas  Bureau  of  Vital  Statistics,  “The 
modifications  and  additions  incorporated 
into  the  revised  Texas  certificates  are  the 
product  of  many  months  of  collaborative 
effort  among  representatives  of  three 
groups:  those  who  provide  the  informa- 
tion, those  who  collect  and  analyze  the 
information,  and  those  who  use  the 
information.” 


Family  practice  celebrates 
20th  anniversary 

The  specialty  of  family  practice  cele- 
brated its  20th  anniversary  in  February'. 
Family  practice  was  officially  recognized 
as  a medical  specialty  on  Feb  8,  1 969,  by 
the  American  Board  of  Medical  Spe- 
cialties and  the  Council  on  Medical 
Education  of  the  American  Medical 
Association. 

More  than  26,800  family  physicians 
have  graduated  from  the  38 1 family  prac- 
tice residency  programs  across  the  na- 
tion. There  are  215  family  practice 
departments/divisions  in  US  medical 
schools  and  branches. 


TMA  task  force  focuses 
on  adolescent  health  care 

The  status  of  adolescent  health  is  one  of 
the  major  problems  facing  American  so- 
ciety, some  seeing  it  as  reaching  crisis 
proportions.  Accordingly,  the  TMA  Coun- 
cil on  Public  Health  has  appointed  a task 
force  to  focus  on  adolescent  health  prob- 
lems in  a comprehensive,  rather  than 
issue-by-issue  approach.  The  group  will 
develop  a model  plan  to  deal  with  the 
problems  it  documents. 

At  its  first  meeting,  task  force  chairman 
James  C.  Hoyle,  Jr,  MD,  provided  the  phy- 


sician members  with  an  overview  of 
problems  specific  to  adolescents  and 
asked  the  task  force  to  focus  their  atten- 
tion upon  problem  solving.  'Hie  group 
will  discuss  medical  risk  factors  as  well  as 
examine  psycho-social  aspects  that  im- 
pact our  youth  population. 

Among  the  health  problems  threaten- 
ing adolescents  are  teenage  pregnancy 
and  abortions,  suicide,  sexually  trans- 
mitted diseases,  substance  abuse,  mental 
health  problems,  adolescent  obesity,  eat- 
ing disorders,  and  the  high  rate  of  unin- 
tentional injuries  among  adolescents. 

An  immediate  goal  of  the  task  force  is 
to  design  a legislative  agenda  in  adoles- 
cent health  care  matters.  The  task  force 
plans  to  examine  the  efficacy  of  adoles- 
cent health  care  services,  both  public 
and  private,  already  in  place  in  the  state. 

In  addition,  the  task  force  will  consider 
researching  existing  medical  and  social 
data,  looking  at  such  services  as  school 
counseling,  community  health  clinics, 
family  planning  programs,  child  and 
family  services,  and  substance  abuse 
programs. 

ITie  outcome  of  the  task  force  will  be 
the  design  of  a comprehensive  approach 
to  help  physicians  recognize,  prevent, 
and  treat  adolescent  health  problems. 

TMA  Library  repeats  seminar 
on  searching  medical  database 

A repeat  of  a popular  class  on  searching 
medical  literature  using  the  National  Li 
brary  of  Medicine’s  computerized 
database  system  (MEDLINE)  will  be 
offered  by  the  TMA  Memorial  Library'. 

Fhe  8 hour  Category  I CME  course, 
scheduled  for  Saturday,  April  29,  1989, 
from  9 am  to  6 pm,  will  introduce  basic 
MEDLINE  commands  and  teach  success- 
ful search  strategies.  A demonstration  of 
the  “user  friendly  ” .software,  GRATEnJL 
MED,  will  be  included. 

The  class  will  be  held  at  TMA  Head- 
quarters, 1801  N Lamar  Blvd,  in  Austin. 
No  previous  experience  is  required,  al- 
though some  basic  knowledge  of  com- 
puters is  helpful.  A SlOO  course  fee 
should  be  submitted  by  April  2 1 . For 
more  information  contact  Miriam  Blum 
at  the  library  at  (512)  477-6704. 


“Doctor  Bohan  is  a little  overpowering  when  you  first  meet  him  ' 
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With  the 

TEXAS  MEDICAL  ASSOCIATIOl 
TERM  LIFE  INSURANCE  PLAN 

you  can  add  the 
money  you  save  to  your 
investment  portfolio 
while  availing  i^ourself  of 


□ UP  TO  $600,000  TO  ACE  70,  FOR  PHYSICIANS 

□ 10  PERCENT  OF  THE  AMOUNT  IN  FORCE  AT  ACE  70,  FOR  LIFETIME 
USPOUSEAND  CHILDREN  ARE  EUCIBLE 

DLAY  EMPLOYEES  MAY  ALSO  ENROLL 


MEMBER’S  ACE 

FOR  EACH 
$100,000 
PHYSICIAN  ONLY 

ADDITIONAL  COST 
FOR  EACH  $10,000 
FOR  SPOUSE 

TOTAL  ADDITIONAL  COST 
FOR  ANY 

NUMBER  OF  CHILDREN 

Less  than  age  25 

$ 15.00 

$ 1.00 

$ .40 

Age  25  through  age  29 

16.00 

1.20 

.40 

Age  30  through  age  34 

20.00 

1.60 

.40 

Age  35  through  age  39 

26.00 

2.00 

.40 

Age  40  through  age  44 

32.00 

3.00 

.40 

Age  45  through  age  49 

54.00 

4.40 

.40 

Age  50  through  age  54 

87.00 

7.00 

.40 

Age  55  through  age  59 

153.00 

10.40 

.40 

Age  60  through  age  64 

298.00 

16.90 

.40 

Age  65  through  age  69 

473.00 

24.20 

.40 

Age  70  and  over 

89.00* 

22.50 

.40 

'Per  $ 1 0,000  of  insurance 

($70,000  maximum  for 

($5,000  for  each  child  over 

spouse) 

age  6 months) 

Call  I -800-252-93 1 8 for  Brochure  and  application. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

1901  NORTH  LAMAR,  AUSTIN,  TEXAS  78705 

Underwritten  by  PRUCO  Life  Insurance  Company  of  Texas  -A  subsidiary  of  the  PRUDENTIAL 
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HCFA  begins  enforcement 
of  coding  requirement  June  1 

The  Health  Care  Financing  Adminis- 
tration requires  physicians  to  use  the 
1CD-9-CM  coding  on  Medicare  claims  be- 
ginning April  1.  ITie  American  Medical 
Association  reports  that  enforcement  was 
scheduled  to  begin  on  the  same  date,  but 
has  been  delayed  until  at  least  June  1.  To 
help  prepare  physicians  and  their  staffs 
for  the  change,  Texas  Medical  Associa- 
tion and  the  Texas  Medical  Record  Asso- 
ciation will  sponsor  workshops  April  7 
in  Dallas,  April  1 1 in  San  Antonio,  and 
May  4 in  Houston. 

The  requirement  that  physicians  must 
use  1CD-9-CM  coding  on  all  Medicare 
claims  will  pose  a substantial  problem 
in  most  states,  the  AMA  says.  The  asso- 
ciation convinced  HCFA  to  delay  the  im- 
position of  sanctions  to  allow  for  a major 
communications  effort  to  alert  physi- 
cians. The  AMA  indicated  that  wide- 
spread 1CD-9-CM  usage  is  the  exception 
in  most  states.  In  a substantial  number  of 
states  fewer  than  half  of  physicians  now 
use  the  diagnostic  coding  system,  which 
is  required  on  Medicaid  and  some  private 
insurance  claims  forms  in  some  states. 

Information  on  Texas  Medical  Associa- 
tion’s ICD-9-CM  workshops  is  available 
from  Kathy  Vrazel,  TMA  Office  of  Prac- 
tice Management  Services,  1801  N Lamar 
Blvd,  Austin,  TX  78701,  phone  (512) 
477-6704,  extension  262. 


New  procedure  should  alleviate 
physicians’  cash  flow  problems 

At  the  urging  of  the  American  Medical 
Association,  the  Health  Care  Financing 
Administration  has  revised  procedures 
that  were  causing  some  physicians  se- 
rious cash  flow  problems.  According  to 
the  AMA,  the  problems  stemmed  from 
carriers’  enforcement  of  the  federal 
requirement  that  Medicare  be  the  sec- 
ondary payor  when  Medicare-eligible, 
disabled  individuals  have  primary  cover- 
age through  another  insurance  program. 

The  association  reports  that  the  prob- 
lem occurred  when  carriers  wrote  bene- 


ficiaries to  determine  whether  they  had 
primary'  coverage,  but  didn’t  notify'  their 
physicians.  If  a disabled  beneficiary'  were 
treated  by  a physician  who  accepted  as- 
signment for  the  medical  service,  but  did 
not  answer  the  carrier’s  questionnaire, 
the  carrier  would  suspend  processing  of 
the  claim  and  the  physician  arbitrarily 
would  be  denied  payment.  Since  the 
beneficiary  was  at  no  financial  risk,  he 
or  she  had  no  incentive  to  respond. 

Under  the  revised  procedure,  carriers 
will  not  suspend  claims  in  instances 
where  it  is  suspected  that  Medicare 
should  be  the  secondary  payor.  Instead 
carriers  will  continue  processing  claims 
until  and  unless  there  is  an  actual  deter- 
mination that  the  Medicare  program 
should  be  the  secondary'  payor.  If  such  a 
determination  is  made,  then  carriers  can 
recover  any  improperly  paid  amount  in 
accordance  with  standard  payment  re- 
covery instructions  set  forth  in  carrier 
manuals. 

The  American  Medical  Association  sup- 
ports the  concept  of  Medicare  secondary 
liability  when  beneficiaries  have  primary 
coverage  through  continued  self  or 
spousal  employment  or  from  a former 
employer  as  a retirement  benefit.  How- 
ever, physicians  do  not  have  a screening 
mechanism,  as  hospitals  do,  to  determine 


whether  a Medicare  patient  has  other  pri 
mary  coverage,  the  AMA  noted. 

In  a letter  to  HCFA,  the  AMA  said, 
“Through  no  fault  of  their  own,  physi- 
cians are  being  denied  payment  in  cases 
where  the  carrier  is  determining  second 
ary  payor  status. ’ While  we  support  this 
program,  we  expect  fair  treatment  of 
physicians” 

Little  known  about  operations, 
effectiveness  of  PROs 

“Considering  the  importance  of  the  role 
professional  review  organizations  are  in- 
tended to  play  in  controlling  costs  and 
assessing  quality,  surprisingly  little  is 
known  about  their  operations  or  effec- 
tiveness,” the  United  States  General  Ac- 
counting Office  says.  ITiis  observ  ation 
introduces  a study  of  organizational  char- 
acteristics, review  activities,  objectives 
and  interventions,  external  relationships, 
and  the  interrelationships  among  charac- 
teristics of  53  of  the  nation’s  54  PROs. 

The  study  of  PROs’  organizational 
characteristics  considers  the  composition 
of  their  boards  of  directors,  non- 
Medicare  revenue  sources,  and  staffing 
and  turnover.  The  study  found  that  con- 
sumer groups  and  state  medical  societies 


"The  transplant  was  a complete  success  ’ 
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are  represented  on  most  PRO  boards, 
and  hospital  associations  are  represented 
on  about  half  the  boards.  Consumer  rep- 
resentation has  grown  dramatically  from 
inclusion  on  about  one  board  in  four  in 
1984,  to  inclusion  on  almost  every  board 
in  1988. 

The  legislation  governing  PROs  en- 
courages them  to  perform  medical  re- 
view for  non-Medicare  clients,  and  most 
do.  Thirty-five  PROs  report  that  they  re- 
view care  provided  to  Medicaid  recipi- 
ents, and  4l  PROs  report  doing  review 
for  nongovernmental  sources,  including 
insurance  companies  and  self-insurors. 

Most  PROs  report  that  their  review  co- 
ordinators ( usually  registered  nurses ) 
work  close  to  full-time  schedules,  and 
physician  advisors  typically  have  been 
part-time.  “Turnover  among  review  coor- 
dinators has  become  a major  problem,” 
the  report  says.  “Turnover  among  physi- 
cian advisors  has  also  increased  in  the 
last  two  years,  but  to  a lesser  degree  than 
among  nurse  reviewers.” 

The  GAO  prepared  the  report  “Medi- 
care PROS:  Extreme  Variation  in  Organi- 
zational Structure  and  Activities”  at  the 
request  of  Congressman  Pete  Stark  ( D- 
Calif),  chairman  of  the  Subcommittee  on 
Health,  Committee  on  Ways  and  Means, 
of  the  US  House  of  Representatives. 

Guide  describes  various 
health  care  delivery  systems 

The  1 988  revised  edition  of  the  Physi- 
cians’ Resource  Guide  to  Health  Deliv- 
ery Systems  describes  the  latest  aspects 
of  health  maintenance  organizations,  pre- 
ferred provider  organizations.  Medicare 
HMOs,  and  HMO-physician  contracts  and 
discusses  emerging  trends  in  the  man- 
aged care  industry.  It  also  includes  a re- 
source list  of  key  organizations  and 
agencies  involved  in  managed  care,  more 
than  140  abstracts  of  articles  on  19  key 
topics,  and  a glossary  of  managed  care 
terms. 

The  guide  is  available  for  purchase 
from  the  American  Medical  Association 
at  a cost  of  S 1 2 for  AMA  members  and 
S20  for  nonmembers.  Orders  can  be 
placed  with  the  association  by  calling 
(312)  280-7168  and  asking  for  OP  num- 
ber 157-8. 


CAPITAL  COMMENTS 


TMA  monitors  legislation 
related  to  health  care 

At  press  time,  with  the  deadline  for  filing 
bills  in  the  1989  Texas  Legislature  one 
week  away,  Texas  Medical  Association’s 
Council  on  Legislation  was  set  to  con- 
sider health  care  bUls  related  to  health 
and  human  services.  In  addition  to  highly 
publicized  proposals  related  to  the  state’s 
workers  compensation  system  and  AIDS, 
the  legislative  agenda  includes  proposals 
that  address  insurance  coverage  and 
regulation,  pharmaceutical  services,  abor- 
tion, nursing  homes,  child  abuse,  nursing, 
emergency  medical  services,  allied  health 
services,  and  rural  health  care.  The  Coun- 
cil on  Legislation  met  March  4 in  Austin 
to  study  bills  of  interest  and  recommend 
official  association  policies,  with  advice 
and  input  from  other  TMA  components 
and  specialty  societies. 

A TMA  staff  analysis  of  those  sections 
of  the  workers’  compensation  bill  that 
affect  physicians  notes  that  the  bill  allows 
an  employee  to  make  one  initial  choice 
of  a health  care  provider.  Any  subsequent 
choice  of  a health  care  provider  is  sub- 
ject to  the  approval  of  the  insurance  car- 
rier. The  analysis  points  out  that  the  bill 
is  ambiguous  as  to  a physician’s  role  in 
dispute  hearings  involving  medical  bills. 
Also  of  interest  to  physicians  are  pro- 
posed criminal  penalties  and  administra- 
tive sanctions  for  health  care  providers 
who  violate  the  statute.  TMA  will  press 
for  changes  to  permit  an  employee  to 
have  two  initial  choices  of  a health  care 
provider  and  to  make  other  technical 
corrections. 

At  least  nine  legislative  proposals  ad- 
dress AIDS  and  many  more  were  ex- 
pected to  be  filed.  Three  of  these  bills 
speak  to  AIDS  with  respect  to  the  crimi- 
nal justice  system.  House  Bill  915  pro- 
vides that  a defendant  who  has  been 
convicted  of  a criminal  offense  involving 
homosexual  conduct,  sexual  assault,  ag- 
gravated sexual  assault,  or  prostitution 
shall  be  tested  for  AIDS  or  HIV.  The  bill 
makes  it  an  offense  for  a person  knowing 
that  he  has,  has  been  exposed  to,  or  is  a 
carrier  of  AIDS  or  HfV  to  intentionally 
transfer  his  own  blood  or  other  bodily 


fluid  into  the  blood  stream  of  another 
when  the  other  person  did  not  consent 
to  the  transfer  or  consented  without 
knowing  that  his  or  her  partner  had  or 
had  been  exposed  to  AIDS.  Other  bills 
call  for  testing  of  inmates  and  notification 
of  jail  guards  and  others  of  positive  test 
results. 

Still  more  AIDS  bills  would  create 
grants  from  the  Texas  Department  of 
Health  to  qualified  individuals  to  pay  for 
AIDS  medication  and  prohibit  discrimina- 
tion in  housing,  public  facilities,  govern- 
mental services,  or  conditions  related  to 
AIDS  or  HfV.  Three  bills  support  health 
insurance  coverage  for  persons  with  the 
syndrome.  Among  those.  Senate  Bill  473 
proposes  that  the  State  Board  of  Insur- 
ance disapprove  policies  that  contain 
clauses  excluding  AIDS  from  coverage. 

Other  bills  propose  to  guarantee  insur- 
ance coverage  of  Alzheimer’s  disease, 
treatment  for  chemical  dependency,  ser- 
vices of  certain  professional  counselors, 
and  certain  orthopaedic  procedures.  Rep- 
resentative Nancy  McDonald  (D-El  Paso) 
has  filed  HB  830,  which  would  require 
the  Texas  Department  of  Human  Services 
to  provide  home  respiratory  therapy  ser- 
vices for  ventilator-dependent  persons  to 
the  extent  permitted  by  federal  law. 

Among  the  other  bills  under  considera- 
tion in  the  71st  Texas  Legislature  are: 

SB  204/HB  733,  which  would  permit  a 
nonphysician  to  serve  as  director  of  a 
public  health  district  or  a local  health  de- 
partment, while  still  requiring  that  a phy- 
sician be  the  local  health  authority; 

HB  685,  which  would  allow  a local 
registrar  to  permit  a person  access  to 
birth  and  death  records; 

HB  906/SB  421,  which  would  make  it  a 
third-degree  felony  for  a physician  to 
intentionally  perform  an  abortion  on  a 
woman  who  the  physician  knows  is  re- 
questing the  abortion  solely  due  to  the 
sex  of  the  fetus; 

HB  855,  which  would  require  Texas 
hospitals  to  report  to  the  Board  of  Health 
cancer  and  precancerous  or  tumorous 
diseases  and  authorizes  the  Texas  Depart- 
ment of  Health  to  deny,  suspend,  or  re- 
voke a hospital’s  license  if  the  hospital 
fails  to  comply  with  the  reporting  re- 
quirements; and 

SB  274,  which  would  direct  courts  to 
reduce  any  award  of  damages  in  a health 
care  liability  claim  by  the  amount  of  the 
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plaintijEFs  income  from  any  state  or  fed- 
eral program  that  provides  medical  ex- 
penses, disability  payments,  or  other 
benefits. 

Texas  Medical  Association’s  news 
hotline,  a toll  free  telephone  service,  pro- 
vides daily  updates  on  legislative  activi- 
ties of  interest  to  physicians.  The  number 
is  1-800-234-7272;  in  Austin,  469-9543. 

Legislative  group  advances  plan 
to  control  diabetes  in  Texas 

The  Texas  Diabetes  Council  has  pre- 
sented the  legislature  a plan  to  control 
diabetes,  which  the  council  says  cost  the 
state  SI 45  million  in  1987  and  affects 

800.000  Texans,  almost  half  of  whom  are 
not  aware  of  their  condition. 

The  council  says  that  this  year  about 

2.000  persons  in  Texas  will  die  from  dia- 
betes as  a primary  cause.  However,  this 
figure  understates  the  role  diabetes  plays 
in  contributing  to  premature  death.  Ac- 
cording to  several  studies  in  the  United 
States,  diabetes  is  more  likely  to  be  li.sted 
as  a contributing  or  secondary  cause  of 
death  on  the  death  certificates  of  persons 
with  diabetes. 

The  council  has  recommended  that 
The  Texas  Department  of  Health  pro- 
mote and  fund  preventive  education  pro- 
grams targeted  to  persons  with  diabetes 
in  order  to  prevent  kidney  disease.  TDH 
also  should  fund  two  diabetes  teams  in 
two  public  health  regions  to  prepare  dia- 
betes education  materials  and  assist  in  es- 
tablishing community-based  diabetes 
programs,  the  council  says.  The  council 
report  recommends  that  TDH  develop 
public  awareness  programs,  special  proj- 
ects for  educational  material  devel- 
opment, and  a pilot  program  for  dia- 
betes education  coverage  by  insurance 
companies. 

The  Texas  Education  Agency  should 
provide  and  distribute  educational  mate- 
rial to  school  nurses  statewide  for  in- 
struction of  students  and  teachers  about 
diabetes  and  its  complications,  the  coun- 
cil says.  The  council  report  cites  statistics 
showing  that  education  programs  have 
reduced  the  rate  of  hospitalization  due  to 
diabetes  by  as  much  as  73%. 

The  council’s  recommendations  re- 
lated to  screening  and  treatment  are:  ( 1 ) 
provide  funds  for  the  Texas  Commission 


for  the  Blind  to  provide  treatment  for 
diabetes  eye  disease  and  education  in 
self-management;  (2 ) target  the  Mexican- 
American  population,  which  is  three  to 
five  times  more  likely  to  develop  diabe- 
tes than  are  Anglos,  for  diabetes  control 
activities;  (3)  provide  sensitive  eye  ex- 
aminations for  high  risk  persons  with  dia- 
betes; (4)  provide  medications  and 
supplies,  such  as  syringes,  cotton  balls, 
insulin,  and  glucose  monitoring  devices, 
for  low-income  clients  with  no  other  re- 
sources; and  ( 5 ) expand  coverage  for 
Medicaid  recipients  for  diabetic  supplies 
and  equipment  (insulin  is  now  provided 
but  not  syringes,  cotton  balls,  glucose 
monitoring  devices,  etc ). 

The  Texas  Legislature  created  the 
Texas  Diabetes  Council  in  1983  and 
charged  the  council  with  developing 
strategies  to  determine  how  the  state 
could  respond  to  the  needs  of  Texans 
who  have  been  diagnosed  with  diabetes. 
The  membership  of  the  1 3-member 
council  includes  physicians  Michael  P. 
Stern,  MD,  San  Antonio,  and  Luther  B. 
Travis,  MD,  Galveston. 


Bentsen  urges  Congress 
to  help  ailing  rural  hospitals 

Texas  Democratic  Senator  Lloyd  Bentsen 
has  introduced  S 306,  the  Equity  for 
Rural  Hospitals  Act  of  1989,  which  pro- 
poses that  Congress  take  steps  to  im- 
prove the  financial  lot  of  the  nation’s 
rural  hospitals.  At  press  time,  the  Senate 
Committee  on  Finance,  which  Senator 
Bentsen  chairs,  was  considering  the  bill. 

The  legislation  would  eliminate  the 
current  differential  between  Medicare 
prospective  payment  system  rates  for  ur- 
ban and  rural  hospitals  in  favor  of  a single 
national  rate  for  all  hospitals.  The  new 
national  rate  would  be  phased  in  over  a 
period  of  four  years,  beginning  in  fiscal 
year  1992. 

In  the  interim,  the  bill  proposes  finan- 
cial relief  for  rural  hospitals  with  fewer 
than  100  beds  that  depend  on  Medicare 
for  70%  or  more  of  their  revenues.  Be- 
ginning after  Sep  30,  1989,  and  ending 
before  Oct  1,  1991,  the  Secretary  of 
Health  and  Human  Services  would  pro- 
vide “ ...  an  additional  payment  amount 
for  each  Medicare-dependent,  small,  rural 
hospital ...  to  ensure  that  the  total  of  the 


payments  made  to  the  hospital ...  for 
any  such  cost  reporting  period  is  at  least 
equal  to  the  reasonable  costs  associated 
with  the  hospital’s  operating  costs  of  in- 
patient hospital  services  for  Medicare 
beneficiaries  for  that  period.” 

The  bill  offers  four  additional  pro- 
posals related  to  sole  community  hospi- 
tals, geographical  classification  of 
hospitals,  medical  education,  and  nursing 
education. 

It  encourages  qualifying  hospitals  to 
apply  for  designation  as  sole  community 
hospitals  (SCHs)  with  a more  attractive 
financial  incentive.  Currently,  hospitals 
that  qualify  for  such  status  because  they 
are  isolated  by  location,  weather  condi- 
tions, travel  distance,  and  lack  of  other  fa- 
cilities receive  a special  rate  comprised 
of  75%  of  their  own  hospital-specific 
costs  and  25%  of  the  PPS  rate  for  their 
region.  S 306  requires  the  Secretary  of 
HHS,  where  it  would  be  to  the  SCH’s  fi- 
nancial advantage,  to  recompute  SCH 
rates  to  use  more  recent  information  on 
hospital-specific  costs  per  case  and  na- 
tional, rather  than  regional,  PPS  rates.  “I 
hope  this  will  make  SCH  status  more  at- 
tractive to  many  hospitals,  particularly  in 
the  South,  where  this  valuable  option  has 
been  underused,”  Bentsen  said. 

The  bill  creates  a Medicare  Geographic 
Classification  Review  Board  to  examine 
the  requests  of  “rural  border  hospitals” 
who  believe  they  are  unfairly  treated  by 
Medicare.  Border  hospitals  are  rural  fa- 
cilities that  are  located  close  enough  to 
an  urban  area  that  they  are  forced  to 
compete  with  more  generously  compen- 
sated hospitals  for  the  same  labor  and 
materials.  “I  believe  this  (review  board) 
is  preferable  to  continuing  to  legislate 
case-by-case  exceptions  for  border  hospi- 
tals,” Bentsen  said. 

The  bill  authorizes  an  increase  from 
SI  5 million  to  $25  million  and  extends 
through  fiscal  year  1992  a grant  program 
to  encourage  creative  hospital  managers 
to  investigate  ways  to  modify  and  im- 
prove the  types  of  services  they  deliver 
to  their  communities.  It  also  expands 
from  4 sites  to  10  a demonstration  pro- 
gram that  encourages  teaching  hospitals 
to  send  resident  physicians  to  rural  areas 
during  their  training.  Under  these  dem- 
onstrations, Medicare  will  help  pay  any 
additional  costs  the  teaching  hospital 
may  incur. 
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Finally,  the  bill  addresses  the  national 
nursing  shortage.  “1  am  particularly  con- 
cerned about  the  effects  of  this  shortage 
on  rural  communities,”  Bentsen  noted. 
The  last  Congress  passed  a bill  providing 
Medicare  support  to  hospitals  that 
worked  with  nursing  schools  to  offer  ex- 
panded clinical  training  opportunities  for 
nurses.  S 306  would  create  new  demon- 
stration projects  focusing  on  clinical 
training  for  undergraduate  nurses.  “These 
demonstrations  will  encourage  students 
to  enter  the  nursing  profession  and,  at 
the  same  time,  expand  clinical  training 
opportunities,  thereby  putting  students 
at  the  bedside  to  provide  patient  care,” 
Mr  Bentsen  said. 

Senator  Bentsen  noted  that  the  act, 
which  was  entered  into  the  Jan  31,  1989, 
edition  of  the  Congressional  Record, 
“provides  both  urgently  needed  short- 
term relief  for  the  escalating  problems 
faced  by  rural  hospitals  and  long-term 
structural  reforms  as  well.”  He  pointed 
out  that  in  1988,  43  rural  hospitals 
closed  across  the  United  States,  bringing 
the  total  number  of  closures  in  rural 
areas  since  1984  to  159.  “My  home  state 
of  Texas  has  the  unfortunate  distinction 
of  having  led  the  nation  in  closures  with 
18  hospitals  closing  their  doors  last 
year,”  he  said.  He  cited  a recent  study 
that  predicted  that  as  many  as  600  hospi- 
tals could  close  their  doors  in  the  next 
five  years  and  that  almost  60%  of  the  ad- 
ministrators of  rural  hospitals  believe 
their  institutions  are  vulnerable  to  finan- 
cial failure. 
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WILLIAM  JAY  BRYAN,  MD,  Houston  As- 
tros team  physician,  along  with  other  US 
orthopedists  and  physical  therapists,  has 
helped  Guatemala  launch  a sports  medi- 
cine program  aimed  at  treating  sports- 
related  injuries.  At  the  request  of  the 
Guatemalan  Olympic  Committee,  Dr 
Bryan  began  a series  of  lectures  to  physi- 
cians, athletic  trainers,  and  physical 
therapists  at  a recent  meeting  of  the 
Sports  Federation  of  Guatemala. 

At  the  annual  meeting  of  the  American 


Academy  of  Dermatology,  PONCIANO 
CRUZ,  JR,  MD,  won  the  Stelwagon  Award 
for  the  best  presentation  of  a scientific 
paper  by  a research  fellow  in  der- 
matology. His  work,  which  directly  impli- 
cated epidermal  Langerhans  cells  as  the 
immunologically  relevant  targets  of  UVB 
radiation,  was  conducted  in  collaboration 
with  PAUL  BERGSTRESSER,  MD,  and 
ROBERT  TIGEIAAR,  MD.  Drs  Cruz, 
Bergstresser,  and  Tigelaar  are  associated 
with  Fhe  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas. 

C.  STRATTON  HILL,  JR,  MD,  Houston, 
has  been  appointed  to  the  Texas  Cancer 
Council  by  Lieutenant  Governor  William 
P.  Hobby.  Dr  Hill  is  associate  professor  of 
medicine  in  the  department  of  neuro- 
oncology at  TTie  University  of  Texas  M.D. 
Anderson  Cancer  Center,  and  director  of 
the  center’s  Pain  Clinic. 

R.  RODNEY  HOWELL,  MD,  has  been  hon- 
ored with  a lectureship  in  his  name  at 
The  University  of  Texas  Medical  School 
at  Houston.  Dr  Howell  was  recognized 
for  his  service  and  contribution  to  the 
school,  the  field  of  pediatrics,  and  Uni- 
versity Children’s  Hospital  at  Hermann. 
ITie  lectureship  will  be  known  as  the 
R.  Rodney  Howell,  MD,  Lectureship  in 
Medical  Genetics. 

DANIEL  JUAREZ,  MD,  recently  was  pre- 
sented Texas  Lutheran  College’s  Out- 
standing Young  Graduate  Award.  The 


Daniel  Jiiarez,  MD 


award  is  given  to  alumni  who  have 
graduated  within  the  past  1 5 years  and 
who  have  achieved  success  and  recogni- 
tion in  their  professions  and/or  who  have 
made  outstanding  contributions  to  their 
community  or  church.  Dr  Juarez  is  an  in- 
ternist in  San  Antonio. 

FRANK  G.  MOODY,  MD,  Houston,  was 
appointed  by  the  board  of  trustees  of  the 
Mayo  School  of  Medicine  as  the  27th  Bal- 
four Professor  of  Surgery.  He  was  se- 
lected for  the  award  for  his  contributions 
to  the  field  of  digestive  surgery.  Dr 
Moody  is  a Denton  A.  Cooley  professor 
and  chairman  of  the  department  of  sur- 
gery at  The  University  of  Texas  Medical 
School  at  Houston. 

Two  physicians  at  The  University  of 
Texas  M.D.  Anderson  Cancer  Center  have 
received  Fulbright  grants  to  Yugoslavia 
from  the  Council  for  International  Ex- 
change of  Scholars.  They  are  SIDNEY 
WALLACE,  MD,  deputy  department  chair- 
man of  the  department  of  diagnostic 
radiology,  and  NORMAN  JAFFE,  MD,  pro- 
fessor of  pediatrics. 
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NOEL  T.  BENNETT,  MD,  San  Augustine 
internist.  Died  April  14,  1988;  age  81.  Dr 
Bennett  graduated  in  1938  from  Baylor 
University  College  of  Medicine  in  Dallas. 
He  served  an  internship  and  a residency 
at  Shreveport  (La)  Charity  Hospital.  Dur- 
ing World  War  II,  Dr  Bennett  served  with 
the  US  Army. 

GREGORY  OAKES  FAITH,  MD,  Irving  and 
Hurst  internist.  Died  Dec  26,  1988;  age 
37.  Dr  Faith  received  his  medical  degree 
in  1978  from  the  University  of  Maryland 
in  Baltimore.  His  internship  and  resi- 
dency were  served  in  Baltimore  at  Union 
Memorial  Hospital. 

THOMAS  F.  FITZGERALD,  MD,  retired 
Corpus  Christi  general  surgeon.  Died  Jan 
21,  1989;  age  67.  In  1945,  Dr  FitzGerald 
graduated  from  Northwestern  University 
Medical  School  in  Chicago.  He  served  an 
internship  at  Passavant  Memorial  Hospi- 
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tal  in  C^hicago,  and  was  a resident  in  sur- 
gery at  Wadsworth  ( Kan)  VA  Hospital.  Dr 
FitzGerald  was  an  honorary'  member  of 
Texas  Medical  Association. 

M.  ALLEN  FORBES,  JR,  MD,  retired  Austin 
dermatologist.  Died  Jan  20,  1989;  age  75. 
Dr  Forbes  graduated  in  1939  from  Baylor 
University  College  of  Medicine  in  Dallas. 
He  served  an  internship  at  the  US  Navy 
Hospital  in  San  Diego,  Calif,  and  a resi- 
dency’ at  Robert  B.  Green  Hospital  in  San 
Antonio.  During  World  War  11,  Dr  Forbes 
served  in  the  US  Army  Medical  Corps.  He 
was  an  honorary  Texas  Medical  Associa- 
tion member. 

ALEXANDER  GOL,  MD,  Houston  neuro- 
surgeon. Died  Jan  19,  1989;  age  66.  In 
1949,  Dr  Gol  graduated  from  Guys  Hos- 
pital Medical  School  in  London.  He  in- 
terned at  Royal  Victoria  Hospital  and  St 
John’s  Hospital,  both  in  England.  His  mili- 
tary service  was  with  the  British  Army 
Medical  Corps. 

LOUIS  LEVIN,  MD,  retired  Houston  gen- 
eral practitioner.  Reported  deceased.  Dr 
Levin  was  a 1932  graduate  of  the  Medical 
School  of  Edinburgh,  Scotland.  His  intern- 
ship was  at  Metropolitan  Hospital  in  New 
York,  and  he  served  a residency  at  Sea 
View  Hospital  in  New  York. 

BENJAMIN  MILES  NAIL,  JR,  MD,  retired 
Houston  otorhinolaryngologist.  Died  Jan 
13,  1989;  age  68.  Dr  Nail  graduated  in 

1943  from  Baylor  University  College  of 
Medicine  in  Dallas.  He  served  an  intern- 
ship at  Shreveport  (La)  Charity  Hospital. 
Prior  to  serving  his  residency  at  Baylor 
University  affiliated  hospitals.  Dr  Nail  was 
a general  practitioner  in  Haskell.  From 

1944  to  1946  he  was  in  the  US  Army. 

PHILIP  J.  PARKER,  MD,  retired  Granbury 
family  practitioner.  Died  Dec  28,  1988; 
age  72.  In  1942  Dr  Parker  graduated 
from  Thomas  Jefferson  University  Medi- 
cal College  in  Philadelphia.  After  an 
internship  at  Holy  Name  Hospital  in  Tea- 
neck,  NJ,  and  military  service,  he  served 
residencies  in  surgery  at  Johnston-Willis 
Hospital  in  Richmond,  Va;  Louisville  (Ky) 
General  Hospital;  and  St  Joseph  Hospital 
in  Lexington,  Ky. 


Volume  85  1989 


CASE\’  E.  PATTERSON,  MD,  retired 
Dallas  neurosurgeon.  Died  Jan  16,  1989; 
age  80.  Dr  Patterson  was  a 1932  graduate 
of  Baylor  University  College  of  Medicine 
in  Dallas.  He  served  an  internship  and  re- 
sidency at  Methodist  Hospital  in  Dallas. 
During  World  War  II,  he  served  with  the 
US  Army  Medical  Corps.  Dr  Patterson 
was  an  honorary  member  of  Texas  Medi- 
cal Association. 

JAMES  M.  SIEVER,  MD,  retired  San  An- 
tonio obstetrician  and  gynecologist.  Died 
Jan  5,  1989;  age  74.  Dr  Siever  received 
his  medical  degree  from  the  University  of 
Kansas  in  1938.  He  served  an  internship 
and  a residency  at  Baylor  University  affili- 
ated hospitals.  Dr  Siever  was  a life  mem- 
ber of  Texas  Medical  Association. 

JOHN  NORMAN  SMITH,  MD,  Bedford 
obstetrician  and  gynecologist.  Died  Jan  9, 
1989;  age  32.  Dr  Smith  was  a 1982 
graduate  of  The  University  of  Texas 
Southwestern  Medical  School  in  Dallas. 
He  served  his  internship  and  residency  at 
John  Peter  Smith  Hospital  in  Fort  Worth. 

EUGENE  T.  VAN  DER  SMISSEN,  MD,  Gal 
veston  radiologist.  Died  Dec  7,  1 988;  age 
63.  Dr  van  der  Smissen  was  a 1954 
graduate  of  the  University  of  Kansas 
School  of  Medicine.  He  served  an  intern- 
ship with  the  US  Public  Health  Service 
Hospital  in  Baltimore,  Md.  His  residency 
was  at  the  Clinical  Center  of  the  National 
Institutes  of  Health  in  Bethesda,  Md.  In 
1979  Dr  van  der  Smissen  retired  with  the 
rank  of  captain  from  the  US  Public  Health 
Service  after  27  years  of  service. 

ROBERT  NEWTON  WHITE,  MD,  retired 
Midland  general  practitioner.  Died  Jan  6, 
1989;  age  65.  In  1951  Dr  White  grad- 
uated from  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 
He  served  an  internship  at  Parkland  Hos- 
pital in  Dallas.  During  World  War  II,  he 
served  with  the  US  Army. 
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The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 
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Childhood  injury 
deaths  in  Texas:  a 
major  public  health 
problem 


Injun'  is  the  leMting  cause  of  death  in  children  I 
year  of  age  and  older  in  the  United  States,  yet  there 
has  been  little  published  on  causes  of  injun’ 
deaths  in  Texas  children.  Cause-of  death  infonna- 
tion  about  children  0 through  19  years  who  were 
residents  of  Texas  and  died  from  1980  through 
1985  were  examined.  Injun’  accounted  for  nearly 
34%  of  all  childhood  deaths  from  1980  through 
1985.  Forty-six  percent  of  injun’  deaths  invoiced 
motor  vehicles,  and  22%  were  classified  as  inten- 
tional (homicide  and  suicide).  The  leading  causes 
of  injun’  death  varied  by  age  group,  but  motor- 
vehicle  injuries  were  the  leading  cause  of  injun’ 
deaths  in  all  age  groups  I year  of  age  and  older.  In 
addition,  these  data  demonstrated  the  need  for  in- 
tervention in  drowning  deaths  in  even’  age  group, 
choking  deaths  in  infants,  suicides  in  Anglos  ( es- 
pecially teenagers),  and  homicides  in  infants, 
teenagers,  and  blacks.  We  must  continue  to  sup- 
port research  and  intervention  strategies  to  com- 
bat this  alarming  public  health  problem. 

KPi'^'ORDS:  INJURIES,  MORTAU'n’,  CHILDHOOD,  TEXAS. 


Although  injury  has  long  been  recognized  as 
the  leading  cause  of  death  in  persons  1 
through  44  years  of  age  in  the  United  States 
( 1 ),  there  is  a paucity  of  published  data  on  child- 
hood deaths  from  injuries  in  Texas.  The  Texas  De- 
partment of  Health  and  local  health  departments  do 
a laudable  job  of  publishing  vital  statistics  data  an- 
nually in  report  format  (2,3)-  Yet,  there  is  a need  to 
disseminate  these  data  to  the  scientific  and  medical 
communities  through  journals  where  supporting 
literature  is  cited  and  synthesized  and  the  results 
discussed. 

In  the  country  as  a whole,  there  has  been  little 
emphasis  on  injury  because  until  recently  “acci- 
dents” were  considered  as  chance  or  random  occur- 
rences that  belonged  in  the  behavioral  rather  than 
medical  arena  (4  ).  Currently,  the  term  “accidents” 
is  being  abandoned  in  favor  of  terms  that  describe 
the  intent  of  the  injury  as  “unintentional”  or  “inten- 
tional” (5). 

Epidemiology  has  classically  been  defined  as  “the 
study  of  the  distribution  and  determinants  of  dis- 
ease frequency  in  man”  (6).  This  definition  is  prem- 
ised on  the  notion  that  diseases  are  not  randomly 
distributed  in  the  population.  Because  there  is  no 
scientific  basis  to  distinguish  between  injuries  and 
disease  ( 5 ),  epidemiologic  methods  applied  to  pedi- 
atric injuries  can  identify  children  at  high  risk  for  in- 
jury. The  ultimate  aim  of  epidemiology  is  preven- 
tion, and  the  identification  of  children  at  risk  from 
particular  types  of  injuries  can  aid  in  this  goal. 

The  objectives  of  this  study  were  to  identify  the 
leading  causes  of  childhood  injury  deaths  in  Texas 


and  to  calculate  and  describe  the  death  rates  by  se- 
lected demographic  characteristics.  A further  goal 
was  to  describe  the  magnitude  of  the  frequency  of 
injury'  deaths  in  relation  to  other  causes  of  child- 
hood deaths  in  Texas. 

Methods 

Computerized  mortality  files  from  the  Texas  Depart- 
ment of  Health  were  used  to  ascertain  deaths  occur- 
ring in  children  (ages  0 through  19  years)  who 
were  residents  of  Texas  and  died  from  Jan  1,  1980 
through  Dec  31,  1985.  The  underlying  cause  of 
death,  county  of  residence,  age,  sex,  and  race  were 
abstracted  from  the  files.  The  International  Classifi- 
cation of  Diseases  (Ninth  Revision)  was  used  to 
classify  causes  of  death;  the  supplementary  classifi- 
cation of  external  causes  of  injury'  and  poisoning 
code  ( E-code ) ( 7 ) was  used  to  classify  causes  and 
intent  of  injury'  deaths.  For  analysis  purposes,  cause 
of  death  codes  were  grouped  into  seven  categories, 
and  injury  death  codes  were  grouped  into  1 1 sub- 
categories ( Fig  1 ). 

Injury  rates  were  calculated  per  100,000  children 
per  year.  Texas  population  estimates  for  1 980 
through  1985,  used  in  the  denominators  of  the  rates, 
were  obtained  from  the  Texas  Department  of  Health, 
Bureau  of  State  Health  Data  and  Policy  Analysis  (8). 
Anglos,  blacks,  and  Hispanics  constituted  the  race/ 
ethnic  groups.  These  estimates  used  Spanish  sur- 
name to  define  the  Hispanic  population.  This  method 
may  underestimate  this  group  compared  to  meth- 
ods that  use  reported  Spanish  origin.  However,  the 
Bureau  of  Vital  Statistics  also  codes  the  deaths  (nu- 
merators of  the  rates)  using  Spanish  surname,  and  a 
common  definition  is  required  for  both  deaths  and 
population  (denominator  of  the  rates)  in  order  to 


I.  ICD-9  ( International  Classification  of  Diseases,  Ninth  Revision ) 
codes  used  to  classify  the  seven  categories  of  all  causes  of  death, 
and  the  1 1 subcategories  of  injury  deaths. 


Cause 

ICO  9 Code 

Cancer 

HO- 208 

Heart  disease 

590-598,  402,  404-429 

Pneumonia/influenza 

■180-487 

Congenital  anomalies 

Conditions  originating  in  perinatal 

740- 7S9 

period 

760-779 

Other 

remainder  of  0—799 

All  injuries 

E800-E999 

Motor  vehicle 

E810-E825 

Drowning 

E910,  E830,  E832 

Poisoning 

E850-E858,  E860-E869 

Falls 

E880-E888 

Burns 

E890-E899,  E924,  E926 

Choking/sufifocation 

E911-E913 

Firearms/explosives 

E922-E923 

All  unintentional  injuries 

E800-E848 

Suicide 

E950-E939 

Homicide 

E960-E978 

Intent  unknown 

E980-E989 

Sharon  P Cooper,  PhD, 
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2.  Percent  of  all  deaths  among  children  by  age  and  cause,  Texas,  1980- 1985. 


All  injuries 


Pneumonia/influenza 


J.  Percent  of  injury  deaths  among  children  0—19  years  of  age  in  Texas  by  cause  of  death, 
1980-1985. 


30 


Unknown 


0.9% 


Homicide 


Motor  vehicle 
45.7% 


compute  accurate  rates.  All  other  non-Spanish  sur- 
name whites  were  classified  as  Anglos. 

Results 

An  estimated  98%  of  the  childhood  deaths  among 
the  Texas  residents  occurred  in  Texas  while  the  re- 
maining 2%  occurred  in  other  states.  For  the  six 
years,  1980  through  1985,  there  were  35,965  deaths 
among  children  19  years  old  or  younger  who  were 
residents  of  Texas.  Of  these  deaths  12,127  deaths 
(33.7%  ) were  due  to  injuries.  The  proportions  of 
deaths  due  to  injury  varied  by  age  group  and  are 
shown  in  relation  to  other  specific  causes  of  death 
in  Fig  2.  Injury  was  the  leading  cause  of  death  in 
Texas  from  1980  through  1985  in  each  age  group 
except  infants  less  than  1 year  old.  Injury  was  the 
fourth  leading  cause  of  death  in  infants  less  than  1 
year  old  (following  perinatal  conditions,  congenital 
anomalies,  and  other  causes),  but  surpassed  pneu- 
monia-influenza and  heart  disease  deaths.  With  in- 
creasing age,  deaths  due  to  injury  represented  an 
increasing  proportion  of  all  childhood  deaths,  so 
that  in  the  group  15  through  19  years  of  age,  inju- 
ries accounted  for  82.8%  of  all  deaths. 

Fig  3 focuses  only  on  Texas  injury  deaths  in  chil- 
dren. An  estimated  77.1%  of  these  deaths  were  clas- 
sified as  unintentional  (45.7%  were  motor-vehicle 
related  injuries),  22%  were  classified  as  intentional 
(homicide  and  suicide),  and  0.9%  were  undeter- 
mined as  to  intent  of  injury. 

Fig  4 displays  the  male-to-female  ratios  of  child- 
hood injury  death  rates  for  all  injuries  and  for  nine 
subcategories  of  specific  causes  of  injury.  Overall, 
the  ratio  of  death  rates  due  to  injury  was  nearly  2 1/2 
times  as  high  in  males  as  in  females.  The  male-to- 
female  ratios  of  childhood  injury  death  rates  ranged 
from  1.3  for  deaths  due  to  burns  to  5.2  for  deaths 
due  to  firearms  or  explosives. 

Fig  5 presents  the  number  of  childhood  injury 
deaths  and  the  average  annual  injury  death  rates  by 
age  group  and  cause  in  Texas  from  1980  through 
1985.  The  motor  vehicle  death  rate  was  the  highest 
death  rate  in  each  age  group  except  for  infants  less 


4.  Male:  female  ratios  of  childhood  injury  death  rates  by  cause, 
Texas,  1980-1985. 


Cause • 

Male:  Female 
Ratio  of  Rates 

Motor  vehicle 

2.2 

Drowning 

3.5 

Poisoning 

2.1 

Falls 

2.8 

Burns 

1.3 

Choking/suffocation 

1.7 

Firearms/explosives  ( unintentional ) 

5.2 

Suicide 

3.8 

Homicide 

2.5 

All  injuries 

2.4 

• See  Fig  1 for  cause-of-death  codes. 
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than  1 year.  Teenagers  1 5 through  1 9 years  of  age 
had  a notably  high  death  rate  due  to  motor  vehicle 
injuries  (43.3/100,000).  For  children  less  than  1 
year,  the  motor  vehicle  death  rate  was  surpassed  by 
the  death  rate  for  choking  or  suffocation.  The  third 
leading  cause  of  injury  deaths  among  infants  was 
homicide,  with  a rate  of  8.4/100,000,  a homicide 
rate  in  children  only  exceeded  by  the  rate  in  the  1 5 
through  19  year  age  group  ( 14.4/100,000).  Injuries 
due  to  drowning  represented  the  second  leading 


cause  of  injury  deaths  in  children  1 through  14 
years,  but  was  surpassed  by  homicide  and  suicide  in 
the  15-  through  19-year  age  group.  Burns  were  also 
an  important  cause  of  injury  death  in  preschool 
children  with  a death  rate  of  4.9/100,000  in  chil- 
dren less  than  5 years  old. 

Figs  6 and  7 display  the  crude  average  annual 
childhood  death  rates  from  unintentional  injury,  sui- 
cide, and  homicide  in  Texas  from  1980  through 
1985,  by  sex  and  race/ethnic  group.  The  overrepre- 


5.  Number  of  deaths  and  average  annual  age-  and  cause-specific  childhood  injury  death  rates  per  100,000  Texas  residents  at  risk, 
Texas,  1980-1985. 


Age  (years) 


Cause • 

<1 

1-4 

5-9 

10-  14 

15-19 

Number  of 
deaths  ( rate  ) t 

Number  of 
deaths  ( rate ) t 

Number  of 
deaths  (rate)t 

Number  of 
deaths  (rate)t 

Number  of 
deaths  (ratc)t 

Motor  vehicle 

135  ( 9 1) 

706(11.4) 

583  ( 7.6) 

606  ( 8.2) 

3,506  (43.3) 

Drowning 

61  ( 4.1) 

359  ( 5.8) 

208  ( 2.7) 

224  ( 3.0) 

424  ( 5.2) 

Poisoning 

20  ( 1.4) 

48  ( 0.8) 

12  ( 0.2) 

15  ( 0.2) 

72  ( 0 9) 

Fails 

28  ( 1.9) 

51  ( 0.8) 

12  ( 0.2) 

16  ( 0.2) 

64  ( 0.8) 

Bums 

73  ( 4.9) 

304  ( 4.9) 

104  ( 1.4) 

42  ( 0.6) 

63  ( 0.8) 

Choking/suffocation 

222  (15.0) 

127  ( 2.0) 

37  ( 0.5) 

66  ( 0.9 ) 

59  ( 0.7) 

Firearms/explosives 

3(  0.2) 

26  ( 0.4) 

46  ( 0.6) 

107  ( 1.4) 

218  ( 2.7) 

Other 

53  ( 3.6) 

144  ( 2.3) 

92  ( 1.2) 

95  ( 1.3) 

324  ( 4.0) 

Total  unintentional 

595  (40.2) 

1,765  (28.4) 

1,094  (14.2) 

1,171  (15.8) 

4,730  (58.5) 

Suicide 

0 ( 00) 

0(  0.0) 

2(  0.0) 

103  ( 1.4) 

847  (10  5) 

Homicide 

125  ( 8.4) 

202  ( 3.3) 

77  ( 1.0) 

137  ( 1.8) 

1,166  ( 14.4) 

Intention  unknown 

22  ( 1.5) 

18  ( 0.3) 

4(  0.1) 

10  ( 0 1 ) 

59  ( 0 7) 

All  injuries 

742  (50.1) 

1,985  (32.0) 

1,177  (15.3) 

1,421  (192) 

6,802  (84.1) 

• See  Fig  1 for  cause-of-death  codes. 
tPer  100,000  residents  at  risk. 


6.  Average  annual  death  rates  in  children  0— 19  years  of  age  7.  Average  annual  death  rates  in  children  0— 19  years  of  age 

from  unintentional  injury,  suicide,  and  homicide  by  sex,  Texas,  from  unintentional  injury,  suicide,  and  homicide  by  race/ethnic 

1980-1985  group,  Texas.  1980-1985 


S Unintentional  injuries 


^ Suicide 


Male  Female 
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sentation  of  deaths  among  males  compared  to  fe- 
males was  again  evident  ( Fig  6 ).  The  crude  death 
rate  per  100,000  due  to  suicide  ranged  from  1.2  in 
blacks  to  2.6  in  Hispanics  to  3.7  in  Anglo  children. 
The  crude  homicide  death  rate  per  100,000  varied 
from  3.5  in  Anglos  to  7.1  in  Hispanics  to  1 1.2  in 
black  children  in  Texas  from  1980  through  1985. 

Discussion 

Injury  deaths  take  an  alarming  toll  on  our  children 
and  many  of  these  deaths  are  preventable.  Injury 
was  the  leading  cause  of  death  in  Texas  from  1 980 
through  1985  in  children  1 through  19  years  of  age. 
The  leading  causes  of  injury  death  varied  by  age 
group.  For  infants  less  than  1 year  old,  the  three 
leading  causes  of  injury  death  were  choking,  motor 
vehicles,  and  homicide.  For  children  1 through  4 
years  and  5 through  9 years  of  age,  the  three  leading 
causes  of  injury  death  were  due  to  motor  vehicles, 
drowning,  and  burns.  For  children  10  through  14, 
motor  vehicle  injures  and  drowning  were  again  the 
top  two  leading  causes  of  death  followed  by  homi- 
cide as  the  third  leading  cause.  For  the  oldest  child- 
hood age  group,  1 5 through  1 9 years,  motor  vehicle 
injuries,  the  leading  cause,  accounted  for  over  half 
of  the  injuries,  followed  by  the  two  causes  of  inten- 
tional injury’,  homicide  and  suicide.  The  ranking  of 
the  three  leading  causes  of  death  by  age  group  is 
identical  to  that  reported  in  the  United  States  in 
1980  (7).  Based  on  the  magnitude  of  the  problem, 
these  data  highlight  the  need  for  intervention  to 
prevent  motor  vehicle  and  drowning  deaths  in 
every  childhood  age  group;  choking  deaths  in  in- 
fants; suicides  in  Anglos  ( especially  teenagers ); 
homicides  in  teenagers,  infants,  and  blacks;  and  all 
causes  of  injury  in  males.  Children  ages  1 5 through 
19  were  an  especially  high-risk  group  for  injuries 
due  to  motor  vehicles  and  intentional  injuries.  Fur- 
ther, an  overwhelming  proportion  of  all  causes  of 
death  in  the  15-  through  19-year  age  group  were 
due  to  injury'  (82.8%  ). 

ITie  accurate  description  of  these  injury  deaths 
by  cause  and  demographic  characteristics  is  needed 
to  target  limited  resources  and  to  rank  the  impor- 
tance of  research,  intervention,  and  legislative  ac- 
tions. As  recently  as  July  1988,  a major  newspaper 
in  Texas  cited  poisoning  as  the  major  cause  of 
deaths  among  preschool  children  in  the  United 
States  ( 10).  While  every  poisoning  death  is  impor- 
tant, poisoning  (as  usually  coded  E850-E869)  was 
not  even  among  the  five  leading  causes  of  injury 
deaths  in  the  United  States  in  1980  nor  in  Texas 
from  1980  through  1985  among  children  less  than 
5 years  old  ( 1,9 ).  This  conflicting  reporting  of  cause- 
of-death  statistics  illustrates  the  need  to  document 
the  exact  coding  of  the  categories  of  death  (as 
shown  in  Fig  1 for  this  study ) so  that  cause-of-death 
statistics  can  be  accurately  compared  between  geo- 


graphic areas  or  between  studies. 

While  the  most  severe  injuries  are  the  ones  that 
result  in  death,  a major  injury  surveillance  program 
in  Massachusetts  estimated  that  for  each  injury 
death,  there  were  45  hospitalizations  and  1,300 
emergency  room  visits  (11).  Therefore,  fatal  inju- 
ries represent  only  a fraction  of  the  total  injury  bur- 
den. Further,  researchers  have  reported  that  the 
rank-ordering  of  fatal  causes  of  injury  deaths  com- 
pared to  nonfatal  causes  of  injuries  are  quite  differ- 
ent (12).  For  example,  falls  have  been  reported  as 
the  leading  cause  of  nonfatal  injury  in  several  stud- 
ies (12,13). 

The  encouraging  aspect  of  the  injury  problem  is 
that  many  of  the  fatal  and  nonfatal  injuries  are  pre- 
ventable. Although  health  education  is  valuable  as  a 
component  of  injury  prevention  programs,  the  most 
effective  prevention  control  efforts  have  revolved 
around  automatic  protection,  rather  than  attempt- 
ing to  change  human  behavior  (14).  Successful  ex- 
amples include  child  restraint  devices  for  infants 
and  young  children,  the  Poison  Prevention  Packag- 
ing Act,  the  Flammable  Fabrics  Act,  the  installation 
of  window  guards  in  New  York  City  apartments,  and 
laws  requiring  fences  around  swimming  pools 
(14,15). 

The  study  of  injury  has  finally  emerged  into  a rec- 
ognized area  of  practice  and  research  in  pediatrics 
and  public  health  (5).  Injury  is  an  important  and  ex- 
citing field  of  study  for  many  reasons.  Injury  is  a 
major  public  health  problem,  many  injuries  can  be 
prevented,  and  the  interdisciplinary  nature  of  the 
field  can  only  enhance  creative  and  varied  ap- 
proaches to  injury  prevention.  Medical  professionals 
in  Texas  have  demonstrated  an  active  interest  in  in- 
juries in  the  past  six  years.  Texas  Medicine  devoted 
large  sections  of  the  August,  September,  and  Oc- 
tober 1983  issues  to  articles  from  an  injury  preven- 
tion conference  that  took  place  in  1982  (16—23)  in 
Galveston,  Tex.  In  1984,  a conference  on  injury  pre- 
vention and  policy  development  was  sponsored  by 
the  Houston-Galveston  Injury  Prevention  Group 
( 24 ).  The  Texas  Department  of  Health  has  docu- 
mented the  increase  in  motorcycle  deaths  and  inju- 
ries since  the  repeal  of  the  motorcycle  helmet  law 
in  1977  ( 25 ).  All-terrain  vehicle  injuries  in  Beau- 
mont, Tex,  have  also  been  described  (26).  Yet, 
there  is  a continued  need  for  support  in  terms  of 
adequate  funding  for  researchers  to  study  the  etiol- 
ogy of  injuries,  support  for  legislation  for  automatic 
protective  measures,  support  for  public  officials  and 
educators  to  enforce  protective  legislation  and 
educate  communities.  We,  in  Texas,  need  to  build 
on  the  foundation  that  has  been  laid  and  continue 
to  strive  to  understand  and  prevent  injuries  in 
Texas.  Progress  will  be  made  when  we  consider  fa- 
tal and  nonfatal  injuries,  not  as  “accidental,”  but  as 
preventable. 
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Because  headache  may  be  the  presenting  symptom 
of  sleep  apnea  we  attempted  to  develop  guidelines 
to  help  the  clinician  know  when  to  initiate  an  ap- 
nea workup.  To  do  this,  we  administered  a 47- 
question  sun>ey  to  characterize  the  headaches  of 
20  consecutive  patients  with  sleep  apnea.  They  had 
significantly  more  headaches  upon  awakening  in 
the  morning  and  more  mixed-type  headaches 
when  compared  to  an  age-  and  sex-matched  con- 
trol group. 

KEY  WORDS:  HEADACHE,  SLEEP  APNEA,  MORNING 
AWAKENING 


Headache  is  an  extremely  common  complaint 
in  patients  seen  in  general  practice,  family 
practice,  and  neurology  clinics.  Headache  is 
also  common  in  sleep  apnea  and,  at  times,  is  the 
presenting  symptom  ( 1 ).  Dexter  postulated  that  hy- 
poxia and  transient  hypertension  during  sleep  are 
the  underlying  mechanisms  of  severe  morning 
awakening  headaches,  particularly  migraines  (2). 
Both  hypoxia  and  transient  hypertension  are  known 
to  occur  with  sleep  apnea,  and  sleep  apnea  was  also 
a common  finding  in  a randomly  selected  group  of 
patients  with  episodic  cluster  headache  ( 3 )•  Kayed 
and  Sjaastad  (4)  noted  that  patients  with  sleep  ap- 
nea who  frequently  complained  of  headaches  expe- 
rienced the  headaches  upon  awakening  in  the  morn- 
ing. Only  one  study  attempted  to  characterize  the 
type  of  headache  in  sleep  apnea  patients  ( 5 ).  The 
authors  reported  that  36%  of  their  patients  had 
morning  headaches,  mainly  in  the  frontal  regions, 
but  occasionally  difluse.  These  were  more  common 
in  overweight  people.  Another  mechanism  has  been 
postulated  for  morning  awakening  headaches, 
namely  the  so-called  “turtle  headache”  (6).  These 
patients,  who  desire  to  go  back  to  sleep  after  awak- 
ening, pull  the  bed  covers  over  their  head  and  then 
wake  up  with  a bilateral,  often  generalized,  head- 
ache. It  has  been  demonstrated  that  significant  hy- 
poxia and  hypercapnia  can  occur  under  such 
circumstances  (7).  Traditionally,  frequent  morning 
headaches  raised  suspicion  about  the  presence  of  a 
cerebral  tumor.  In  this  study,  we  tried  to  further 
characterize  the  type  of  headache  occurring  in  pa- 
tients suffering  from  sleep  apnea,  hoping  to  create 
guidelines  for  the  clinician  regarding  when  to  sus- 
pect and  initiate  workup  for  sleep  apnea  in  a head- 
ache patient. 

Methods 

Twenty  consecutive  patients  with  polysomno- 
graphically  diagnosed  sleep  apnea  were  given  a 
47-item  questionnaire  to  identify  type,  severity,  ana- 
tomical location,  and  time  of  occurrence  of  their 
headaches.  'Hie  same  questionnaire  was  also  given 


to  a control  group  of  20  members  of  the  psychiatry 
department  staff.  "Hie  apnea  group  included  16 
males  and  four  females  with  a mean  age  of  51.95 
years.  To  meet  the  diagnosis  of  sleep  apnea,  patients 
had  to  have  more  than  five  episodes  of  apnea  per 
hour  of  sleep,  or  more  than  30  apnea  episodes  per 
night  ( 5 ).  Sleep  records  were  evaluated  by  the  clini- 
cian and  technicians  prior  to  dismissing  patients. 
Patients  with  sleep  apnea,  according  to  the  above 
criteria,  were  given  the  questionnaire  before  dis- 
missal. "Hie  questionnaire  contains  47  signs  or  symp- 
toms that  are  associated  with  headaches  of  different 
types.  ITie  subject  had  to  choose  a response  be- 
tween 0 and  4.  A response  of  0 indicated  that  the 
symptom  or  sign  did  not  apply  to  the  patient,  while 
a response  of  4 meant  that  the  sign  or  symptom  al- 
ways applied  to  the  patient. 

To  evaluate  sleep  apnea,  we  used  routine  meth- 
ods, namely  electroencephalography  (EEG),  elec- 
tro-oculography (EOG),  electromyography  (EMG), 
ear  oximetry,  ECG,  and  determinations  for  nasal  air 
flow  and  abdominal  effort.  Twenty  psychiatry  de- 
partment staff  members  were  randomly  selected  to 
answer  the  questionnaire.  Staff  members  with  his- 
tory of  loud  snoring  or  increased  daytime  sleepiness 
were  excluded  from  the  control  group  because  they 
could  be  suffering  from  sleep  apnea.  Subjects  in  the 
control  group  were  not  subjected  to  polysomnogra- 
phy. TTiis  group  included  18  males  and  two  females 
with  a mean  age  of  45.55  years.  "ITiis  control  group 
was  necessary  because  headache  is  a very  common 
complaint. 

Results 

Of  the  20  sleep  apnea  patients,  1 5 complained  of 
headaches.  Nine  of  the  1 5 were  judged  to  have 
moderate  to  markedly  intense  headaches.  'Hiis  esti- 
mate was  based  mainly  on  two  items  in  the  ques- 
tionnaire— namely,  whether  the  duration  of  the 
attack  was  more  or  less  than  three  hours,  and  how 
easily  over-the-counter  medications  controlled  the 
headaches.  'This  was  not  different  from  the  control 
group  in  which  1 7 of  the  20  staff  members  reported 
having  headaches,  though  only  two  were  rated  as 
moderate  or  severe.  Only  two  of  the  1 7 patients 
with  headache  in  the  control  group  had  headaches 
upon  awakening  in  the  morning,  as  compared  to 
nine  of  the  1 5 patients  in  the  apnea  group.  Both  pa- 
tients rated  their  headaches  as  “mild.”  TTiese  results 
are  significant  at  the  P<.05  level  utilizing  the  chi- 
squared  test.  In  the  apnea  group,  1 3 of  the  1 5 head- 
ache patients  had  symptoms  of  both  tension  and 
vascular  headaches  (“mixed  headaches”),  while 
only  two  reported  no  symptoms  of  vascular  head- 
aches. 'These  findings  were  clearly  different  from 
those  in  the  control  group,  who  were  predomi- 
nantly suffering  from  tension  headaches.  These  find- 
ings were  also  significant  at  the  P<.01  level  using 
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the  chi-squarcd  test.  In  the  control  group,  only 
three  reported  a purely  vascular  headache  and  four 
reported  mixed  headaches,  while  ten  of  the  1 7 staff 
members  reported  tension-type  headaches. 

Discussion 

The  results  obtained  in  this  study  support  the 
clinical  observation  that  morning  awakening  head- 
aches are  more  frequent  in  apnea  patients.  The  ob- 
servation that  most  apnea  patients  report  mixed 
headaches,  while  most  of  the  control  group  had  ten- 
sion headaches,  may  reflect  an  increase  in  the  vascu- 
lar components  of  the  headaches  with  sleep  apnea. 

From  our  findings  and  the  literature,  we  conclude 
that  clinicians  should  include  sleep  apnea  in  their 
differential  diagnosis  when  patients  present  with 
complaints  of  frequent  mixed-type  headaches  that 
occur  with  morning  awakening.  A polysomno- 
graphic  evaluation  would  be  warranted  only  if  fur- 
ther symptoms  of  sleep  apnea  are  elucidated,  particu- 
larly increased  daytime  sleepiness  and  loud  snoring. 
The  issue  of  “turtle”  headaches  was  not  addressed 
in  this  study.  This  issue  should  be  considered  in  pa- 
tients with  morning  awakening  headaches. 
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We  report  a case  of  a 33  year-old  woman  who  de- 
veloped episodes  of  palpitation  while  receiving 
weekly  alternating  doses  of  daily  intramuscular 
recombinant  interferon  alpha-2a  (rIFN  alpha-2  a) 
and  recombinant  interferon  gamma  ( rIFN 
gamma ) for  Philadelphia  chromosome-positive 
chronic  myelogenous  leukemia  The  electrocardio- 
gram (ECG)  and  ambulatory  Holier  monitoring 
showed  first-degree  atrioventricular  (A-V)  block 
and  episodes  of  junctional  tachycardia  The  ECG 
abnormality  and  palpitation  disappeared  after 
discontinuation  of  therapy.  On  rechallenge  with 
recombinant  interferon  alpha-2b  ( rIEN  alpha-2b) 
alone,  there  was  recurrent  palpitation  and  first- 
degree  A-V  block.  Subsequent  treatment  with  vari- 
ous doses  of  rIEN  alpha-2b  established  a dose- 
response  relationship  between  rIEN  alpha-2b  and 
palpitation  in  our  patient  In  view  of  increasing 
use  of  rIENs  in  the  clinical  setting  this  potential, 
albeit  uncommon,  toxicity  requires  attention  and 
further  investigation. 

KEY  WORDS.  FIRST  DEGREE  A-V  BLOCK,  SYMPTOMATIC  JUNC- 
TIONAL TACHYCARDIA,  ALPHA  AND  GAMMA  INTERFERONS, 
COMBINATION  THERAPY. 


A variety  of  side  effects  of  alpha,  beta,  and 
gamma  interferons  (IFNs)  have  been  de- 
scribed and  include  fever,  chills,  tachycardia, 
malaise,  myalgia,  headache,  fatigue,  leukopenia,  liver 
enzyme  elevation,  proteinuria,  and  central  nervous 
system  toxicities  (1,2).  Some  patients  experience 
palpitation  due  to  sinus  tachycardia  associated  with 
other  acute  symptoms  such  as  fever,  chills,  and  my- 
algia. In  most  patients  who  receive  daily  IFN  injec- 
tion, tolerance  to  the  acute  toxicities  develops 
gradually  ( 1 ). 

Previous  reports  have  described  myocardial  in- 
farction and  fatal  ventricular  arrhythmia  in  patients 
receiving  IFN  therapy,  but  the  causal  relationship 
has  been  hard  to  establish  due  to  other  predisposing 
factors  (3-5). 

We  report  a young,  previously  asymptomatic  pa- 
tient who  developed  episodes  of  palpitation  with 
first-degree  A-V  block  and  junctional  tachycardia 
while  receiving  combined  rIFN  alpha-2a  and  rIFN 
gamma.  Upon  rechaUenge  with  rIFN  alpha-2b  there 
was  recurrent  palpitation  in  a dose-related  manner 
suggesting  a causal  relationship.  The  case  is  de- 
scribed and  possible  pathogenesis  is  discussed. 

Case  report 

In  December  1985,  a 33-year-old  Asian  woman,  a 
nonsmoker  without  known  history  of  heart  disease, 
was  found  to  have  Philadelphia  chromosome-posi- 
tive chronic  myelogenous  leukemia.  The  spleen  was 
palpable  1 0 cm  below  the  left  costal  margin.  The 


white  cell  count  was  14.6  x lOVgiL.  The  patient  was 
treated  with  busulfan  (Myleran)  and  hydroxyurea 
(Hydrea)  with  resolution  of  splenomegaly. 

Eleven  months  after  diagnosis,  the  patient  came 
to  M.D.  Anderson  Cancer  Center.  Initial  white  blood 
cell  count  was  14.8  x lOVpL  and  platelet  count  was 
1,434  x lOVjxL.  The  spleen  was  palpable  1 to  2 cm 
below  the  costal  margin.  The  ECG  was  normal.  After 
we  obtained  informed  consent  complying  with  in- 
stitutional review  board  requirements,  the  patient 
was  included  in  a study  of  weekly  alternating  doses 
of  intramuscular  rIFN  gamma  and  rIFN  aipha-2a. 

The  daily  dose  of  rIFN  gamma  (Genentech,  South 
San  Francisco),  0.25  mg/m^  of  body  surface  area, 
was  alternated  weekly  with  a daily  dose  of  rIFN  al- 
pha-2a  (Roferon-A,  Hoffmann  LaRoche,  Nutley,  New 
Jersey)  5x10*  U/m^  of  body  surface  area. 

On  day  23  of  IFN  treatment,  the  white  cell  count 
came  down  to  9.7/m,L  and  the  platelet  count  to  723 
X lOVpL.  The  spleen  was  not  palpable.  However,  on 
day  55  the  patient  noticed  episodes  of  palpitation 
lasting  firom  a few  minutes  to  several  hours.  On  ex- 
amination the  heart  rhythm  was  regular  without 
murmur  or  gallop.  The  white  blood  ceO  count  was 
12.9  X lOVjxL  and  platelet  count  was  1,170  x lOV 
pL.  The  ECG  showed  sinus  rhythm  with  first-degree 
atrioventricular  (A-V)  block  (Fig  1).  The  ambulatory 
Holter  monitoring  showed  sinus  rhythm  with  peri- 
ods of  first-degree  A-V  block  and  junctional  tachy- 
cardia (Fig  2).  The  serum  electrolyte  levels  and 
echocardiography  were  normal.  The  patient’s  only 
other  medications  were  acetaminophen  and  ibupro- 
fen.  IFNs  were  discontinued,  and  two  days  later  pal- 
pitation subsided.  Repeat  ECG  14  days  after  discon- 
tinuation of  IFNs  showed  no  evidence  of  A-V  block 
(Fig  1). 

rIFN  alpha-2b  (Intron-A,  Schering,  Kenilworth, 
New  Jersey)  was  introduced  at  a daily  dose  of  3-3  x 
10*  U/m^  body  surface  area  given  intramuscularly. 
After  two  days  of  treatment,  there  was  recurrent 
palpitation  and  ECG  changes  of  first-degree  AV 
block,  which  disappeared  again  two  days  after  dis- 
continuation of  rIFN  aipha-2b. 

While  the  patient  was  no  longer  receiving  IFN, 
the  platelet  count  went  up  to  2,100  x 10V|xL  and 
white  cell  count  to  18.5  x 10V|j,L,  and  four  times 
the  patient  required  platelet  apheresis  to  remove 
excessive  platelets. 

Two  weeks  later,  rIFN  alpha-2b  was  reintroduced 
at  a dose  of  1.3  x 10*  U/m^  body  surface  area  daily 
and  was  increased  gradually  to  3 3 x 10*  U/m^  body 
surface  area  over  a period  of  two  weeks.  While  re- 
ceiving rIFN  alpha-2b  (3  3 x 10*  U/m^  body  surface 
area  daily),  the  patient  experienced  palpitations. 
Subsequently  the  dose  was  reduced  to  2.6  x 10*  U/m^ 
body  surface  area  daily  and  maintained.  Sixty  days 
after  the  daily  treatment,  there  were  no  further 
palpitations. 
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Discussion 

Cardiovascular  adverse  effects  have  been  observed 
during  phase  1 trials  both  with  alpha  and  gamma 
rIFNs.  Upon  exposure  to  IFNs,  the  patients  might 
experience  tachycardia,  distal  cyanosis,  diaphoresis, 
and  hypotension  which  may  be  related  to  acute  feb- 
rile reaction  (1,2).  Although  a causal  relationship  is 
not  clear,  there  were  rare  reports  of  acute  myocar- 
dial infarction,  ventricular  fibrillation,  and  sudden 
death  associated  with  IFN  therapy  (3-5).  Vadhan- 
Raj  et  al  (6)  observed  two  cases  of  first-degree  A-V 
block  in  16  patients  who  received  rlFN  gamma  by 
six-hour  intravenous  infusion.  The  patients  were 
asymptomatic  and  A-V  block  resolved  after  discon- 
tinuation of  treatment  in  one  patient  and  during  in- 
tramuscular maintenance  in  the  other.  Martino  et  al 
reported  five  cases  of  supraventricular  arrhythmia 
(three  atrial  fibrillation,  one  supraventricular  tachy- 
cardia, one  tachycardia  with  hypotension)  in  25  pa- 
tients treated  with  varying  doses  of  rIFN  alpha-2 
(Schering  Corporation).  The  patients  were  elderly 
(median  age  64  years)  with  a history  of  doxorubicin 
hydrochloride  (Adriamycin)  exposure  (mean  dose 
440  mg/m^).  Two  patients  had  underlying  ECG  ab- 
normalities. The  three  patients  were  treated  with 
antiarrhythmic  agents  with  resolution  of  the  ar- 


rhythmias. The  true  relationship  of  interferon  to  the 
observed  arrhythmias  remains  unclear,  but  increas- 
ing age,  previous  cardiac  disease,  prior  exposure  to 
anthracyclines,  and  doses  of  interferon  ( more  than 
30  X 10‘’  U/day)  were  felt  to  be  predisposing  factors. 

Our  case  suggests  treatment  with  combined  rlFN 
gamma  and  rlFN  alpha-2a  can  rarely  cause  first- 
degree  A-V  block  and  symptomatic  junctional  ta- 
chycardia. We  were  able  to  produce  recurrent  pal- 
pitations and  ECG  change  in  our  patient  upon 
rechallenge  with  rIFN  alpha-2b  in  a dose-related 
manner.  Furthermore,  our  case  showed  that  it  can 
occur  in  a young  patient  with  no  history  of  cardiac 
disease  or  Adriamycin  exposure  when  a relatively 
small  dose  of  IFNs  has  been  administered.  This  sug- 
gests a direct  causal  relationship  of  the  IFNs  to  car- 
diac conduction  abnormality.  The  overall  incidence 
of  this  complication  is  low,  occurring  in  less  than 
1%  (1/103)  of  the  patients  treated  with  the 
combination  of  alpha  and  gamma  IFNs. 

We  can  only  speculate  on  the  underlying  mecha- 
nism of  IFN-induced  A-V  node  conduction  delay  and 
junctional  tachycardia  in  the  case  we  have  de- 
scribed. IFNs  might  have  direct  effect  on  the  myo- 
cardial conduction  system.  Lampidis  et  al  (8) 
showed  a decrease  in  the  beating  rate  of  rat  cardiac 


/.  Prolongation  of  PR  internal  from  0.18"  (A)  to  0.28"  (B)  with  interferon  therapy  and  subsequent  reversal  to  normal  (C)  after  its  discontinuation 


2.  Onset  of junctional  tachycardia  developed  while  the  patient  was  receiving  interferon  The  arrow  points  to  the  termination  of  the  episode  with  reversal  to 
sinus  rhythm 
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cell  cultures  on  exposure  to  rat  alpha  IFN.  IFNs 
have  also  been  implicated  in  a number  of  immune- 
mediated  disorders  such  as  immune  hemolytic  ane- 
mia, immune  thrombocytopenia,  psoriasis,  renal 
transplant  rejection,  and  glomerulonephropathy 
(9-12).  It  is  possible  that  IFNs  caused  localized  in- 
flammatory reaction  by  an  autoimmune  mechanism 
affecting  A-V  nodal  conduction.  Generalized  pericar- 
ditis or  myocarditis  was  unlikely  in  our  patient  in 
view  of  the  absence  of  chest  pain,  fever,  QRS  com- 
plex and  ST-T  wave  change  on  ECG,  and  normal 
echocardiography.  We  conclude  that  rIFN  alpha 
alone  or  in  combination  with  rIFN  gamma  caused 
A-V  nodal  conduction  delay  and  symptomatic  junc- 
tional tachycardia  in  our  patient.  Further  investiga- 
tion is  needed  to  learn  the  relationship  between 
IFNs  and  the  cardiac  conduction  system. 
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OPERATING  ROOM. 


No,  you  won’t  find  gowned-and-scrubbed  physi- 
cians at  work  in  the  courtroom.  And  yet  this  arena 
increasingly  demands  our  attention.  Because  this  is 
where  major  issues  concerning  medicine  and  our 
nation’s  health  policies  are  resolved.  This  is  where 
physicians’  voices  must  be  heard  if  we  are  to  influ- 
ence decisions  that  directly  affect  our  professional 
lives  and  the  well-being  of  our  patients. 

Thanks  to  the  AMA,  our  voices  are  heard,  our 
interests  are  represented,  and  we  do  influence 
national  health  policies.  Since  1984,  the  AMA’s 
Health  Policy  Litigation  program  has  enlisted 
some  of  the  best  — and  most  respected  — lawyers 
from  across  the  country  to  provide  constant  and 
expert  advocacy  in  the  courts,  particularly  the 
U.S.  Supreme  Court. 

Thanks  to  an  AMA  brief,  persons  with  infec- 
tious diseases,  including  AIDS,  are  protected 
under  the  federal  law  prohibiting  discrimination 
against  the  handicapped.  Thanks  to  an  AMA 


brief,  the  Supreme  Court  held  that  Health  and 
Human  Services  regulations  affecting  physician 
services  under  Medicare  can  be  challenged  in 
federal  court.  And  thanks  to  an  AMA  brief,  the 
constitutionality  of  some  medical  liability  tort 
reform  legislation— one  possible  solution  to  the 
professional  liability  problem  — has  been  upheld 
at  the  state  level. 

Our  presence  in  the  courts  is  one  of  the  most 
important  ways  the  AMA  works  on  behalf  of  all 
physicians.  We  draw  attention  to  important  issues, 
we  register  our  concerns  with  amicus  curiae  briefs, 
we  help  state  and  specialty  societies  present  their 
cases.  It’s  all  possible  through  the  support  of 
individual  physicians. 

Our  members  make  a difference. 

If  you  ’re  already  a member,  we  need  your 
continued  support.  If  you  ’re  not,  JOIN  TODAY 
Call  T800-AMA-I452.  In  Illinois,  call  collect, 
312-645-4783. 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 
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A patient  with  congestive  heart  failure  and  mild 
renal  impairment  developed  exfoliative  dermatitis 
following  the  addition  of  cap topri I to  her  therapy. 
The  skin  reaction  responded  to  drug  withdrawal 
and  the  administration  of  corticosteroids,  though 
the  patient  subsequently  succumbed  to  the  com- 
plications of  an  incidental  myocardial  infarction. 
Recognition  and  prompt  treatment  of  this  poten- 
tially fatal  dermatological  crisis  is  stressed.  The 
newer  generation  of  angiotensin  converting  en- 
zyme inhibitors  may  have  a lesser  propensity  for 
cutaneous  complications. 

KEY  WORDS:  CAPTOPRIL,  EXFOLIATfVE  DERMATITIS. 


Captopril,  an  orally  active  inhibitor  of  angio- 
tensin converting  enzyme,  is  used  for  the 
treatment  of  congestive  heart  failure  and 
severe  hypertension.  Additionally,  the  FDA  has  re- 
cently approved  its  use  for  monotherapy  of  moder- 
ate hypertension.  The  drug  is  associated  with  der- 
matological complications  in  approximately  12%  of 
patients  treated  for  hypertension  ( 1 ).  Typically,  the 
rash  is  a mildly  pruritic,  maculopapular  eruption  oc- 
curring during  the  first  four  weeks  of  treatment.  It 
often  disappears  with  dosage  reduction  or  with 
short-term  antihistamine  use.  Indeed,  spontaneous 
remission  may  occur  despite  continuation  of  cap- 
topril. Other  patterns  reported  include  mild  toxic 
erythema  ( 2 ) and  pityriasis  rosea-like  eruptions  ( 1 ). 
More  serious  skin  eruptions  have  been  described  in- 
frequently. We  describe  here  a patient  with  severe 
exfoliative  dermatitis  which  we  believe  was  in- 
duced by  captopril. 

Case  report 

A 63-year-old  black  woman  was  admitted  to  Ben 
Taub  General  Hospital  in  May  of  1985,  severely  ill 
with  a skin  rash  and  paroxysmal  nocturnal  dyspnea. 
In  February  of  1985,  she  had  sustained  an  anterior 
subendocardial  myocardial  infarction  which  was 
complicated  by  mild  cardiac  failure  and  ventricular 
arrhythmias.  Digoxin,  furosemide,  and  procainamide 
were  prescribed  and  she  was  discharged.  In  March 
of  1985  her  cardiac  failure  worsened  clinically,  and 
captopril  (12.5  mg  three  times  a day)  was  added  to 
her  therapeutic  regimen. 

When  she  was  hospitalized  in  May,  she  com- 
plained principally  of  paroxysmal  nocturnal  dyspnea 
and  a desquamative,  erythematous  rash.  On  physical 
examination,  blood  pressure  was  160/100  mm  Hg, 
pulse  rate  120/min,  and  respirations  24/min  and 
mildly  labored.  She  was  afebrile.  She  had  a thick- 
ened, crusting,  scaling  skin  with  an  erythematous 
base  over  the  entire  body  with  sparing  of  the  back. 
Tense  pitting  edema  was  noted.  Her  chest  examina- 


tion was  remarkable  for  bibasilar  crackles.  A third 
heart  sound  was  present. 

Results  of  laboratory  tests  on  admission  were  sig- 
nificant for  a hemoglobin  level  of  9.7  g/dL,  platelet 
count  of  423,000/  mm’,  a white  blood  cell  count 
of  6,300/mm’  with  a normal  differential,  a blood 
urea  nitrogen  level  of  42  mg/dL  (15.0  mmol/L),  a 
creatinine  level  of  2.0  mg/dL  (177  (GMmol/L)  and 
an  albumin  level  of  2.0  g/dL  (20  g/L). 

Furosemide,  digoxin,  and  captopril  were  discon- 
tinued after  her  admission  and  she  continued  to 
take  procainamide.  She  was  treated  with  intrave- 
nous hydrocortisone  and  nafcillin,  oral  hydroxyzine, 
and  topical  1 % hydrocortisone  cream.  Within  48 
hours  a dramatic  improvement  in  the  skin  rash  was 
noted  along  with  a partial  resolution  of  the  scales 
and  closure  of  some  of  the  superficial  crusting 
lesions. 

On  the  second  hospital  day,  a skin  biopsy  was 
performed.  This  showed  parakeratosis,  hyperkerato- 
sis, and  perivascular  and  dermal  mononuclear  cell 
infiltrations.  No  eosinophils  were  seen.  On  the  third 
hospital  day,  oral  prednisone  was  substituted  for  the 
intravenous  hydrocortisone.  Detailed  ultrasonic,  ra- 
dioisotopic, and  hematological  studies  were  under- 
taken in  order  to  exclude  an  underlying  lymphopro- 
liferative  disorder  as  the  cause  of  her  skin  disorder. 

For  the  duration  of  her  hospitalization  the  patient 
experienced  no  arthralgias,  fevers,  or  central  ner- 
vous system  abnormalities.  By  the  tenth  hospital  day 
her  skin  rash  had  further  improved. 

On  the  1 1th  hospital  day,  she  was  found  pulseless 
and  apneic.  Extensive  resuscitative  efforts  were  un- 
successful. At  autopsy  severe  multivessel  coronary 
artery  disease  was  found  along  with  evidence  that 
she  had  sustained  an  anterior  myocardial  infarction 
approximately  three  days  before  her  death. 

Discussion 

Despite  the  fact  that  this  patient  was  taking  numer- 
ous medications  at  the  time  of  presentation,  it  ap- 
pears to  us  that  captopril  was  most  likely  respon- 
sible for  the  acute  dermatitis  because  it  represented 
a recent  addition  to  her  therapy,  and  as  alluded  to 
previously,  most  skin  reactions  occur  during  the 
first  four  weeks  of  treatment.  Furthermore,  the  inci- 
dence of  dermatologic  side  effects  caused  by  cap- 
topril increase  in  association  with  moderate  renal 
impairment  (3).  Since  captopril  is  excreted  by  the 
kidney,  lower  doses  should  be  used  in  patients  who 
have  abnormal  renal  function  (4).  A literature  re- 
view revealed  only  two  previous  descriptions  of 
captopril-related  exfoliative  dermatitis  (3,5).  Fatal 
urticarial  erythema,  was  reported  in  a 63-year-old 
man  given  captopril  (6).  Clearly,  our  patient’s  death 
was  caused  by  her  severe  multivessel  coronary  ar- 
tery disease  and  was  not  related  to  the  captopril. 

Enalapril,  another  angiotensin  converting  enzyme 
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inhibitor  recently  released  for  the  treatment  of 
hypertension,  has  been  substituted  for  captopri!  in  a 
patient  with  captopril-related  skin  eruptions.  No 
dermatologic  reaction  ensued.  It  has  been  specu- 
lated that  the  sulfhydryl  group  of  the  captopril 
molecule,  not  present  in  the  enalapril  molecule, 
may  be  the  allergenic  focus  (7,8). 

Captopril  is  an  efficacious  drug  enjoying  wide- 
spread clinical  use.  However,  it  has  a number  of  se- 
rious toxicities.  We  wish  to  highlight  the  possibility 
of  serious  cutaneous  reactions.  In  addition,  dosage 
adjustment  in  the  presence  of  impaired  renal  func- 
tion should  also  reduce  the  incidence  of  serious 
side  effects. 

ACKNOWLEDGMENT 

The  authors  would  like  to  acknowledge  Megan  White  and 
Bonnie  Anderson  for  their  secretarial  assistance. 

REFERENCES 

1.  Wilkin  JK,  Hammond  JJ,  Kirkendall  WM;  The  capto- 
pril-induced  eruption.  A possible  mechanism;  cutaneous 
kinin  potentiation.  Arch  Dermatol  1 16(8);902— 905,  1980. 

2.  Kayanakis  JG,  Giraud  P,  Fauvel  JM,  et  al:  Eosinophilia 
during  captopril  treatment  (Letter).  Lancet  2(8200):923, 
1980. 

3.  Beroniade  V:  Severe  side-eflfects  of  captopril  in  ad- 
vanced chronic  kidney  insufficiency.  Proc  Eur  Dial  Trans- 
plant Assoc  20:530-537,  1983- 

4.  Heel  RC,  Brogden  RN,  Speight  TM,  et  al:  Captopril:  a 
preliminary  review  of  its  pharmacological  properties  and 
therapeutic  efficacy  (Review  article).  Drugs  20(6); 409— 
452,  1980. 

5.  Solinger  AM:  Exfoliative  dermatitis  from  captopril. 
Cutis  29(5):473-474,  1982. 

6.  Goodfield  MJ,  Millard  LG;  Severe  cutaneous  reactions 
to  captopril.  Br  Med  J 290(6475):  1111,  1985. 

7.  Gavras  I,  Gavras  H:  Captopril  and  enalapril  (Letter). 
Ann  Intern  Med  98(4):556— 557,  1983- 

8.  Edwards  CR,  Padfield  PL:  Angiotensin-converting  en- 
zyme inhibitors;  past,  present,  and  bright  future.  Lancet 
1(8419);30-34,  1985. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  In  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolatkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

AcBon:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  inarase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  Increase 
anxiety.  Such  asttons  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormwte. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

IndMons:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aj^rodisiac. 

Contraindi^ions:  Renal  diseases,  and  patient's  sensitive  to  the  drug,  in 
view  of  ttie  limited  and  inadequate  information  al  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Wamfm:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  uicer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Aihreise  Reaetions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
armplex  pattern  of  responses  in  tower  doses  than  required  to  produce  periph- 
eral a-adren®rgic  btoctede.  These  include,  anti-diuresis,  a genera!  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dmge  ami  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ■'■3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Sopplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 

bottles  of  100  s NDC  53159-001-01  and  1000's  NDC 

53159-001-10. 

1.  A,-Mora!es  et  al.,  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmaoilogical  basis 

of  Therapeutics  ethed,,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urologtcal  Clinical  letter,  27:2,  July  4, 

1983 

4.  A,  Moralesetal.,  The  Journal  of  Urology  128: 

45-47, 1982, 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


Volume  85  April  1989 


dancer  Xlpdate 


Early  diagnosis  of 
gynecologic  cancer 


Roberto  Yazigi,  MD,  Di- 
rector, Division  of 
Gynecologic  Oncology, 
The  University  of  Texas 
Southwestern  Medical 
Center,  5,S23  Harry 
Hines  Blvd,  Dallas,  TX 
75235-9032. 


Cancer  Update  is  pre- 
sented as  a service  of 
the  TMA  Committee  on 
Cancer,  in  cooperation 
with  Texas  Medicine 
Editorial  Committee. 
Guest  editor  for  the  se- 
ries is  Martin  N.  Raber, 
MD,  deputy  head  of  the 
division  of  medicine, 
M.D.  Anderson  Cancer 
Center,  Houston. 

This  article  has  been 
named  a recipient  of 
the  Harriet  Cunning- 
ham Citation  for  Meri- 
torious Scientific 
Writing  The  award, 
named  in  memory  of  a 
longtime  managing  edi- 
tor of  Texas  Medicine. 
recognizes  articles  of 
exceptional  scientific 
quality  published  in  the 
journal. 


Malignant  gynecologic  neoplasms  comprise  about 
15%  of  cancers  in  American  females.  Analysis  of 
cancer  treatment  results  indicates  that  the  most 
important  prognostic  factor  is  stage  of  disease; 
thus  any  strategy  to  improve  survival  must  in- 
clude early  diagnosis.  This  can  be  accomplished  by 
identification  of  the  women  at  risk,  adequate  use 
of  screening  techniques,  updating  the  primary  care 
physician  with  clinical  and  laboratory  diagnostic 
features,  and  prompt  referral  to  the  subspecialist 
This  approach  should  drastically  reduce  the  inci- 
dence and  mortality  of  invasive  gynecologic 
cancers. 

KET  WORDS:  GTOECOLOGIC  CANCER,  CANCER  DIAGNOSIS 


Data  from  the  National  Cancer  Institute  esti- 
mate that  for  1989,  malignant  gynecologic 
neoplasms  would  comprise  about  1 5%  of 
cancers  in  American  females,  accounting  for  25,000 
deaths  and  exceeded  only  by  malignant  breast,  colo- 
rectal, and  lung  tumors  ( 1 ).  According  to  current  es- 
timates, the  most  frequent  gynecologic  malignancies 
in  the  United  States  today  are,  in  descending  order, 
endometrial,  ovarian,  and  uterine  cervix  cancer. 

Analysis  of  cancer  treatment  results  indicates  that 
the  most  important  prognostic  factor  is  stage  of  dis- 
ease, which  is  a reflection  of  the  extent  of  cancer 
spread.  The  average  five-year  survival  rate  by  stage 
for  the  three  most  frequent  gynecological  malignan- 
cies drops  from  87%  in  localized  disease,  to  55%  in 
regional  disease,  to  20%  in  distant  disease  (2)  (Fig 
1 ).  Thus  any  strategy  to  improve  survival  must  in- 
clude early  diagnosis.  Present  statistics  about  stage 
at  the  time  of  diagnosis  indicate  that  only  41%  of 
cases  of  carcinoma  of  the  cervix  are  initially  diag- 
nosed when  still  confined  to  the  cervix;  most  cases 
of  endometrial  cancer  (77%  ) are  detected  when 
the  disease  is  still  confined  to  the  uterus.  The  ovary 
remains  elusive  to  early  diagnosis,  as  only  23%  of 
the  cases  are  diagnosed  before  extraovarian  spread 
has  occurred  ( Fig  2 ). 

Since  early  diagnosis  is  the  key  to  survival,  this  ar- 
ticle analyzes  some  of  the  most  relevant  clinical  fea- 
tures and  available  diagnostic  procedures  to  detect 
early-stage  gynecologic  cancer. 

Endometrial  cancer 
INCIDENCE  AND  TREND 

Endometrial  cancer  is  currently  the  most  common 
gynecologic  malignancy,  with  34,000  new  cases  di- 
agnosed per  year  ( 1 ).  Although  its  incidence  in- 
creased until  1975,  there  has  been  a modest  but 
continuous  decline  over  the  past  decade.  The  esti- 
mated incidence  for  1989  is  approximately  23  cases 
per  100,000  women. 


WOMEN  AT  RISK 

The  American  College  of  Surgeons  Commission  on 
Cancer,  in  a survey  that  included  564  hospitals,  re- 
ported on  7,220  women  with  endometrial  cancer 
(3);  typically,  these  patients  were  in  their  sixth  or 
seventh  decade  and  had  one  or  more  of  the  follow- 
ing risk  factors:  hypertension  (44%  ),  obesity 
(43%  ),  and  diabetes  (25%  ).  Other  associated  fac- 
tors include  low  parity,  late  menopause,  chronic  an- 
ovulation, history  of  endometrial  hyperplasia,  and 
long-term  estrogen  use.  Most  of  these  factors  have 
as  a common  denominator  the  unopposed  stimula- 
tion of  the  endometrium  by  endogenous  or  exoge- 
nous estrogens.  This  group  of  patients  deserves  our 
closest  attention  in  order  to  detect  endometrial  can- 
cer in  its  early  stages. 

SCREENING 

Instrumentation  of  the  uterine  cavity  is  required  in 
order  to  obtain  an  adequate  endometrial  sample  so 
that  screening  methods  for  early  detection  of  endo- 
metrial cancer  have  not  met  with  wide  public  ac- 
ceptance. The  routine  cervical  cytological  smear 
may  detect  up  to  50%  of  patients  with  endometrial 
cancer  and  so  is  not  considered  a reliable  screening 
method.  Other  techniques  are  essentially  endocavi- 
tary  and  include  saline  irrigation,  brush  cytology, 
vacuum  aspiration,  jet  washing,  endocyte  sampling, 
Isaacs  cell  sampling,  Mimark  cell  sampling,  and  en- 
dometrial curettage,  varying  in  efficacy  from  60%  to 
95%.  The  office  endometrial  curettage  (biopsy)  not 
only  allows  the  detection  of  early  endometrial  can- 
cer, but  also  the  histologic  documentation  of  atypi- 
cal hyperplasias  of  the  endometrium  which  may  be 
premalignant  in  nature.  The  efficacy  of  the  cytologic 
screening  techniques  has  been  less  than  satisfactory 
for  the  diagnosis  of  endometrial  hyperplasias  (4). 
This  is  very  important  because  long-term  follow-up 
of  patients  with  atypical  endometrial  hyperplasias 
indicates  that  23%  of  them  may  show  progression 
to  invasive  endometrial  carcinoma  ( 5 ).  Although 
these  methods  have  not  been  widely  accepted  to 
screen  the  population  at  large,  they  should  be  kept 
in  mind  and  used  judiciously  in  the  subset  of  pa- 
tients previously  defined  as  high  risk  for  the  devel- 
opment of  this  disease,  particularly  those  with  a 
history  of  endometrial  hyperplasia  and  those  on 
long-term  estrogen  replacement  therapy. 

CLINICAL  FEATURES  AND  DIAGNOSIS 
Over  90%  of  endometrial  carcinomas  present  in  the 
postmenopausal  woman,  whose  most  common  pre- 
senting symptom  is  vaginal  bleeding;  postmenopau- 
sal bleeding  is  the  only  reliable  and  relatively  early 
symptom  of  this  disease.  The  characteristics  of  the 
bleeding  episode  are  not  important;  only  its  occur- 
rence is  relevant.  It  may  vary  from  a blood-stained 
vaginal  discharge,  to  a brownish  stain,  to  active 
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bright  red  bleeding.  Any  of  these  occurrences  should 
be  promptly  evaluated.  The  overall  incidence  of 
cancer  in  women  presenting  with  postmenopausal 
bleeding  is  in  the  range  of  20%,  and  the  likelihood 
that  this  bleeding  represents  cancer  increases  pro- 
gressively with  age,  from  1 6%  in  the  sixth  decade 
to  almost  60%  over  age  80  (6).  Fortunately  this 
symptom  allows  us  to  make  a diagnosis  relatively 
early,  since  approximately  75%  of  patients  with  en- 
dometrial cancer  are  diagnosed  in  stage  1. 

Diagnostic  histologic  sampling  of  the  endome- 
trium should  be  performed  in  any  patient  present- 
ing with  postmenopausal  bleeding  or  any  perimeno- 
pausal  patient  with  bleeding  of  unclear  etiologv  . Di- 
agnostic evaluation  should  be  achieved  by  the  stan- 
dard techniques  of  either  office  endometrial  biopsy 
sampling  or  formal  dilatation  and  curettage,  with  an- 
esthesia, in  the  operating  room.  Two  aspects  are 
very  important  to  stress.  First,  if  the  biopsy  to  evalu- 
ate postmenopausal  bleeding  is  negative,  formal  di- 
latation and  curettage  in  the  operating  room  is 
mandatoiy’  to  rule  out  endometrial  carcinoma.  Sec- 
ond, the  uterine  sampling  should  be  fractional;  that 
is,  the  endocerv’ix  and  the  endometrium  should  be 
independently  scraped  and  the  tissue  processed 
separately.  If  the  endocervix  is  indeed  involved,  sig- 
nificant changes  in  staging,  treatment,  and  prognosis 
will  occur. 

Diagnostic  techniques  such  as  sonography,  pelvic 
CT  scan,  magnetic  resonance  imaging,  and  hysteros- 
copy  may  be  of  value  in  an  occasional  asymptomatic 
patient  if  one  of  these  imaging  techniques  shows  an 
abnormal  endometrial  signal  or  a “fluid-filled”  post- 
menopausal uterus,  which  may  be  indicative  of  en- 
dometrial pathology'  (7). 

Ovarian  cancer 
INCIDENCE  AND  TREND 

Ovarian  cancer  is  the  second  most  frequent  g>me- 
cologic  malignancy,  with  an  incidence  of  1 4 cases 
per  100,000  women;  however  it  accounts  for  more 
fatalities  than  any  other  gynecologic  cancer.  Fhis  in- 
cidence has  remained  relatively  unchanged  during 
the  past  decade,  and  during  this  same  period  of 
time,  the  survival  rate  has  not  increased  signifi- 
cantly. Approximately  1 out  of  every'  70  women  will 
develop  ovarian  cancer  in  her  lifetime.  ITie  National 
Cancer  Institute  estimated  that  20,000  new  cases  of 
ovarian  cancer  would  occur  in  1989  ( 1 ). 

WOMEN  AT  RISK 

The  risk  of  ovarian  cancer  increases  with  age,  par- 
ticularly after  age  40,  and  it  is  predominantly  a dis- 
ease of  perimenopausal  and  postmenopausal  women 
with  an  average  age  at  diagnosis  of  54  years.  The 
woman  at  risk  for  development  of  ovarian  cancer  is 
less  well  defined  than  those  at  risk  for  endometrial 
or  cervical  carcinoma.  Ovarian  cancer  has  been  as- 


sociated with  nulliparity,  infertility,  early  meno- 
pause, exposure  to  asbestos  and  talc,  high  socio- 
economic status,  history'  of  breast  cancer,  and  die- 
tary fat. 

SCREENING 

This  remains  one  of  the  most  difficult  problems  fac- 
ing the  gy  necologist.  Despite  our  increasing  knowl- 
edge of  its  natural  history',  our  ability'  to  detect  the 
condition  in  its  earliest  stages  has  proven  unsuc- 
cessful. Routine  pelvic  examination  remains  one  of 
the  widely  used  methods  to  detect  pathologic  ad- 
nexal masses,  but  its  yield  is  low  ( 8 ).  Barber  recom- 
mended that  any  postmenopausal  woman  with  a 
palpable  ovary'  undergo  laparotomy  for  diagnosis 
(“the  post  menopausal  palpable  ovary'  syndrome”) 
(9).  The  rationale  for  this  approach  is  plausible,  but 
there  is  a lack  of  documentation  in  the  literature  to 
support  it.  Nevertheless,  such  a finding  should  alert 
the  physician  to  the  possibility'  of  malignancy'.  Rou- 
tine culdocentesis  has  not  proven  effective  for  de- 
tecting ovarian  cancer  at  an  earty  stage,  and  it  is 
unacceptable  for  most  patients.  Real-time  ultra- 
sonography may  be  useful  in  some  cases,  but  it  does 
not  seem  to  be  an  ideal  method  for  mass  screening. 
Serum  radioimmunoassay  with  CA125,  as  described 
by  Bast  et  al  ( 1 0 ) seems  to  be  the  most  promising 
test  to  identify'  those  with  early  malignant  disease. 
Whether  it  is  sensitive  enough  to  detect  most  oc- 
cult ovarian  malignancy'  remains  to  be  proven,  but 
preliminary  studies  indicate  that  if  used  in  conjunc- 
tion with  clinical  criteria  and  other  tests  ( ie,  sonog- 
raphy ) it  may  become  an  important  part  of  screen- 
ing strategy'  (11,12).  Presently  it  is  recommended 
that  preoperative  determination  of  CA125  be  done 
in  postmenopausal  women  with  adnexal  masses.  If 
CA125  levels  are  elevated,  these  patients  should  be 
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referred  to  tertiary  care  centers  in  order  to  be  man- 
aged by  gynecologic  oncologists. 

CUNICAL  FEATURES  AND  DIAGNOSIS 
There  are  no  warning  signs  or  early  symptoms.  Most 
patients  complain  of  abdominal  pain,  vague  abdomi- 
nal discomfort,  distention,  flatulence,  fullness,  nau- 
sea, anorexia,  and  other  gastrointestinal  symptoms. 
Abnormal  vaginal  bleeding  and  other  endocrine 
manifestations  are  less  frequently  encountered.  The 
lack  of  early  symptoms  and  lack  of  specific  symp- 
tomatology is  responsible  for  the  fact  that  about 
70%  of  cases  are  diagnosed  when  extraovarian 
spread  has  already  occurred. 

The  diagnosis  is  usually  suspected  when  the  phy- 
sician feels  a pelvic  and/or  abdominal  mass.  About 
30%  of  patients,  in  addition,  present  with  ascites. 
Most  of  these  patients  already  have  widespread 
intra-abdominal  disease  at  the  time  of  diagnostic 
laparotomy.  Efforts  at  early  diagnosis  should  include 
regular  and  careful  pelvic  examinations  with  or 
without  sonographic  evaluation  in  any  woman  40 
years  old  or  older  who  presents  with  persistent 
gastrointestinal  symptoms  of  unclear  etiology.  The 
clinical  features  indicating  the  need  for  exploratory 
laparotomy  essentially  are:  adnexal  masses  in  pre- 
pubertal and  postmenopausal  patients;  an  adnexal 
mass  in  reproductive-age  patients,  which  despite 
being  cystic  does  not  regress  during  a reasonable 
period  of  observation  (usually  six  weeks);  a solid 
mass  by  sonogram;  bilateral  adnexal  masses;  any  ad- 
nexal mass  with  ascites  of  unknown  etiology;  and 
any  complicated  adnexal  mass.  In  all  of  these  cases, 
expectant  management  is  not  recommended. 

Additional  helpful  diagnostic  procedures  in  the 
evaluation  of  a pelvic  mass  are  sonography,  CT  scan, 
magnetic  resonance  imaging,  and  laparoscopy.  The 
most  common  imaging  technique  currently  used  for 
this  purpose  is  the  sonogram.  Several  sonographic 
features  predictive  of  malignancy  have  been  de- 
fined, such  as  thick  septae,  irregular  solid  parts 
within  a mass,  indefinite  margin,  intracystic  papilla- 
tion,  and  the  presence  of  ascites.  According  to  a re- 
cent study,  sonographic  evidence  correctly  indicated 
malignancy  in  73%  of  patients  whereas  benign  tu- 
mors were  predicted  correctly  in  96%  of  patients 
(13).  CT  scanning  does  not  seem  to  improve  the 
predictive  ability  of  sonography,  but  in  selected 
cases  it  irtay  give  more  information  regarding  ad- 
joining structures  and  lymph  nodes.  Magnetic  reso- 
nance imaging  may  prove  advantageous  in  tissue 
characterization  of  pelvic  masses,  but  based  on  cost 
and  complexity,  it  is  unlikely  that  it  wilFr^place 
sonography  in  the  evaluation  of  pelvic  masses.  Lapa- 
roscopy is  rarely  used  presently  as  a diagnostic  pro- 
cedure; less  invasive  imaging  techniques,  such  as 
the  ones  described,  usually  suffice  for  the  indication 
of  laparotomy  or  expectant  management. 


Cervical  cancer 
INCIDENCE  AND  TREND 

Currently  cervical  cancer  is  the  third  most  frequent 
gynecologic  malignancy.  The  incidence  of  carci- 
noma of  the  cervix  has  shown  an  impressive  de- 
crease in  the  past  40  years,  most  likely  due  to  the 
early  detection  of  premalignant  lesions  by  the  use  of 
the  Pap  smear.  The  present  incidence  is  approxi- 
mately 8/100,000  women  and  the  mortality  rate  has 
shown  a steady  decline  throughout  the  last  decade. 

WOMEN  AT  RISK 

Several  factors  identify  the  woman  at  high  risk  for 
development  of  this  disease:  the  number  of  sexual 
partners  has  been  shown  to  be  of  primary  impor- 
tance, with  women  reporting  ten  or  more  partners 
having  a 2.8  times  the  risk  of  those  with  one  part- 
ner; early  first  intercourse  also  appears  to  increase 
risk,  with  women  initiating  sexual  activity  before 
age  16  having  2.3  times  the  risk  of  those  reporting 
intercourse  at  ages  22  or  later  (14).  Herpes  simplex 
vuais  infection  and,  more  recently,  human  papilloma 
virus  infection  have  been  strongly  associated  with 
an  increased  risk  of  cervical  cancer. 

SCREENING 

Cervical  cytology,  introduced  approximately  40 
years  ago,  seems  to  have  been  instrumental  in  re- 
ducing incidence  and  mortality  rates  for  cervical 
cancer.  Since  1976  there  has  been  controversy 
about  the  optimal  screening  interval.  The  Walton 
Committee  Report  (15)  recommended  a less-than- 
annual  screening  interval  after  two  negative  con- 
secutive smears.  Initially  this  was  adopted  by  the 
American  Cancer  Society,  although  shortly  there- 
after the  American  College  of  Obstetricians  and 
Gynecologists  issued  different  recommendations 
that  contributed  to  the  confusion.  Tlie  most  recent 
recommendation  from  the  American  Cancer  So- 
ciety, amended  in  November  1987  ( 16),  states  “that 
all  women  who  are,  or  who  have  been,  sexually  ac- 
tive, or  have  reached  age  18  years,  have  an  annual 
Pap  test  and  pelvic  examination.  After  a woman  has 
had  three  or  more  consecutive  satisfactory  normal 
annual  examinations,  the  Pap  test  may  be  performed 
less  frequently  at  the  discretion  of  her  physician.” 

This  recommendation  seems  to  be  acceptable  to  all 
other  organizations. 

CLINICAL  FEATURES  AND  DIAGNOSIS 
By  using  the  techniques  of  cervical  cytology,  col- 
poscopy, cervical  biopsies,  endocervical  curettage, 
and  cone  biopsy  of  the  cervix,  we  should  be  able  to 
diagnose  this  disease  at  a pre-invasive,  asympto- 
matic stage. 

With  reference  to  cytology,  physicians  must  be 
aware  of  two  circumstances  in  which  the  Pap  smear 
may  be  misleading.  First,  false-negative  cytology  is 
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seen  in  10%  to  20%  of  cases,  either  due  to  errors  in 
sampling  and  smearing  technique  or  errors  in  labo- 
ratory evaluation;  second,  smears  may  be  reported 
as  “atypical”  but  not  “dysplastic.”  This  atypical 
cytology  is  frequently  secondary  to  vaginitis  or  cer- 
vicitis, but  if  there  is  no  smear  evidence  of  associ- 
ated inflammation,  these  patients  benefit  from  col- 
poscopic  evaluation;  1 9%  to  29%  of  these  have  dys- 
plasia (17,18),  with  or  without  evidence  of  pa- 
pilloma virus  infection.  Retrospective  studies  of  pa- 
tients with  diagnosis  of  invasive  cervical  cancer 
have  revealed  a 20%  to  4 1 % incidence  of  a false- 
negative smear  within  the  three  years  prior  to  the 
diagnosis  (19). 

Colposcopy  and  cervical  biopsies  are  techniques 
frequently  used  by  the  general  gynecologist  in  the 
evaluation  of  the  abnormal  or  atypical  Pap  smear. 

The  expertise  needed  to  visually  “grade”  the  lesion 
is  not  as  important  as  the  capacity  to  determine  if 
the  evaluation  is  satisfactory  (ie,  identification  of 
transformation  zone,  delineation  of  the  entire  le- 
sion, multiple  biopsies  in  the  presence  of  multifocal 
disease,  and  a decision  about  the  need  for  a cone 
biopsy). 

The  role  of  endocervical  curettage  is  well  de- 
fined; it  is  recommended  in  all  cases  and  mandatory 
in  those  in  which  colposcopy  is  unsatisfactory.  One 
recent  study  showed  that  endocervical  curettage 
was  more  accurate  than  cervical  biopsies  in  1 % , 
16%,  and  30%  of  patients  with  satisfactory  col- 
poscopy, unsatisfactory  colposcopy,  and  no  visible 
lesions  respectively  (20). 

Cone  biopsy  is  more  often  indicated  for  diagnosis 
than  for  therapy.  Although  colposcopy  has  signifi- 
cantly decreased  the  number  of  these  procedures,  it 
still  remains  an  important  diagnostic  tool,  particu- 
larly when  colposcopy  is  unsatisfactory,  when  the 
endocervical  curettage  is  positive,  when  there  is 
discrepancy  between  the  cytologic  and  histologic 
report,  and  when  the  biopsy  shows  microinvasion. 
We  may  expect  a 95%  cure  rate  for  intra  epithelial 
disease  if  the  cone  margins  are  negative,  and  a 40% 
chance  of  persistent  disease  if  the  margins  are 
positive. 

The  importance  of  these  procedures  is  clearly 
understood  in  those  patients  where  invasive  cancer 
was  missed  after  outpatient  evaluation.  Townsend 
reviewed  66  such  cases  and  found  that  82%  of  them 
did  not  have  one  or  more  of  the  procedures  per- 
formed at  the  time  of  evaluation  (21). 

In  summary,  frequent  screening  of  high-risk  pa- 
tients and  adequate  evaluation  of  intra  epithelial 
neoplasia  should  significantly  increase  the  likeli- 
hood of  detecting  cancer  at  a very  early  stage.  Cer- 
vical cancer  may  not  give  early  symptoms  and 
therefore  they  should  not  be  expected;  abnor- 
mal bleeding  (most  frequently  intracoital  or  post- 


coital  ) and  vaginal  discharge  are  the  most  frequent 
symptoms. 

Conclusion 

We  should  be  able  to  drastically  reduce  the  inci- 
dence and  mortality  of  invasive  gynecologic  cancers 
by  using  a multimodal  approach  that  includes  pa- 
tient education  programs  for  early  signs  and  symp- 
toms, primary  care  physician  update  of  screening 
methods  and  procedures  used  for  early  diagnosis, 
and  proper  assistance  and  communication  channels 
between  the  community  physicians  and  the  univer- 
sity-based subspecialist  (22). 
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to  see,  its  significance  is  tremendous. 
That’s  because  DNA  dictates  thousands  of 
human  characteristics  with  information 
so  specific  that  no  two  people  have  the 
same  DNA  patterns.  All  of  which  makes 
DNA  the  ideal  basis  for  highly  accurate 
identity  testing  techniques. 

Most  powerful  technology  available. 

Using  DNA  probe  technology,  we  can  com- 
pare a child’s  DNA  patterns  to  the  pat- 
terns of  an  alleged  father.  And  we  can  do 
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it  with  blood  samples  so  small  they  can  be 
taken  safely  from  a newborn.  Or  prenatally 
with  amniocentesis  or  CVS.  What’s  more, 
samples  from  the  mother,  child  and  father 
need  not  be  obtained  at  the  same  time. 
With  the  samples,  we  can  calculate  the 
probability  of  paternity  to  an  average  of 
greater  than  99.9%,  a significant  improve- 
ment over  conventional  testing  methods. 

GeneScreen,  Texas’ leader  In  DNA  identity  testing. 

Currently,  only  one  CLIA-approved  lab- 
oratory in  Texas  offers  DNA  identity 
testing:  GeneScreen.  But  proximity  isn’t 
the  only  reason  so  many  members  of 
the  Texas  medical  community  look  to  us. 

In  fact,  the  reasons  are  many.  Our  affilia- 


tion with  a major  Texas  medical  research 
institution  that  keeps  us  on  the  cutting 
edge  of  DNA  technology.  Our  association 
with  Lifecodes  Corporation,  a recognized 
leader  in  DNA  identity  testing.  Plus  ser- 
vices that  include  simple-to-use  sample- 
handling kits,  fast  turnarounds,  depo- 
sitions and  expert  testimony.  The  list  goes 
on.  Call  to  request  product 
literature  or  sample-handling 
kits.  And  let  GeneScreen 
turn  the  invisible  into  the 
indisputable. 

GeneScreen 

800  752-2774 
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I Old  West  meets  hi^  tech 
at  annual  session,  May  11—14 


■ The  best 
in  CME 

Texas  Medical  Association’s  annual  ses 
sion  May  11  — 14  in  Fort  Worth  has 
something  for  every  physician.  How  can 
it  miss  with  350  scientific  sessions  and 
275  technical  and  scientific  exhibits? 
Most  are  free  to  TMA  members.  Annual 
session  staffer  Jane  Butterfield  contrib- 
utes a sampling  of  what's  in  store. 

More  than  350  eminent  out-of-state  guest 
speakers  and  leading  Texas  physicians 
will  provide  programs  offering  more  than 
300  total  hours  of  continuing  medical 
education  during  Texas  Medical  Associa- 
tion’s annual  session,  May  11  — 14,  in  Fort 
Worth.  The  majority  of  the  scientific  sec- 
tions, symposia,  and  specialty  society 
programs  update  physicians  on  the  many 
controversial  and  challenging  issues  of 
these  times.  With  more  than  400  topics, 
the  meeting  is  certain  to  be  of  interest 
to  every  physician. 

Patient  concerns  in  several  areas  will 
be  discussed  in  1 5 symposia.  Fear  of 
AIDS  and  other  blood-transmitted  dis- 
eases has  prompted  the  increased  de- 
mand for  autologous  transfusion.  The 
Symposium  on  Autologous  Transfusion, 

The  spacious  Fort  Worth/Tarrant  County 
Convention  Center  will  house  Texas  Medical 
Association's  scientific  sessions,  exhibits,  and  House 


sponsored  by  the  Committee  on  Blood 
Banking  and  Blood  Transfusion,  will 
school  practitioners  on  what  comprises  a 
safe,  effective  autologous  program.  A 
Symposium  on  Substance  Abuse,  spon- 
sored by  the  Committee  on  Alcoholism 
and  Drug  Abuse,  will  explain  the  medical 
effects  of  cocaine  and  other  stimulants 
and  will  explore  reasons  why  physicians 
need  to  know  if  their  patients  are  using 
these  substances. 

The  Symposium  on  Geriatrics  focuses 
on  the  medical  education  of  physicians 
and  health  care  personnel  on  issues  in- 
volving the  aging  population.  The 
ramifications  of  Medicare  laws  and  busi- 
ness matters,  such  as  protecting  assets, 
tax  shelters,  wills,  and  trusts,  are  on  the 
agenda  for  the  Symposium  on  Medicine 
and  the  Law.  A Symposium  on  Physician 
Payment  Reform  will  provide  physicians 
with  a basic  understanding  of  the 
resource-based  relative  value  scale 
(RBRVS)  and  physician  payment  reform 
under  Medicare.  The  symposium  also 
will  provide  a forum  for  comments  and 
suggestions  that  can  be  made  available  to 
policymakers  and  others  developing  and 
implementing  physician  payment  reform 
proposals,  including  the  RBRVS. 

The  Symposium  on  Current  Issues  and 
Controversies  in  Resuscitation,  spon- 
sored by  the  American  College  of  Emer- 

of  Delegates  Meetings  during  the  annual  session. 
May  n-I4. 


gency  Physicians,  Texas  Chapter,  will 
provide  current  information  on  issues  as- 
sociated with  resuscitation,  including 
organ  donation,  special  needs  of  pedi- 
atric patients,  when  not  to  resuscitate, 
and  prehospital  medical  control. 

The  Symposium  on  Workers’  Compen- 
sation and  Occupational  Medicine  will 
present  information  on  recent  changes  in 
the  workers’  compensation  system.  Fee 
guidelines,  utilization  review  and  guide- 
lines, the  arbitration  process,  and  dispute 
resolution  of  workers’  compensation 
claims  will  be  addressed. 

Other  symposia,  all  planning  pertinent, 
timely  topics,  include  early  identification 
and  prevention  of  physician  impairment, 
medical  aspects  of  nuclear  weapons, 
pituitary  disorders,  school  health,  and 
sports  medicine. 

Physicians  can  consume  food  for 
thought,  and  a tasty  lunch  during  the  An- 
nual Membership  Luncheon  Friday,  May 
12,  at  the  Hyatt  Regency  hotel. 

A hefty  handbook  of  reports  and  rec- 
ommendations will  be  considered  during 
the  House  of  Delegates  meeting,  sched- 
uled in  the  Convention  Center  Arena  on 
Thursday  and  Friday,  May  1 1 and  12.  Ref- 
erence committees  offer  every  associa- 
tion member  the  opportunity  to  speak  to 
issues  under  consideration.  The  commit- 
tees meet  Thursday,  immediately  follow- 
ing the  opening  session  of  the  house. 

■ Fort  Worth 
gussies  up 

“Fort  Worth  has  been  getting  ready  for 
your  visit  for  150  years, " Margie  Peschel, 
MD,  advises  Texas  physicians.  Dr  Peschel, 
a longtime  resident  of  the  city  and  its 
biggest  fan,  promises  a variety  of  sight- 
seeing possibilities  and  wideranging 
dining  options  to  complement  the  scien- 
tific program  offered  during  the  Texas 
Medical  Association’s  annual  session, 
May  11  — 14.  For  detailed  information 
on  Fort  Worth  and  the  Metroplex  ( in- 
cluding recommended  entertainment), 
pick  up  a specially  prepared  brochure 
that’s  full  of first-hand  advice  from  Fort 
Worth  physicians  and  spouses.  Look  for 
the  brochures  at  the  host  city  informa- 
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turn  center  in  the  Fort  Vi'orth/Tarrant 
Count}’  Convention  Center  and  at  the 
TMA  Aiixiliar}’  convention  at  the  Worth- 
ington Hotel.  Meanwhile,  in  the  spirit  of 
"Fort  Worth,  I Love  You,  "Austin  uriter 
Steve  Carrell  offers  a preview. 

“ ITie  place  where  the  West  begins”  still 
calls  itself  Cowtown,  but  Fort  Worth  has 
polished  its  boots  and  straightened  its 
Stetson  to  show  off  the  city’s  cosmo 
politan  possibilities. 

First,  let’s  talk  food.  ITie  Texas  Medical 
Association’s  annual  session  offers  a mas- 
sive buffet  of  intellectual  and  social  tid 
bits,  but  it  takes  food  to  fuel  such 
endeavors.  Out  of  hundreds  of  possibili- 
ties, the  following  dining  suggestions  sur- 
faced from  Fort  Worth  physicians  and 
spouses  (who  asked  to  remain  anony- 
mous— just  in  case  one  chef  had  a bad 
day,  and  your  pasta  wasn’t  al  dente). 

If  you  can’t  leave  Cowtown  without 
consuming  a big,  yummy  hunk  of  dead 
animal,  try  barbecue  at  Angelo’s,  a long- 
time Fort  Worth  favorite,  at  2533  White 
Settlement  Rd.  ITie  Keg,  1 309  Calhoun 
St,  produces  good  steaks  and  seafood. 
Classic  chicken-fried  steak  comes  from 
Massey’s,  1805  8th  Ave. 

For  prime-time  Tex-Mex  food,  Joe  F. 
Garcia’s,  2201  N Commerce  St,  has  been 
an  attraction  for  more  than  50  years.  Jua- 
nita’s, 1 1 5 W 2nd  St,  is  handy  to  the  con- 
vention area.  However,  the  restaurant  did 
not  draw  a solid  consensus  of  praise. 

Italian  restaurants  favorably  mentioned 
were  Tuscany,  4255  Camp  Bowie  Blvd, 
and  Tutti  Pazzi,  300  Main  St. 

Chinese  food  won  acclaim  at  Szechuan, 
5712  Locke  Ave  (and  other  locations), 
and  Hunan,  4500  Bcllaire  Dr  South. 

Lebanese  food?  Why  not?  Hedary’s, 
3308  Fairfield  Ave,  is  a good  reason  to 
sample  this  cuisine. 

An  often-mentioned  kosher-style  deli 
was  Carshon’s,  3133  Cleburne  Rd. 

For  continental  cuisine,  try  the  Old 
Swiss  House,  1541  Merrimac  Circle,  and 
the  Carriage  House,  5136  Camp  Bowie 
Blvd. 

Find  French  bistro  fare  at  St  Emilion, 
3617  W 7th  St,  and  Le  Chardonnay,  2440 
Forest  Park  Blvd. 

Restaurants  at  the  Worthington,  Hyatt, 
and  Hilton  hotels  sparked  favorable  re- 
views, especially  the  Hyatt’s  Crystal  Cac- 


tus and  the  Worthington’s  Reflections, 
which  offer  American  menus. 

Also  find  good  American  cuisine  (with 
Southwestern  influences)  at  Cafe  Mat 
thew,  8251  Bedford-Euless  Rd,  Suite  231, 
in  North  Richland  Hills. 

Special  culinary  note:  TTie  TMA  Auxili- 
ary will  host  a cooking  demonstration  by 
professional  chef  Louise  Lamensdorf,  wife 
of  urologist  Hugh  Lamensdorf.  She  cooks 
at  La  Maree,  3416  W 7th  St.  TTie  Fort 
Worth  Star-Telegram  and  physicians  call 
I.a  Maree  one  of  the  city’s  top  restaurants. 

For  dining  at  sightseeing  attractions, 
physicians  and  spouses  suggested  The 
Buffet  at  the  Kimbell  Art  Museum.  In 
Sundance  Square,  recommendations 
highlighted  Billy  Miner’s  Saloon  and  Win- 
field’s ’08  ( touted  mainly  for  the  bar ). 

However,  do  not  forget  that  eternal 
adage:  Mankind  does  not  live  by  bar- 
becue and  angel-hair  pasta  alone,  al- 
though it  might  be  fun  to  try  for  awhile. 
Besides,  you  must  do  something  to  justify' 
an  appetite.  So  explore  Fort  Worth’s 
sightseeing  possibilities.  Many  lie  within 
a few  miles  of  the  Convention  Center, 
which  is  headquarters  for  the  Texas 
Medical  Association’s  Annual  Session. 

Building  the  Convention  Center 
helped  transform  a run-down  part  of 
town  into  a focal  point  for  visitors.  Con 
sistently  smelling  success  instead  of  ur- 

The heritage  of  the  Old  West  is  alire  in  downtown 
Fort  Worth  s Sundance  Square.  ( Photo  courtesy  of 
Fort  Worth  Convention  and  Visitors  Kureau  ) 


ban  decay,  restaurants,  hotels,  shops,  and 
other  attractions  increasingly  occupy  the 
area  in  an  ongoing  improvement  that  be- 
gan approximately  20  years  ago. 

Just  a short  amble  southward  from  the 
Ck)nvention  Center  are  the  spectacular 
Water  Gardens.  TTiis  symphony  of  stone 
and  water  has  three  large  water  sculp- 
tures, including  one  where  the  visitor  de- 
scends into  the  heart  of  the  cascades.  As 
a counterpoint,  walls  covered  with  qui- 
etly running  water  surround  a calming 
reflecting  pool.  To  complete  the  range  of 
incongruities,  the  five-acre  park  occupies 
the  site  of  '‘Hell’s  Hall  Acre,”  which  was 
no  place  for  a picnic  when  cowboys, 
whiskey,  and  wild  women  rendezvoused 
there  in  the  18()0s. 

Fhough  the  roughest  region  is  gone. 
Fort  Worth  has  not  paved  over  the  past 
entirely.  A few  blocks  north  of  the  Con- 
vention Center  is  Sundance  Square, 
named  for  the  Sundance  Kid,  who  peri 
odically  patronized  Fort  Worth’s  saloons 
and  back  rooms.  The  square  features 
turn-of-the-century  buildings  containing 
many  lone-star-spangled  possibilities  for 
dining,  shopping,  and  entertainment — all 
in  a two-block  area  near  Main  and  T hird 
streets,  a few  blocks  north  of  the  Con- 
vention Center.  (While  in  the  neighbor- 
hood, don’t  overlook  the  Sid  Richardson 
Collection  of  Western  Art. ) 
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Another  part  of  town  rampant  with  the 
aura  of  the  Old  West  is  the  Stockyards 
area,  which  first  boomed  when  Fort 
Worth  was  a gathering  point  for  cattle 
drives  on  the  Chisholm  Trail.  Located 
near  the  intersection  of  Main  Street  and 
Exchange  Avenue,  a few  miles  north  of 
downtown,  this  national  historic  district 
offers  Western  specialty  stores,  music, 
restaurants,  rodeos,  and  a healthy  whiff  of 
authentic  Western  atmosphere — minus 
the  blinding  dust  and  flying  bullets. 

Culture  of  a more  classic  nature  clus- 
ters in  the  Museum  District,  located  near 
the  intersection  of  Lancaster  Avenue  and 
Camp  Bowie  Boulevard,  a few  miles  west 
of  the  Convention  Center.  Within  easy 
walking  distance  are  several  museums, 
Casa  Manana  Playhouse,  exhibition  halls, 
and  the  Will  Rogers  Coliseum. 

This  cluster  includes  the  Museum  of 
Science  and  History,  featuring  the  Hall  of 
Medical  Science,  which  is  dedicated  to 
May  Owen,  MD,  a past  president  of  Texas 
Medical  Association  and  local  civic 
leader.  Also  in  the  Museum  District  are 
the  Noble  Planetarium,  and  the  Omni 
Theater,  a special  sensory  experience 
surrounding  the  viewer  with  sight  and 
sound.  If  there’s  a wait  for  an  Omni  show, 
buy  a ticket  and  spend  the  time  at  one  of 
the  museums. 

However,  all  the  museums  deserve 
more  than  cursory  viewing.  For  instance. 

Just  south  of  the  Convention  Center  are  the 
spectacular  Water  Gardens,  a symphony  of  stone 
and  water. 


the  Kimbell  Museum  building  itself  is  a 
sight,  an  architectural  masterpiece  by 
Louis  Kahn.  Inside  are  master  works  from 
Picasso’s  to  pre-Columbian  artifacts.  The 
Amon  Carter  museum  first  gained  re- 
nown for  its  Remington  and  Russell  col- 
lection of  Western  art,  but  the  museum 
also  acquired  an  impressive  broader  col- 
lection, including  paintings  by  Georgia 
O’Keeffe  and  Winslow  Homer.  The  Mod- 
ern Art  Museum  contains  excellent  20th- 
century  art.  The  Cattleman’s  Museum 
gives  the  visitor  another  opportunity  to 
experience  the  old  West. 

For  a dose  of  greenery,  try  the  Japa- 
nese Gardens  and  Botanic  Gardens  in 
Trinity  Park,  just  south  of  the  Museum 
District.  In  nearby  Forest  Park  is  a mod- 
erate-sized zoo  with  exhibits  such  as 
seals  who  enjoy  watching  visitors  watch- 
ing them  cruise  by  underwater. 

A half-hour  drive  east  on  Interstate  30 
brings  visitors  to  the  Arlington  amuse- 
ment area.  Actually,  it’s  more  than  amuse- 
ment. A wholesale  overdose  of  fun  is  pos- 
sible because  nearby  are  attractions  such 
as  the  Six  Flags  Over  Texas  amusement 
park.  Wet  ‘n’  Wild  water  fun  park.  Inter- 
national Wildlife  Park,  and  Texas  Rangers 
baseball  games  at  Arlington  Stadium. 

The  itinerary  above  already  will  blow 
both  ends  out  of  a four-day  visit.  So  why 
not  stay  a few  more  days  and  see  what 
else  a 30-minute  drive  will  bring  into 


view?  Resources  for  more  information  in- 
clude the  Arlington  Convention  and  Visi- 
tors Bureau  ( 1-800-772-5371 ) and  the 
Fort  Worth  Convention  and  Visitors  Bu- 
reau (817-336-8791 ),  located  at  Water 
Gardens  Place,  100  E 15th  St,  Suite  400. 

Fun-filled  Fort  Worth  picks  up  an  extra 
attraction  when  Texas  Medical  Associa- 
tion’s annual  session  programs  fill  the 
Fort  Worth  Convention  Center  and 
nearby  hotels  May  11-14.  In  addition  to 
continuing  medical  education,  the  annual 
session  schedule  includes  a host  of  social 
options,  such  as  the  Galaxy  Get-Together, 
a chance  for  fun  and  meeting  friends  on 
Thursday,  May  11,  from  5:30  pm  to  7 pm. 
ITie  Party  Dolls,  a popular  Fort  Worth 
show  band,  will  entertain  with  just  the 
right  blend  of  choreography,  costumes, 
dialogue,  and  music  ranging  from  Count 
Basie  to  the  Pointer  Sisters.  Complimen- 
tary hors  d’oeuvres  and  a cash  bar  will  be 
available. 

The  appropriately  named  Friday  Night 
Gala  follows  on  May  1 2 with  a lavish  buf- 
fet and  the  Roger  V.  band,  appropriately 
named  for  the  versatile  Roger  V.,  who 
provides  a knockout  musical  show  fol- 
lowed by  an  evening  of  dance  music.  Net 
proceeds  from  the  evening  benefit  the 
TMA  Auxiliary’s  Student  Loan  Fund. 

The  social  agenda  also  includes  gather- 
ings of  the  Fifty  Year  Club,  the  Oenologi- 
cal  Society,  medical  school  alumni,  and 
assorted  other  groups. 

Sports  enthusiasts  can  participate  in 
tournaments  for  golf,  tennis,  and  racquet- 
ball  beginning  Wednesday,  May  10.  A 5K 
(3.1  mile  ) fun  run/walk  will  occur  along 
the  Trinity  River  Bike  Trail  on  Saturday, 
May  13. 

The  auxiliary’s  convention,  headquar- 
tered at  the  Worthington  Hotel,  will  in- 
clude its  House  of  Delegates  meeting, 
educational  sessions,  tours  and 
entertainment. 

See  pages  63—66  in  this  issue  of  Texas 
Medicine  for  even  more  information  on 
annual  session,  including  registration 
forms. 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

If  s an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owmed  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 
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In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


Where  do  you  go 
when  you  need  to  know 
more  about  your 
senior  patients? 


Specify  Adjunctive 


2>t, 


Each  capsule  contains  3 mg  chlordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


” bi  1 1 II 

Senior  ^ 

PATIENT 


We’li  take  good  care  of  you. 


Coming  in  the  May/June  issue: 

■ Why  one  nursing  home  and  not  another? 

■ Helping  patients  with  hearing  problems 

■ How  hard  should  we  try  to  get  older  patients 
to  stop  smoking? 

■ Caring  for  diabetic  foot  ulcers 


ftp 

Ifni 

Read  Every  Issue  frem  Cover  to  Cover! 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
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\nfonymtion  for  Ikuthors 


Texas  Medicine  has  two  puqsoses:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  I,amar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
be  brief 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100—150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  Eor  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI ) units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif,  I^nge 
Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables ) used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor. 
Editorial  Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  one  month  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication  in 
column  form  be  deemed  appropriate,  the  committee  and  the  editors 
will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any 
advertisement  be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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Blood  transfusions  and  Jehovah’s 
Witnesses 


Jehovah’s  Witnesses  believe  that  a human  must  not  sustain 
his  life  with  another  creature’s  blood,  and  they  recognize  no 
distinction  "between  taking  blood  into  the  mouth  and  taking 
it  into  the  blood  vessels’’ It  is  their  deep-seated  religious  con- 
viction that  Jehovah  will  turn  his  back  on  anyone  who  re- 
ceives blood  transfusions  (1 ).  Thus,  Jehovah’s  Witnesses 
regularly  refuse  transfusions  for  themselves  and  their  chil- 
dren because  they  believe  the  procedure  creates  a risk  of 
losing  eternal  salvation.  Legally,  such  refusals  are  based  on 
the  constitutional  grounds  that  the  transfusion  is  an  inva- 
sion of  the  right  of  privacy'  and  a violation  of  the  individ- 
ual’s freedom  of  religious  practice.  When  courts  review  these 
refusals  they  focus  on  state  interests  that  outweigh  the  indi- 
vidual’s rights.  With  an  eye  toward  providing  guidance  to 
Texas  physicians  in  dealing  with  such  refusals,  this  article  re- 
views case  law  on  the  subject  of  blood  tranfusions  and  Jeho- 
vah’s Witnesses. 

Adults 

There  are  no  Texas  statutes  or  reported  cases  regarding  ap- 
pointment of  guardians  for  adult  Jehovah’s  Witnesses.  The 
dearth  of  cases  probably  is  the  result  of  physicians  respecting 
the  religious  beliefs  of  their  patients  and  finding  other  forms  of 
treatment  and  the  fact  that  Jehovah’s  Witnesses  readily  sign  re- 
lease forms  relieving  physicians  and  hospitals  of  liability.  If  a 
Texas  court  of  record  were  asked  to  rule  on  such  a case,  it 
likely  would  review  the  following  decisions  of  sister  states  and 
consider  whether  a patient  validly  and  knowingly  rejected  the 
medical  care  and  whether  there  is  sufficient  state  interest  to 
override  individual  desires  based  on  religious  beliefs. 

Incompetent  Adult 

The  Supreme  Court  of  Pennsylvania,  in  the  case  of  In  re  Estate 
of  Dorone,  received  an  appeal  from  an  unconscious  adult  pa- 
tient’s parents  to  overturn  a lower  court’s  order  for  an  appoint- 
ment of  a temporary  guardian  to  consent  to  the  administration 
of  a blood  transfusion  ( 2 ).  The  patient,  Darrell  Dorone,  was  a 
22-year-old  Jehovah’s  Witness  who  was  seriously  injured  in  an 
automobile  accident.  He  was  taken  unconscious  to  one  hospi- 
tal and  than  transferred  by  helicopter  to  another,  where  he  wxs 
diagnosed  as  suffering  from  acute  subdural  hematoma  with 
brain  contusion.  Although  informed  by  their  son’s  physician 
that  without  an  immediate  cranial  operation  death  was  immi- 
nent, Dorone’s  parents  would  not  consent  to  a blood  tran.sfu- 
sion.  The  lower  court  convened  a hearing  that  resulted  in  the 


appointment  of  a temporary  guardian  to  consent  to  the  blood 
transfusion,  it  needed.  ITie  operation  proceeded,  and  when 
Dorone’s  condition  began  to  deteriorate,  blood  was  given  with 
the  guardian’s  consent.  Two  days  later  Dorone  was  diagnosed 
as  suffering  from  a blood  clot.  Once  again  after  a hearing  was 
convened  and  testimony  was  presented  regarding  Dorone’s 
critical  condition,  the  court  appointed  a temporary'  guardian, 
who  consented  to  a blood  transfusion. 

'I'he  Supreme  Court  of  Pennsyivania  in  affirming  the  orders 
for  a temporary  guardian,  stated,  “Nothing  less  than  a fully  con- 
scious contemporaneous  decision  by  the  patient  will  be  suffi- 
cient to  override  evidence  of  medical  necessity.  When  evidence 
of  this  nature  is  measured  against  third  party'  speculation  as  to 
what  an  unconscious  patient  would  want  there  can  be  no 
doubt  that  medical  intervention  is  required” 


Competent  adult  with  no  dependents 

The  Supreme  Court  of  Illinois,  in  the  case  of  In  re  Estate  of 
Brooks,  reviewed  an  appeal  from  an  order  appointing  a conser- 
vator for  Mrs  Brooks,  which  allowed  that  conservator  to  con- 
sent to  a blood  transfusion  for  her  ( 3 )•  Mrs  Brooks,  a married 
woman  with  two  adult  children,  was  suffering  from  a peptic 
ulcer  when  hospitalized.  During  a two-year  period  prior  to  her 
hospitalization,  she  repeatedly  had  informed  her  physician  that 
her  beliefs  as  a Jehovah’s  Witness  precluded  her  from  receiving 
blood  tran.sfusions.  Mrs  Brooks’  doctor  testified  that  Mrs 
Brooks  was  “semi-di.soriented  ” and  not  “fully  capable,’’  but  also 
stated,  “I  think  she  would  consent  to  surgery'.  It  is  the  fact  this 
is  a transfusion  of  blood  she  objects  to” 

The  court  decided  to  predicate  its  decision  upon  the  funda- 
mental issue  presented  by  the  particular  facts  of  the  case,  ie: 
“When  approaching  death  has  so  weakened  the  mental  and 
physical  faculties  of  an  adult  without  minor  children  can  she 
be  judicially  compelled  to  accept  treatment  of  a nature  which 
will  probably  preserve  her  life,  but  which  is  forbidden  by  her 
religious  convictions?”  The  court  stated  that  it  has  been  clearly 
established  that  the  First  Amendment,  as  extended  to  the  states 
by  the  Fourteenth  Amendment,  protects  the  absolute  right  of 
every  individual  to  freely  choose  and  exercise  his  religious  be- 
lief, so  long  as  such  exercise  does  not  endanger  public  health, 
welfare,  or  morals.  Applying  these  constitutional  guaranties  to 
the  facts  before  them,  the  court  found  a competent  adult  with 
no  minor  dependents  who  steadfastly  had  maintained  her  be- 
lief that  acceptance  of  a blood  transfusion  is  a violation  of  the 
law  of  God.  ITius  the  court  concluded  that  in  the  absence  of  an 
overriding  danger  to  society,  it  could  not  permit  interference 
in  the  form  of  a conservatorship  established  in  the  waning 
hours  of  Mrs  Brooks’  life  for  the  sole  purpose  of  compelling 
her  to  accept  medical  treatment  forbidden  by  her  religious 
principles  and  previously  refused  by  her  with  fiill  knowledge 
of  the  probable  consequences. 
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Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  Texas  Medical  Associa 
tion  is  not  engaged  in  providing  legal  advice.  When  dealing  with  spe- 
cific legal  matters,  readers  should  seek  assistance  from  their  own 
attorneys. 


Competent  adult  with  dependents 

In  the  case  of  hi  the  matter  of  Osborne,  a 34-year-old  male  pa- 
tient signed  a statement  refusing  a recommended  blood  trans- 
fusion and  releasing  the  hospital  from  all  liability  ( 4 ).  In 
reviewing  the  case,  the  District  of  Columbia  Court  of  Appeals 
was  concerned  with  the  patient’s  capacity'  to  make  an  in- 
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formed  refusal  in  light  of  his  serious  condition.  The  court  deter- 
mined that  he  was  not  under  the  influence  of  any  medication 
that  could  impair  his  judgment  and  that  he  fully  understood 
the  consequences  of  his  refusal,  llien  the  court  inquired  about 
the  welfare  of  the  patient’s  two  children.  The  patient’s  wife  as- 
sured the  court  that  the  couple  had  saved  money  and  that  her 
husband’s  business  would  be  turned  over  to  her  and  that  his 
brothers  would  continue  to  work  for  the  business.  She  also  tes- 
tified that  her  family  was  prepared  to  care  for  the  children. 
Thus,  finding  a competent  refusal  of  care  and  no  compelling 
state  interest,  the  appeals  court  affirmed  the  lower  court’s  re- 
fusal to  appoint  a guardian  to  give  consent  for  the  blood 
transfusion. 

Similarly,  a Florida  appeals  court  in  Wons  v Public  Health 
Trust  of  Dade  County  considered  whether  there  was  a compe- 
tent refusal  for  blood  transfusions  by  a 38-year-old  female 
Jehovah’s  Witness  and  whether  a compelling  societal  interest 
overrode  her  constitutional  right  to  exercise  her  religious  free- 
dom (5).  Mrs  Wons  was  suffering  from  dysfunctional  uterine 
bleeding  and  when  admitted  to  the  hospital  had  lost  more  than 
90%  of  her  available  red  blood  cells.  Although  her  bone  mar- 
row was  producing  red  blood  cells,  her  attending  physician 
held  that  she  was  "absolutely  at  the  edge,  and  at  any  instant  or 
within  hours  she  could  die  from  lack  of  oxygen  delivering  ca- 
pacity due  to  loss  of  red  blood  cells.”  Although  Mrs  Wons  was 
drowsy  and  tired  due  to  severe  anemia,  her  physician  deter- 
mined she  was  mentally  competent  to  make  her  decision.  Mrs 
Wons’  husband  was  a carpenter  and  a distributor  of  “natural 
products”  and  the  sole  financial  support  for  his  family,  which 
consisted  of  his  wife  and  two  minor  children,  ages  1 2 and  1 4. 
He  testified  that  if  his  wife  were  to  die,  Mrs  Wons’  mother  and 
two  brothers  had  agreed  that  they  would  assist  in  taking  care 
of  the  children.  In  fact  Mrs  Wons’  mother,  a 62-year-old  woman 
in  good  health,  already  had  been  caring  for  the  children  in  the 
preceding  weeks. 

Although  the  lower  court  authorized  an  immediate  blood 
transfusion  on  the  basis  that  Mrs  Wons’  children  would  be  de- 
nied their  intangible  right  to  be  reared  by  two  loving  parents, 
the  appellate  court  reversed  that  decision,  declaring  that  the 
state  cannot  mandate  a two-parent  rather  than  a one-parent 
family.  Rather  it  should  be  concerned  solely  with  seeing  that 
minor  children  are  cared  for  and  are  not  abandoned. 

Pregnant  adult 

In  situations  where  there  are  female  Jehovah’s  Witnesses  who 

are  pregnant,  the  courts  are  indisputedly  concerned  with  the 
health  of  the  fetus.  In  the  matter  of  the  Application  of  fa- 
maica  Hospital  a New  York  court  held  that  a guardian  should 
be  appointed  to  consent  to  a transfusion  if  necessary  for  a 
Jehovah’s  Witness  who  was  18  weeks  pregnant  and  whose  con- 
dition was  critical  due  to  bleeding  from  esophageal  varices  (6 ). 
The  court  declared  that  the  state’s  interest  in  protecting  the 
life  of  a mid-term  fetus  outweighs  the  patient’s  right  to  refuse  a 
blood  transfusion  on  religious  grounds. 

In  Mercy  Hospital,  Inc  v Jackson,  a refusal  for  a blood  trans- 
fusion for  a female  Jehovah’s  Witness  who  required  a Cae- 
sarean delivery  was  upheld  (7).  However,  the  court’s  decision 


was  based  on  the  determination  that  the  fetus  would  never  be 
at  risk  because  of  her  refusal. 

Minors 

In  Texas,  it  has  been  held  that  a child  whose  parents  refuse  on 
religious  grounds  to  give  him  proper  medical  treatment  is  a 
neglected  child.  In  the  case  of  Mitchell  v Davis,  the  court 
awarded  custody  of  a young  boy  to  the  local  authority  in 
charge  of  juveniles  so  that  medical  treatment  could  ensue  (8). 
The  child  had  been  denied  medical  treatment  beeause  his 
mother  rejected  orthodox  medical  treatment  and  believed  in 
divine  healing  and  in  the  power  of  religion  to  overcome  all 
physical  ailments  and  disease. 

It  is  likely  if  a Texas  court  were  faced  with  a refusal  by 
Jehovah’s  Witnesses  for  a blood  transfusion  for  their  child  that 
it  would  follow  the  holding  in  Wallace  v Labrenz  (9).  In  that 
Illinois  Supreme  Court  case  an  eight-day -old  infant  was  suffer- 
ing from  erythrobastosis  fetalis  (commonly  called  RH  blood 
condition ).  Three  doctors  testified.  Two  were  certain  that  the 
child  would  die  without  a transfusion.  The  third  doctor  testi- 
fied that  the  child  had  a slim  chance  to  live  without  transfu- 
sion. He  added  that  if  she  did  live  without  a transfusion,  her 
brain  probably  would  be  so  injured  that  she  would  be  mentally 
impaired  for  life.  The  parents  testified  that  their  refusal  to  con- 
sent to  a transfusion  was  based  upon  their  beliefs  as  Jehovah’s 
Witnesses.  The  court  stated,  “Concededly,  freedom  of  religion 
and  the  right  of  parents  to  the  care  and  training  of  their  chil- 
dren are  to  be  accorded  the  highest  possible  respect  in  our 
basic  scheme.  . . . but  neither  riglits  of  religion  or  rights  of  par- 
enthood are  beyond  limitation.”  Concluding  that  parents  may 
be  free  to  become  martyrs  themselves  but  that  it  does  not  fol- 
low that  parents  are  free  to  make  martyrs  of  their  children,  the 
court  affirmed  the  lower  court’s  order  for  a guardian  to  give 
consent  for  a blood  transfusion. 

Conclusion 

Forethought  and  a healthy  doctor-patient  relationship  can  pre- 
vent much  of  the  difficulty  that  ensues  from  refusal  of  therapy 
by  a Jehovah’s  Witness.  Possibilities  should  be  explored  with  a 
Jehovah’s  Witness  as  to  possible  exceptions  to  their  belief  and 
other  alternatives  for  transfusion.  If  a physician  cannot  bring 
himself  to  honor  the  restraints  a Jehovah’s  Witness  places  on 
him,  he  should  acknowledge  that  fact  and  offer  referral  to  an- 
other physician.  Some  physicians  and  hospitals  are  willing  to 
perform  surgery  for  patients  who  refuse  to  authorize  blood 
transfusions  and  agree  to  use  artificial  substitutes  for  blood  re- 
placement. Jehovah’s  Witnesses  can  assist  in  these  referral 
efforts. 

If  an  adult  competent  patient  with  no  dependents  refuses 
transfusion,  the  physician  and  the  hospital  should  document 
such  refusal  and  have  a release  of  liability  executed  by  the  pa- 
tient and,  if  at  all  possible,  by  the  next  of  kin.  If  a patient  is  a 
child,  an  incompetent  adult,  a competent  adult  with  depen- 
dents, or  pregnant,  the  physician  and  hospital  should  seek  a 
court  order  for  the  appointment  of  a guardian  to  give  consent 
for  administration  of  blood  transfusions.  There  should  be  no  li- 
ability for  a physician  acting  under  a court  order  in  transfusing 
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blood  unless  the  physician  was  negligent  in  such  transfusion 
(10).  Finally,  if  the  transfusion  of  blood  is  absolutely  imme- 
cliately  needed  to  preserve  life  and  there  is  no  time  to  seek  a 
court  order,  the  physician  in  all  likelihood  will  not  be  held 
liable  for  transfusing  a minor,  an  incompetent  adult,  a compe- 
tent adult  with  dependents,  or  a pregnant  woman. 

HELENE  ALT  THOMPSON,  JD 

Associate  Counsel 
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Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  h\’  the  TMA  Me- 
morial Library  each  month. 


Pulse  oximetry.  Kevin  K.  Tremper,  PhD,  MD,  and  Steven  J. 
Barker,  PhD,  MD.  (American  Society  of  Anesthesiologists,  Inc), 
Anesthesiology,  vol  70,  no  1,  pp  98-108. 

Pulse  oximetry  has  been  recommended  as  a standard  of  care 
for  every  general  anesthetic.  This  technique,  virtually  un- 
known in  anesthesia  five  years  ago,  has  been  so  readily  adopted 
for  several  reasons.  The  device  provides  valuable  data  regard- 
ing blood  oxygenation  and  this  information  is  obtained  easily, 
continuously,  and  noninvasively.  The  pulse  oximeter  is  based 
upon  two  physical  principles.  First,  the  light  absorbance  of 
oxygenated  hemoglobin  is  different  from  that  of  reduced  hemo- 
globin at  the  oximeter’s  two  wavelengths.  Second,  the  absor- 
bances at  both  wavelengths  have  a pulsatile  (AC)  component, 
which  is  the  result  of  the  fluctuating  volume  of  arterial  blood 
between  the  source  and  detector.  Given  these  two  facts  and  no 
other  physics  or  physiology,  the  engineering  design  of  the 
pulse  oximeter  is  clever  but  straightforward.  The  purpose  of 
this  article  is  to  review  the  historical  development  of  pulse  ox- 
imetry, as  well  as  the  physics  and  engineering  principles  upon 
which  it  is  based.  TTie  authors  also  discuss  selected  studies  that 
demonstrate  its  accuracy,  limitations,  and  utility  in  the  clinical 
setting. 


Osteoporosis:  an  updated  approach  to  prevention  and 
management.Robcrt  Lindsay,  MB,  PhD.  ( Harcourt  Brace 
Jovanovich),  Geriatrics,  vol  44,  no  1,  pp  45-54. 

Osteoporosis  is  a major  public  health  problem  whose  impact 
will  only  continue  to  increase  in  the  United  States.  Current  evi- 
dence indicates  that  estrogen  therapy  will  prevent  bone  loss 
and  reduce  the  incidence  of  fractures.  The  major  problem  is 
identification  of  those  most  at  risk  of  fracture.  Currently,  risk 
factor  assessment  and  bone  mass  measurement  used  in  com- 
bination offer  the  closest  approximation  to  the  ideal,  although 
it  is  not  yet  completely  clear  how  good  identification  is.  To- 
gether these  estimates  of  risk  need  only  be  used  for  those 
about  whom  there  is  a question  concerning  the  use  of  es- 
trogen, and  need  not  be  used  for  patients  who  have  either  al- 
ready decided  to  initiate  preventive  treatment  or  have  decided 
not  to  start  such  a program. 

Migraine  in  the  elderly.  Robert  S.  Kunkel,  MD.  ( Hospital 
Publications  Inc),  Medical  Aspects  of  Human  Sexuality,  vol 
23,  no  1,  pp  66—68,  71. 

Although  it  occurs  less  frequently  than  in  younger  people,  mi- 
graine headache  in  the  elderly  may  present  a treatment  prob- 
lem: Some  otherwise  effective  drugs  are  contraindicated,  while 
others  must  be  used  with  caution.  This  article  offers  useful  as- 
sessment and  treatment  guidelines  for  managing  these  patients. 


Correlative  pediatric  imaging.  Itzak  Garty,  Dominique  Del 
beke,  and  Martin  P.  Sandler.  (The  Society  of  Nuclear  Medi- 
cine ),yot/mfl/  of  Nuclear  Medicine,  vol  30,  no  1,  pp  15-24. 

Nuclear  medicine,  ultrasound,  and  magnetic  resonance  imag- 
ing (MRl  ) are  considered  ideal  imaging  modalities  for  pediatric 
patients.  The  future  is  even  more  promising  for  pediatric  imag- 
ing with  the  development  of  newer  and  improved  radiophar- 
maceuticals, instrumentation  and  diagnostic  modalities  such  as 
positron  emission  tomography,  labeled  monoclonal  antibodies, 
and  faster  dynamic  and  contrast  enhanced  MRI  methods.  How- 
ever, correlation  of  more  conventional  imaging  modalities  with 
nuclear  medicine,  ultrasound,  and  MRI  remain  essential  for  op- 
timal patient  care. 


Predictors  of  drug  response  in  depression.  Peter  R.  Joyce, 
MB,  ChB,  and  Eugene  S.  Paykel,  MA,  MD.  (American  Medical 
Association  ),  Archives  of  General  Psychiatry,  vol  46,  no  I,  pp 
89-99. 

Although  the  major  classes  of  antidepressant  drugs  have  been 
available  for  over  30  years,  clinicians  are  still  unable  to  predict 
accurately  the  response  of  their  depressed  patients  to  medica- 
tion. This  article  reviews  both  clinical  and  biologic  predictors 
of  treatment  response  and  makes  recommendations  for  future 
studies.  The  tricyclic  antidepressants  remain  the  drugs  of 
choice  in  major  depressive  disorders.  Lithium  has  a place  in  bi- 
polar depressions.  Monoamine  oxidase  inhibitors  have  a role  in 
depressions  accompanied  by  marked  anxiety  and/or  panic 
symptoms,  in  patients  who  have  previously  responded  to 
them,  and  as  a second-choice  treatment  in  those  depressed  pa- 
tients who  have  not  responded  to  tricyclic  antidepressants. 
Electroconvulsive  therapy  or  additional  antipsychotic  drugs 
are  frequently  necessary  in  very  severe  and  delusional  depres- 
sions. Biologic  predictors  of  response,  despite  some  interesting 
leads  that  may  in  the  long  term  be  of  considerable  importance 
are  not  yet  sufficiently  established  to  be  of  routine  clinical 
usefulness,  although  either  dexamethasone  nonsuppression  or 
a shortened  rapid  eye  movement  latency  may  identify  de- 
pressed patients  who  require  biologic  treatment. 
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(HOTEL  CODE)  (HOTEL  CODE)  (HOTEL  CODE) 


INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT 

I 4.  PRINT  OR  TYPE  LAST  NAME  FIRST 

jrE:  Rooms  are  assigned  on  "First  Come/First  Serve”  basis.  If  none  of  the  choices  listed  are  available,  another  facility  will  be  assigned  based  on  a 

referral  system  determined  by  your  association. 

VRANTEE  LATE  ARRIVAL  BY  CREDIT  CARD  (Does  not  apply  if  association  requires  first  night  deposit  by  check) 


(Type  of  card  AE,  MC,  VISA)  (Credit  card  number)  (Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  Triple 

Double ^Ouad 

Twin  P • 1 

Dbl/Dbl_P  • 2 

ARR  DATF  DFP  DATF 

2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

ROOM 

NO.  2 

1 

CHECK  ONE 

Single  Triple 

Double Quad 

Twin  P ♦ 1 

_Dbl/Dbl  _P  * 2 

ARR  riATF  DFP  PIATF 

2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

ROOM 

NO.  3 

1 

CHECK  ONE 

Single  Triple 

Double Quad 

Twin  P ♦ 1 

_Dbl/Dbl  _P  * 2 

ARR  nATF  DFP  DATE 

2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit 

3 

4 

NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


Make  Your  Reservations 
Now 

Requests  will  be  processed  first-come, 
first-served  by  the  Housing  Bureau,  Fort 
Worth  Convention  and  Visitors  Bureau 
through  its  computerized  system. 

Complete  in  full  the  Official  Housing  Re- 
quest Form  and  return  it  immediately  to: 

TMA  Housing 
1 00  E.  1 5th  Street 
Suite  400 

Fort  Worth,  TX  76102 

Do  not  send  housing  form  to  Texas 

Medical  Association.  This  will  only 
delay  your  request. 

Only  reservations  received  on  the  Offi- 
cial Housing  Request  Form  will  be 
accepted.  Hotels  will  not  accept  reserva- 
tions directly,  and  telephone  requests 
cannot  be  accepted. 

List  three  hotels  in  order  of  preference. 

Deadim©  for  reservations  is  April  IS. 

Confirmations 

Room  confirmations  will  be  sent  to  you 
directly  from  the  hotel  within  three 
weeks  of  receipt  of  your  request  by  the 
Housing  Bureau.  Please  check  it  carefully 
to  be  sure  all  information  is  correct. 

Room  Deposits 

Do  not  send  any  room  deposit  with  Housing 
Form.  Should  a deposit  be  required,  the 
hotel  will  request  it. 

Reservations  will  be  held  until  6 pm  of 
the  arrival  date  unless  a later  arrival 
time  is  indicated.  If  a deposit  is  required 
to  hold  your  room  past  6 pm,  you  will  be 
notified  at  the  time  of  confirmation  by 
hotel.  The  deposit  should  be  mailed 
directly  to  the  hotel.  Please  guarantee 
with  hotel. 


Changes  and  Cancellations 

Any  changes  in  room  reservations, 
arrival  or  departure  dates  should  be  sent 
in  writing  directly  to  the  hotel. 

All  cancellations  should  be  sent  to  the 
Housing  Bureau  immediately  so  that 
Dthers  can  be  accommodated.  Your 
notice  of  cancellation  must  be  received 
within  48  hours  of  your  scheduled  arrival 
or  your  deposit  cannot  be  refunded. 
Don't  be  a no  show! 

Participating  hotels  and 
codes: 

Deadlines  for  Reservations— 

April  13 

*1.  Hyatt  Regency  Fort  Worth  (HYT) 

81 5 Main  Street 

(Delegates  Housing;  Boards,  Coun- 
cils, Committees) 

Single  $73 
Double  $83 

*2.  Fort  Worth  Hilton  (HIL) 

1701  Commerce  Street 
(Overflow  Meetings,  General 
Housing) 

Single  $65 
Double  $70 

*3  The  Worthington  Hotel  (WOR) 

200  Main  Street 

(Auxiliary  Headquarters,  Overflow 
Meetings,  Program  Participant 
Headquarters) 

Single  $77 
Double  $88 


4.  Days  Inn  Downtown  Fort  Worth 
(DAD) 

600  Commerce  Street 
(General  Housing) 

Single  $55 
Double  $60 

5.  Green  Oaks  Inn  (GRE) 

6901  West  Freeway 
(General  Housing) 

Single  $59 
Double  $69 

6.  Park  Central  (PCI) 

1010  Houston  Street 
(General  Housing) 

Single  $40 
Double  $50 

7.  Holiday  Inn-South  (HOS) 

100  Alta  Mesa  East  Boulevard 
(General  Housing) 

Singie/Double  $55 

8.  Holiday  Inn-Midtown  (HOM) 

1401  South  University  Drive 
(Genera!  Housing) 

Single/Double  $48 

if  Fort  Worth/Tarrant  County 
Convention  Center 
700  Throckmorton 

The  above  room  rates  do  not  include 
16%  occupancy  tax  and  daily  parking 
fees  at  some  hotels. 

* Headquarters  Hotels 


Downtown  Fort  Worth 


TAKE  1-30  WEST  TO  5 AND  8 


TOCAMP  BOWIE  BLVO 
AND  MUSEUMS 


□ □□□□ 

TAYLOR  fr 

□ □□□[zizin 


THROCKMORTON 


Diunnnnnn 


FORT  WORTH/ 
TARRANT  COUNTY 
CONVENTION  CENTER 


TCCC  EXPANSION 
CONSTRUCTION 


□ □on 


DDD  □Pi□i□Bi□i 

H MAIN  -4  _j  _4  ^ MAIN  -*  ^ 

□d  nd  nd  □ □ □ □!□ 

CALHOUN  

□ □!□  □!□  □!□  □ □!□  □ 


TAKE  1-30  EAST  TO  7 


TO  I 35  OR 
AIRPORT  freeway 


TO  I 35  OR 
AIRPORT  FREEWAY 


TO  I 35  OR 
AIRPORT  FREEWAY 


HELPING  TO  ACHIEVE 
THE  FOUR  GOALS  OF 
ANTIHYPERTENSIVE  THERAPY... 


(diltiazem  HCDi^ 

For  hypertension 


Controls  blood  pressure'^ 


Maintains  well-belng^^ 

Helps  prevent  end-organ  complications'^ 
Helps  reduce  cardiovascular  rlsks^  "^ 


0930A9 


Please  see  brief  summary  of  prescribing  informafion  on  nexf  page. 


starting  Dosage: 


Q 

CdIdinmSi 

90  mg 

90  mg  bid* 

Also  AvailabiB: 
I20~mg  capsulos 

•Dosage  must  be  adjusted  to  each 
patient’s  needs,  starting  with  60  to  120 
mg  twice  daily. 


release 


CARUZmSR 

imazem  HCOSse 
For  hypertensbn 


EFTECnVE  MONOTHERAPY 
WITH  HIGH 
PATIENT  ACCEPTANCE 


BRIEF  SUMMARY 
CAROIZEM"  SR 
(dlltiazem  iiydrochloride) 

Sustained  Release  Capsules 
CONTRAIKDICATIONS 

CARDIZEM  IS  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  except 
in  the  presence  of  a functioning  ventricular  pacemaker.  (2)  patients  with  second- 
er third-degree  AV  block  except  in  the  presence  of  a functioning  ventricular 
pacemaker,  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic), 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocardial  infarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission 
WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  m patients  with  sick 
sinus  syndrome.  This  effect  may  rarely  result  m abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  of  2,111  patients  or  0.43%),  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  m additive  effects  on  cardiac  conduc- 
tion A patient  with  Prinzmetal’s  angina  developed  periods  of  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative  inotropic  effect 
m isolated  animal  tissue  preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contractility  (dp/dt)  An  acute  study  of  oral 
diltiazem  in  patients  with  impaired  ventricular  function  (ejection  fraction 
24%  ± 6%)  showed  improvement  m indices  of  ventricular  function  without 
significant  decrease  m contractile  function  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  (diltiazem  hydrochloride)  m combination  with  beta-blockers  m 
patients  with  impaired  ventricular  function  is  limited  Caution  should  be 
exercised  when  using  this  combination. 

3.  Hypotension.  Decreases  m blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension, 

4.  Acute  Hepatic  Injury.  Mild  elevations  of  transaminases  with  and  without 
concomitant  elevation  m alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies.  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  diltiazem  treatment  In  rare  in- 
stances, significant  elevations  in  enzymes  such  as  alkaline  phosphatase, 
LDH,  SCOT,  SGPT,  and  other  phenomena  consistent  with  acute  hepatic  injury 
have  been  noted  These  reactions  tended  to  occur  early  after  therapy  initiation 
(1  to  8 weeks)  and  have  been  reversible  upon  discontinuation  of  drug  therapy 
The  relationship  to  CARDIZEM  is  uncertain  in  some  cases,  but  probable  m 
some  (See  PRECAUTIONS ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabolized  by 
the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  inter- 
vals The  drug  should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function  In  subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated  with  hepatic  damage 
In  special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher  in  rats 
were  associated  with  histological  changes  in  the  liver  which  were  reversible  when 
the  drug  was  discontinued.  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes,  however,  these  changes  were  reversible  with  continued  dosing 
Dermatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappear  despite  continued  use  of  CARDIZEM  However,  skin  eruptions 
progressing  to  erythema  multiforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued 

Drug  Interaction.  Due  to  the  potential  for  additive  effects,  caution  and  careful 
titration  are  warranted  m patients  receiving  CARDIZEM  concomitantly  with  any 
agents  known  to  affect  cardiac  contractility  and/or  conduction  (See  WARNINGS.) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  in  prolonging 
AV  conduction  when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

As  with  all  drugs,  care  should  be  exercised  when  treating  patients  with 
multiple  medications.  CARDIZEM  undergoes  biotransformation  by  cytochrome 
P-450  mixed  function  oxidase.  Coadministration  of  CARDIZEM  with  other  agents 
which  follow  the  same  route  of  biotcansformation  may  result  in  the  competitive 
inhibition  of  metabolism  Dosages  of  similarly  metabolized  drugs,  particularly 
those  of  low  therapeutic  ratio  or  in  patients  with  renal  and/or  hepatic  impairment , 


may  require  adjustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels. 

Beta-blockers:  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  m patients  with  left  ventricular  dysfunction  or  cardiac  conduction 
abnormalities. 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
propranolol  m five  normal  volunteers  resulted  m increased  propranolol  levels  m 
all  subjects  and  bioavailability  of  propranolol  was  increased  approximately  50%. 
If  combination  therapy  is  initiated  or  withdrawn  m conjunction  with  propranolol, 
an  adjustment  in  the  propranolol  dose  may  be  warranted  (See  WARNINGS  ) 

Cimetidine:  A study  m six  healthy  volunteers  has  shown  a significant  increase 
in  peak  diltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1-week  course  of  cimetidme  at  1,200  mg  per  day  and  diltiazem  6()  mg  per  day. 
Ranitidine  produced  smaller,  nonsignificant  increases.  The  effect  may  be  me- 
diated by  cimetidine's  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  diltiazem  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeti- 
dine An  adjustment  in  the  diltiazem  dose  may  be  warranted 

Digitalis:  Administration  of  CARDIZEM  with  digoxin  in  24  healthy  male  sub- 
jects increased  plasma  digoxin  concentrations  approximately  20%.  Another 
investigator  found  no  increase  m digoxin  levels  in  12  patients  with  coronary 
artery  disease  Since  there  have  been  conflicting  results  regarding  the  effect  of 
digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under-digitalization.  (See  WARNINGS.) 

Anesthetics:  The  depression  of  cardiac  contractility,  conductivity,  and  auto- 
maticity  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility.  A 24-month  study  m 
rats  and  a 21  -month  study  in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial  tests  No  intrinsic  effect  on 
fertility  was  observed  m rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  conducted  m mice, 
rats,  and  rabbits.  Administration  of  doses  ranging  from  five  to  ten  times  greater 
(on  a mg/kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  m 
embryo  and  fetal  lethality  These  doses,  m some  studies,  have  been  reported  to 
cause  skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was  some 
reduction  in  early  individual  pup  weights  and  survival  rates  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore,  use 
CARDIZEM  in  pregnant  women  only  if  the  potential  benefit  justifies  the  potential 
risk  to  the  fetus. 

Nursing  Mothers,  Diltiazem  is  excreted  m human  milk  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels.  If  use  of 
CARDIZEM  IS  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  it 
should  be  recognized  that  patients  with  impaired  ventncular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  from  these  studies. 

The  adverse  events  described  below  represent  events  observed  m clinical  studies 
of  hypertensive  patients  receiving  either  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  of  angina  and  during  market- 
ing The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rates  in  placebo  patients  shown  for  comparison.  Less  common  events  aie  listed  by 
body  system,  these  include  any  adverse  reactions  seen  in  angina  studies  that  were 
not  observed  in  hypertension  studies  In  all  hypertensive  patients  studied  (over 
900),  the  most  common  adverse  events  were  edema  (9%),  headache  (8%), 
dizziness  (6%),  asthenia  (5%),  sinus  bradycardia  (3%),  flushing  (3%),  and  TAV 
block  (3%),  Only  edema  and  perhaps  bradycardia  and  dizziness  were  dose  related. 
The  most  common  events  observed  in  clinical  studies  (over  2,100  patients)  of 
angina  patients  and  hypertensive  patients  receiving  CARDIZEM  Tablets  or 
CARDIZEM  SR  Capsules  were  (ie,  greater  than  1%)  edema  (5.4%),  headache 
(4  5%),  dizziness  (3  4%),  asthenia  (2,8%),  first-degree  AV  block  (18%).  flushing 
(1.7%),  nausea  (1,6%),  bradycardia  (15%),  and  rash  (1.5%). 


DOUBLE  BLIND  PLACEBO  CONTROLLED 

HYPERTENSION  TRIALS 

Adverse 

Diltiazem 
N=315 
# pts  (%) 

Placebo 

N=2t1 
# pts  (%) 

headache 

38  (12%) 

17  (8%) 

AV  block  first  degree 

24  (7.6%) 

4(1,9%) 

dizziness 

22  (7%) 

6 (2,8%) 

edema 

19  (6%) 

2 (0  9%) 

bradycardia 

19  (6%) 

3(14%) 

ECG  abnormality 

13(4.1%) 

3 (1.4%) 

asthenia 

10(3  2%) 

1 (0,5%) 

constipation 

5 (1.6%) 

2 (0  9%) 

dyspepsia 

4 (1.3%) 

1 (0,5%) 

nausea 

4 (1.3%) 

2 (0  9%) 

palpitations 

4(1,3%) 

2 (0.9%) 

polyuria 

4(13%) 

2 (0,9%) 

somnolence 

4 (1,3%) 

- 

alk  phos  increase 

3 (1%) 

1 (0,5%) 

hypotension 

3 (1%) 

1 (0.5%) 

insomnia 

3 (1%) 

1 (0,5%) 

rash 

3 (1%) 

1 (0.5%) 

AV  block  second  degree 

2 (0,6%) 

- 

In  addition,  the  following  events  were  reported  infrequently  (less  than  1%)  or 
have  been  observed  in  angina  trials.  In  many  cases,  the  relation  to  drug  is 
uncertain. 

Cardiovascular:  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven- 
tricular extrasystoles,  congestive  heart  failure,  syncope. 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner- 
vousness, paresthesia,  personality  change,  tinnitus,  tremor, 
abnormal  dreams. 

Gastrointestinal:  Anorexia,  diarrhea,  dysgeusia,  mild  elevations  of  SCOT,  SGPT, 
and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst. 

Dermatological:  Petechiae,  pruritus,  photosensitivity,  urticaria. 

Other:  Amblyopia,  CPK  increase,  dyspnea,  epistaxis.  eye  irritation, 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  nocturia, 
osteoarticular  pain,  impotence,  dry  mouth. 

The  following  postmarketmg  events  have  been  reported  infrequently  in  pa- 
tients receiving  CARDIZEM:  alopecia,  gingival  hyperplasia,  erythema  multiforme, 
and  leukopenia.  Definitive  cause  and  effect  relationship  between  these  events 
and  CARDIZEM  therapy  cannot  yet  be  established. 

Issued  1/89 
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Effects  of  a 7-cent  tobacco 
tax  hike 


Texas  health  and  human  services  programs  could  receive 
nearly  half  a billion  dollars  in  additional  funding  over  the 
state's  1990—1991  budget  period  under  proposals  being  ad- 
vocated by  Comptroller  of  Public  Accounts  Bob  Bullock.  The 
proposals  center  on  a 7-cent  rise  in  the  state's  cigarette  tax, 
with  equivalent  increases  in  other  tobacco  taxes.  Revenue 
from  the  additional  tax — estimated  at  $166  million  in 
1990-1991 — would  be  directed  into  state  health  and  human 
services  programs  eligible  for  federal  matching  funds.  By  di- 
recting the  money  in  this  way,  the  state  could  receive  $274 
million  in  additional  federal  aid.  The  $166  million  in  addi- 
tional cigarette  tax  revenue,  combined  with  the  $274  million 
in  increased  federal  aid  would  yield  $440  million  that  could 
be  used  in  a variety  of  ways  in  state  health  and  social 
programs. 

KFV'  WORDS:  TOBACCO,  CIGARETTE  SMOKING,  TAXES,  TEXAS,  TEXAS  DE- 
PARTMENT OF  HEALTH  AND  HUMAN  SERVICES. 


State  health  and  human  services  programs  could  receive  nearly 
half  a billion  dollars  in  additional  funding  over  the  state’s  1990— 
1991  budget  period,  under  proposals  now  being  advocated  by 
my  office. 

Central  to  the  proposals  is  raising  the  state’s  cigarette  and 
other  tobacco  taxes,  and  directing  the  resulting  revenue  to 
health  and  social  programs.  This  would  give  health  care  a 
double  boost;  through  the  state  revenue  investment,  and 
through  a large  increase  in  federal  aid  that  would  be  triggered 
by  additional  state  health  spending. 

How  the  plan  would  work 

Currently,  the  Texas  cigarette  tax  is  26  cents  per  pack.  These 
proposals  call  for  increasing  the  tax  by  7 cents,  to  33  cents  per 
pack.  Currently  1 2 states  have  higher  rates;  after  the  tax  in- 
crease, four  states  would  have  higher  rates.  This  increase — 
which  would  be  only  the  tenth  such  increase  in  54  years — and 
the  other  tobacco  tax  hikes  would  generate  $166  million  in 
additional  tax  revenues  in  the  state’s  1990—1991  biennial  bud- 
get period. 

The  additional  $166  million  would  be  directed  to  the  Texas 
Department  of  Human  Services  (TDHS)  for  use  in  programs 
that  receive  federal  matching  money.  In  these  programs,  the 
additional  tax  money  would  earn  the  state  nearly  two  more 
dollars  for  every  dollar  raised. 

Poor  return  on  federal  dollars 

Today  Texans  get  a poor  return  on  the  tax  dollars  they  send  to 
Washington.  During  1987,  Texas  received  only  $1  in  federal 
spending  for  every  $1.15  the  state  sent  the  federal  govern- 
ment. Texas  ranked  42nd  among  the  states  by  this  measure. 

This  disparity  is  worse  in  the  area  of  federal  grants  to  state 
and  local  governments.  Texas  only  receives  $ 1 in  grants  for 


every  $1.41  in  tax  revenue  sent  to  Washington — a rate  of  re- 
turn that  puts  Texas  49th  among  the  states. 

A major  cause  of  this  poor  showing  in  grant  money  is  the 
piecemeal  fashion  in  which  Texas  funds  many  of  its  health  and 
social  programs.  Unlike  other  states,  Texas  pays  much  of  the 
tab  for  indigent  health  care  through  programs  funded  entirely 
by  state  and  local  dollars.  But  a large  portion  of  this  expendi- 
ture could  be  channeled  through  Medicaid  and  other  state  pro- 
grams that  are  eligible  for  matching  grants  of  federal  funds. 

The  additional  $166  million  raised  by  this  proposal,  if  di- 
rected into  federally-matched  health  and  human  services  pro- 
grams, would  bring  another  $274  million  in  increased  federal 
funds  to  Texas  during  1990-1991. 

Where  the  money  could  be  spent — some  alternatives 
The  additional  $166  million  in  state  revenue,  combined  with 
the  $274  million  in  federal  funds,  would  yield  a total  of  $440 
million  in  new  money  for  health  and  human  services.  These 
funds  could  be  used  to  substantially  increase  state  funding  of 
federally-matched  Medicaid  programs. 

Currently  Texas  ranks  43rd  among  states  in  per  capita  Medic- 
aid expenditures  ( $1 14.90  per  capita).  Only  28.7%  of  those 
Texans  living  in  poverty  are  covered  by  Medicaid;  Texas  ranks 
47th  among  states  by  this  measure.  By  comparison,  California 
covers  over  86%  of  its  poverty  population.  Increased  state  and 
federal  funding  could  be  put  to  work  in  one  or  more  of  the  fol- 
lowing ways: 

1 . Raise  hospital  and/or  doctor  reimbursement  rates.  Budget 
pressures  have  forced  the  state  to  hold  down  or  cut  Medicaid 
reimbursements  to  hospitals  and  doctors  over  the  last  three 
years.  Many  Texas  hospitals  are  undergoing  severe  financial 
pressure;  19  closed  in  1988.  Paying  more  in  Medicaid  reim- 
bursements would  help  the  Texas  medical  community  meet 
the  rising  costs  of  indigent  health  care. 

2.  Raise  Medicaid  eligibility  levels.  The  income  threshold 
for  Medicaid  eligibility  for  pregnant  women  and  children  could 
be  raised  above  the  current  mark  of  100%  of  the  federal  pov- 
erty level.  This  would  provide  more  low-income  families  with 
better  access  to  preventive  health  services,  potentially  reduc- 
ing total  health  care  costs  in  the  long  run. 

3.  Expand  Medicaid  coverage  to  more  areas.  For  example, 
Medicaid  could  be  extended  to  cover  outpatient  clinic  ser- 
vices. Texas’  Medicaid  program  does  not  cover  these  expenses, 
but  47  other  states  do.  Similarly,  Texas  could  provide  psychi- 
atric care  for  the  elderly  and  for  patients  under  age  22  in  state 
mental  hospitals  under  the  Medicaid  program,  thereby  receiv- 


How  the  plan  works 


Would  yield 

$440 

Million 

in  new  money  for  health 
and  human  services 


Increase 
the  Texas 
cigarette  tax  from 

26c 

to 

33c 

per  pack- 
a 7c  increase 
(along  with  other 
tobacco  tax  hikes) 


Thus  generating 

$166 

Million 

additional  tax  revenue 
directed  to  state  health  / 
and  social  programs. 


Plus 

$274 

Million 

in  additional 
federal  funds 


Data  from  the  Comptroller  of  Public  Accounts. 


Volume  85  April  1989 


ing  federal  aid,  as  do  most  other  states.  Currently  Texas  pays 
for  such  care  with  state  dollars  only,  through  its  Department  of 
Mental  Health  and  Mental  Retardation. 

4.  Raise  the  eligibility  limit  for  nursing  home  care.  The 
maximum  income  for  nursing  home  residents  receiving  Medi- 
caid support  in  Texas  is  now  $715  a month.  Federal  Medicaid 
guidelines  allow  for  an  income  cap  of  $l,l6l  per  month  in 
1990.  Raising  the  eligibility  limit  to  the  federal  maximum 
would  bring  in  more  federal  dollars.  A similar  increase  in  the 
eligibility  levels  for  Medicaid-funded  community  care  pro- 
grams would  also  tap  more  federal  aid. 

5.  Expand  the  Aid  to  Families  With  Dependent  Children 
(AFDC ) program.  The  AFDC  program  is  separate  from  Medic- 
aid, but  it  receives  federal  matching  money  on  the  same  basis, 
and  families  receiving  AFDC  aid  automatically  qualify  for  Med- 


icaid help.  Texas  currently  ranks  46th  among  states  in  average 
monthly  AFDC  payments,  at  $57  per  individual.  Due  to  the 
structure  of  the  program,  expanding  AFDC  eligibility  would 
also  raise  the  average  monthly  payments  to  families.  An  ex- 
panded AFDC  program  would  help  more  of  the  state’s  poorest 
households,  while  giving  them  access  to  Medicaid  benefits. 

These  proposals  would  allow  Texas  to  make  significant  im- 
provements in  state  health  care  at  a nominal  price.  For  just 
seven  extra  cents  per  pack  of  cigarettes,  Texas  can  win  back 
millions  in  federal  taxes  that  Texans  have  already  paid,  and  use 
them  to  benefit  our  state’s  neediest  citizens. 

BOB  BULLOCK 

Comptroller  of  Public  Accounts,  State  of  Texas,  PO  Box  13528,  Austin,  TX 
78711 
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Texas  Medicine 


What  do  you  do 
with  your  most 
difficult  patients? 


Despite  your  best  efforts,  a patient  sometimes 
doesn’t  respond  to  traditional  treatment.  Call 
Healthcare  Rehabilitation  Center.  We  can  help 
change  the  negative  to  positive. 

As  a Brown  Schools  Hospital,  Healthcare 
Rehabilitation  Center  creates  positive  outcomes 
for  men,  women  and  children  with  brain  injuries 
and  neurological  impairments.  Healthcare 
Rehabilitation  Center  addresses  each  patient’s 
emotional,  physical,  cognitive  and  behavioral 
problems  in  tandem. 

Call  1-800-252-5151. 


Healthcare 

Rehabilitation 

Center 


A Brown  Schools 
Hospital 


P.  O.  Box  43148  Austin,  Texas  78745 
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Order  Cassette  Tapes  Today! 


Tape  1 

More  on  How  to  Stay  Out  of  the  Courthouse: 
Defense  and  Plaintiff  Perspectives 

J.  Richard  Cheney 
John  W.  Turner 

Tape  2 

Keynote  Address:  To  Be  A Physician 
Robert  E.  McAfee,  MD 

Medical  Issues  and  the  71st  Texas  Legislature 

Senator  Bob  Glasgow 

Representative  Jack  Harris 

Key  Health  Issues  Before  the  101st  Congress 

Jerald  R.  Schenken,  MD 

Tape  3 

Borderland  Project: 

Health  Concerns  Along  the  US-Mexican  Border 
Representative  Ronaid  D.  Coleman 
A New  Positive  Visibility  Program  for 
Medicine  - Focus  on  the  90’s 

F.  Warren  Tingley,  MD 
Larry  J.  Freshnock,  PhD 
Dale  Chrisman 
Fred  J.  Korge 

Problems,  Opportunities  and  Challenges  Facing  the 
Golden  Age  of  Medicine 
George  D.  Lundberg,  MD 


Tape  4 

A Funny  Thing  Happens! 

Ed  Kelsay 


Tape  5 

(Two-tape  special) 

RBRVS:  Medicare  Physician  Payment  Reform  and 
Your  Medical  Practice 

James  S.  Todd,  MD 
Edward  F.X.  Hughes,  MD 
Joseph  R.  Antes 
Jim  Bob  Brame,  MD 
Robert  E.  McAfee,  MD 


Tape  Order  Form  1989  Winter  Leadership  Conference 


Tapes  1,  2 and  3 are  $8.95  each; 
tape  4 is  $6.95; 

Name 

tape  5 (two-tape  special)  is  $16.95. 

Add  8%  state  sales  tax  to  all  prices  shown. 

Address 

□ Tapel  □ Tape  2 □ Tape  3 

□Tape  4 □Tape  5 

Citv 

Zip 

Cost 

Sales  tax 

Total For  additional  information,  contact  Pam  Hale,  Special 

Services,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
□ paid  DBill  DMail  51 2/477-6704,  ext  1 56. 

Te.xas  Medicine 


Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Bruce  Grim,  Keith  H.  Prince  L.  Wayne  Kirk,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S.  Marley  Rick  Bedingfield 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  346,  950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A.  Weisman 
14800  San  Pedro,  Suite  224 
San  Antonio,  TX  78232,  (512)  490-1081 
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fhedicine  in  \miterature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1989  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,035  medical  and  health- 
related  journals.  For  additional  information,  call  the  Me- 
morial Library  at  (512)  477-6704. 
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Fordney  MT:  Insurance  Handbook  for  the  Medical  Office,  ed  3. 
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matology, ed  3,  vols  1 — 2.  Philadelphia,  WB  Saunders  Co, 
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Manson-Bahr  PEC,  Bell  DR:  Manson’s  Tropical  Diseases,  ed  19. 
Philadelphia,  Baiiliere  Tindall,  1987. 
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AXID® 

nizatidine  capsules 

Bhat  Summary 

ContuH  the  pKkago  lllaraturt  (or  complole  Information. 

Indicatloni  and  Utag^^  Axid  is  indicated  (or  up  to  eigm  weeks  lor  the  treatment  o1 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 
Axld  Is  indicated  (or  maintenance  therapy  (or  duodenal  ulcer  patients  at  a reduced 
dosage  ol  1 50  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
ot  continuous  therapy  with  Axid  tor  longei  than  one  year  are  not  Known 

Contraindication:  Axld  Is  contraindicated  in  patents  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  In  patients  wltli  hypersensitivity  to  o^er 
Hrreceptor  antagonists 
PrecauUont:  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  ol  qastric  malignancy 
2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 
3.  Pharmacokinetic  studies  In  patients  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  nizabdine  Is  metabolized  in  the  liver  In  patients  with  normal 
renal  function  and  uncomplicated  hepabc  dysfunction,  the  disposition  of  nizabdine 
IS  Similar  to  that  in  normal  subjects 

Laboratory  Tests  - False-posibve  tests  for  urobilinogen  with  Muibsbx®  may 
occur  during  therapy  with  nizabdine 

Drug  Inleracljons  - No  interacbons  have  been  observed  between  Axid  and 
theophylline,  chlordlazepoxide,  lorazepam,  lidocaine,  phenytoin.  and  warfann  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system, 
therefore,  drug  interacbons  mediated  by  inhibibon  of  hepabc  metabolism  are  not 
expected  to  occur  In  pabents  given  very  high  doses  (3.900  mo)  of  aspinn  daily. 
Increases  in  serum  salicylate  levels  were  seen  when  nizabdine.  150  mg  b i d.,  was 
administered  concurrently. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enterochromafbn-like 
(ECL)  cells  in  the  gastnc  oxynbc  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice;  although  hyperplasbc  nodules  of  the 
liver  were  Increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2,000  m^g/day,  about  330  bmes  the  human 


dose)  showed  marginally  stabsbcally  significant  increases  In  hepabc  carcinoma 
and  hepabc  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepabc  carcinoma  In  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  ot  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  ot  mild  liver 
injury  (transaminase  elev^ons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
babery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  Axid 
Axid  was  not  mutagenic  in  a babery  of  tests  performed  to  evaluate  its  potenbal 
genebc  toxicity,  including  bactenal  mutabon  tests,  unscheduled  DNA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test 

In  a two-generabon,  perinatal  and  postnatal  ferblity  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Effects  ~ Pregnancy  Category  C - Oral  reproducbon 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Bebed  rabbbs 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  ot  impaired  ferblity  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administrabon  to  pregnant  New  Zealand  white  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement,  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventricular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
febis  Inere  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  b is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity  Nizabdine  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  justmes  the  potenbal  nsk  to  the 
fetus 

Nursing  Mothers  ~ Studies  conducted  in  lactabng  women  have  shown  that 
<0  1%  of  the  administered  oral  dose  of  nizabdine  is  secreted  in  human  milk  in 
proporbon  to  plasma  concenbabons  Caubon  should  be  exercised  when  adminis- 
tenng  nizabdine  to  a nursing  mother 

Pebiatnc  Use  ~ Safety  and  effecbveness  in  children  have  not  been  established 
Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  Incidence  rates  of  adverse  events  and  laboratory 
test  abnonri^ibes  are  also  simllarto  those  seen  in  other  ag^e  groups  Age  alone  may 
not  be  an  important  factor  In  the  disposibon  of  nizabdine  tlderly  pabents  may  have 
reduced  renal  funcbon 

Adverse  Reectloni;  Clinical  trials  ot  nizabdine  included  almost  5,000  pabents 
given  nizabdine  in  studies  of  varying  durabons  Domesbc  placebo-conbolled  trials 
included  over  t ,900  patents  given  nizabdine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domesbc  placebo-conbolled  tnals,  sweabng  (1  % vs 
0.2%),urbcana(0  5%  vs  < 001%),  and  somnolence  (2  4%vsl  3%)  were  signifi- 
cantly more  common  in  the  nizabdine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine. 

Wepaftc  - Hepatocellular  inju^,  evidenced  by  elevated  liver  enzyme  tests  (S60T 
(AST].  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  pabents  and  was 
possibly  or  probably  related  to  nizabdine  In  some  cases,  there  was  marked 
elevabon  ot  SGOT,  Sf^PT  enzymes  (g^reater  than  500  lU/L)  and.  in  a single  instance, 
SGPT  was  greater  than  2.00(5  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limit  ot  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enz;^e  abnormalibes  in  placebo-treated 
pabents.  All  abnormalibes  were  reversible  after  disconbnuabon  ol  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  conhjsion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed 
no  evidence  of  anbandrogenic  acbvity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freauency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomasba  occurred 
Hematologic  - Fatal  thrombocytopenia  was  reported  In  a pabent  who  was 
treated  with  ^d  and  another  H^-receptor  antagonist  On  previous  occasions,  this 
pabent  had  experienced  thrombocytopenia  white  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumental  - Sweabng  and  urbcana  were  reported  significanby  more  fre- 
quenby  in  nizabdine-  than  in  placebo-treated  pabents  Rash  and  exfoliative  dermab- 
bs  were  also  reported 

Hypersensitivity  - As  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  adminisbabon  of  nizabdine  have  been  reported  Because  cross-sen- 
sitivity  in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensibviTy 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Other  - Hyperuncemia  unassoclated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  fever,  and  nausea  related  to  nizabdine  administrabon  have  been 
reported 

Overdotsge:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  andS^ptoms  -There  is  litbe  clinical  experience  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizabdine  have  exhibited 
cholinergic-type  effects,  including  lacnmabon,  salivabon,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  m(p1(g  in  dogs  and  of  1.200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
/kg  and  232  mg/kg  respecbvely 

Treatment  -To  obtain  up-to-date  Irtformabon  about  the  treatment  of  overdose,  a 


PV  2096  AMP 


good  resource  is  your  cermied  regional  Poison  Conbol  Center  Telephone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physiaans'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  mulbple  drug  over- 
doses, Interacbon  among  drugs,  and  unusual  drug  kinebcs  In  your  pabent. 

if  overdosage  occurs,  use  ol  acbvated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supporbve  therapy  Renal  dialysis  for 
tour  to  six  hours  increased  plasma  clearance 

[013089] 


nizatidine 

Enhances  compliance 
and  convenience 


Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100) 

■ 1 00%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time  - 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseiina 


Convenience  Pak  is  avaitabie  at  ho  extra  cost 
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The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  - CLINICAL  ■ EDUCATIONAL  - CURRENT 

Family  Practice  Recertification  Greenwich  office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 
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FAMILY  PRACTICE  SKILL 


' Controlling  Epistaxis 


CLINICAL  ARTICLES 


<||||||l  Drug  Therapy  for  iVlanic  Illness 

Therapeutic  Guidelines  for  Use  of  Nonsteroidal 
Q Antiinflammatory  Drugs  for  Rheumatic  Disorders: 
Salicylates 

KEEPING  Cl'RRENT 


Does  a Definite  Diagnosis 
Help  Patients  Get  Better? 

Screening  for  Liver  Metasiases 
Significance  of  Elevated 
Erythrocyte  Sedimentation  Rates 
Glucose  Tolerance  and 
Pregnancy  Complications 
Among  Nondiabetic  Women 


Can  Obese  Type  II  Diabetic 
Patients  Use  Fructose  as  a 
Sweetener? 

Comparison  of  Diagnostic 
Tests  for  Evaluating 
Dementia 

Psychiatric  Reactions  Caused 
by  Lidocaine  Toxicity 


CITVIULATIVE  INDEX 
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SURGICAL  RESEARCH  FACILITIES 


THE  ST.  JOSEPH  SURGICAL  TRAINING  AND  RESEARCH  CENTER* 

is  now  offering  state  of  the  art  facilities  for  contractual  projects  on  a selective 
basis.  This  center  includes: 


RESEARCH  FACILITIES 

Fully  equipped  operating  suites 
Operating  microscopes 
Surgical  laser 
Pathology  & necropsy  room 
Photography  & videomicroscopy 


FACULTY  & STAFF 

Medical  Director  of  Microsurgery 
Assistant  Medical  Director 
Research  Fellow 
Consulting  Veterinarian 
Surgical  Animal  Technicians 
Microsurgical  Technician 
Animal  Caretakers 


ANIMAL  CARE 

Five  individual  animal  housing  areas 
Two  isolation  & quarantine  rooms 
Preoperative  & postoperative  areas 
Clinical  pathology  laboratory 
Diet  kitchen 


In  addition,  this  facility  houses  a large  conference  room,  dictating  carrels, 
computer  facilities,  dressing  rooms,  showers,  large  parking  facilities,  and  an 
extremely  convenient  location  in  downtown  Houston,  Texas. 


St.  Joseph  Hospital 
Houston 


For  more  information  contact: 

Amado  Ruiz-Razura,  M.D. 

The  Surgical  Training  and  Research  Center 
St.  Joseph  Hospital 
1919  LaBranch 
Houston,  Texas  77002 

(713)  757-1000,  extention  3829 


’Accredited  by  the  American  Association  for  the  Accreditation  of  Animal  Care 


Texas  Medicine 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


lohn  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  |.  Haywood,  MD 
Orville  C.  Thomas,  MD 
loseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K,  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T,  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberi?,  MD,  PhD 
Chinayudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

James  A.  Knight,  MD 

PSYCHIATRY 

R.  lohn  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OE  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEC;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

j.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christ!,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT;  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


MEDICLINICS,  HOUSTON 

Eamily,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 
Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  411B,  Dallas  75246 
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DERMATOLOGY 


ENDOCRINOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas, 

Texas  75231;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  tor  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatrrient,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 

Dallas,  TX  75246  Telephone:  214  820-4247  MaFK  yOUf  Calendar  TOF  fUtUTG 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Fall  Leadership  Conference,  September  16,  1989 — Austin 

TMA  Student  Loan  Program  c • x.  h -.7 -.o -rooo  a 

® Interim  Session,  November  17-18, 1989 — Austm 


TMA  meetings: 


Annual  Session,  May  10-14, 1989 — Fort  Worth 


. . . Another  service  of  your  association 


HAND  SURGERY 


INFECTIOUS  DISEASES 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


ALLAN  R.  KELLY,  MD 
KAREN  S.  JURGENSEN,  MD 

Infectious  Diseases 

929  College  Avenue,  Fort  Worth,  Texas  76104 

Telephone  817  334-0003 

Twenty-four  Hour  Number  817  927-6100 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
)ohn  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
)oe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 


St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


Join  TEXPAC 


. . . One  strong  voice 


Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  90S; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


HOTLINE 


1-800-234-7272  (In  Austin,  call  469-9543) 

Get  current  information  on  health  and  medical 
legislation  before  the  Texas  Legislature.  The  brief 
recorded  message  is  updated  eoch  weekday  at  10:30  am. 

A service  of  the  Texas  Medical  Association  Department  of  Public 
Relations,  in  cooperation  with  the  Division  of  Public  Affairs. 
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NUCLEAR  MEDICINE 


EDWIN  C.  AUCUSTAT,  MD 


Ophthalmic  Plastic  and  Reconstructive  Surgery 

HERBERT  C.  ALLEN,  MD,  FACNM  1400  Somh  Mam,  suite  SOS,  Fort  Worth,  Texas  76104;  817  338-4183 

Practice  Limited  to  Nuclear  Medicine 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


OCCUPATIONAL  MEDICINE 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Cary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ERIC  C.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  lost,  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holiaday,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Urn,  MD,  FACS 
Whitney  C.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 


Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 


Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 


Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 


80 


7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 


12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


ARTHUR  M.  CLEMENTS,  MD 
Surgery  & Diseases  of  the  Eye 

Diplomate  American  Board  of  Ophthalmology 

211  Medical  Drive,  Suite  1,  Fredericksburg,  Texas  78624 
512  997-6535 


ORTHOPEDIC  SURGERY 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 


Orthopedic  Surgery 


A Professional  Association 


2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  3,35-4316 

Louis  |.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  |.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


Texas  Medicine 


F.  Carlton  Hodges,  MD 
/.  Price  Brock,  )r,  MD 
Robert  L.  Dickey,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Hispanic  Program 
Neuromuscular 

Accredited  by:  Joint  Commission 
Commission  on  A 

Patient  Services  Coordinator:  713 


Sports  Arts  Center 
Pain  Management 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Cerebral  Palsy 
Neurophysiology 

Accreditation  of  Hospitals 
;ditation  of  Rehabilitation  Facilities 

'-5922  or  in  Texas  1 -800-44REHAB 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  james  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ARTHRITIS  SURGICAL  CENTER 

Specializing  in  Joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 

Cecil  M.  Christensen,  MD 

Board  Certified 


OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6S60  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FIGS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 
Diplomats  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


PHYSICAL  MEDICINE  8t  REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  !NC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne.  MD,  Medical  Director 


ROBERTO  G.  ROLFINl,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  7820S;  Telephone  512  226-2424 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 
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STEPHEN  C.  LESAUVACE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


The  Burn  Care  Associates  has  been 

patients.  Care  for  every  phase  of 

resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD 

Lebaron  W.  Dennis,  MD 

Michael  M.  Duffy,  MD 

Joe  Ford,  MD 


organized  to  provide  care  for  burned 
burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


BURN  CARE  ASSOCIATES 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PSYCHIATRY 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


DALLAS  PSYCHIATRIC  ASSOCIATES 


Inpatient  & Outpatient  Services: 

<*  Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 
Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for 
Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 


Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
Rebecca  M.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood,  MD 
John  M.  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center, 
Medical  City,  The  Irving  Hospital  & Trinity  Medical  Center 
Phone  214  247-1150 


RHEUMATOLOGY 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and 
Adolescent,  Substance  Abuse,  Short-Term,  ACCEL,  and 
Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee,  MD 
Tom  G.  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Joseph  P.  Caspar!,  MD 
David  J.  Korman,  MD 
Jerry  M.  Lewis,  III,  MD 

P.O.  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  75228 


Ruth  A.  MarDock,  MD 
Charles  C.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
Catherin  A.  Roberts,  MD 
Tony  Romack,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 
Paula  Dobbs-Wiggins,  MD 


214  381-7181 
1-800-426-4944 


CONZALO  A.  AILLON,  MD 
S2  Psychiatry-Bilingual 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 
Dallas  Medical  St  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

•Also  certificate  of  special  qualification  in  general  vascular  surgery, 

American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7876 


RICHARD  E.  WOOD,  MD 

ROBERT  E.  RAWITSCHER,  MD 

THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


TMA  Physicians  Benevolent  Fund 


Representing  TMA's  legislative  views 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Texas  Medicine 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  ).  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  Coliege  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  j.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Advertising  Directory 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Creene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 

C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual 
Dysfunction,  Laser  Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $48.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


TMA  Action  monthly  newsletter 
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Air  Force  Medicine 

46 
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61 

American  Physicians  Insurance  Exchange 
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23 

Army  Medicine 

2nd  Cover 

Autoflex 

47 

CIGNA  Healthplan  of  Texas 

33 

Cliggott  Publishing 

25 

Nick  Defies,  Jr.,  CPA 

16 

Diagnostic  Clinic  of  Houston 

62 

Family  Practice  Recertification 

76 

Genescreen 

49 

Healthcare  International,  Inc. 

71 

KnoU  Pharmaceuticals 

4,  5 

Eli  Lilly  & Company 

75 

Marion  Laboratories 

16,  17,  67,  68 

McNeil  Pharmaceutical 

11,  12 

The  Medical  Protective  Company 

73 

Merck  Sharp  & Dohme 

1,2 

Palisades  Pharmaceuticals 

41 

Roche  Laboratories 

15,  54,  55 

Scott  and  White  Clinic 

Back  Cover 

Senior  Patient 

54 

Michael  R.  Sharp 

70 

Spring  Shadows  Glen 

2nd  Cover 

Starlite  Village  Hospital 

16 

St.  Joseph  Hospital 

Texas  Medical  Association 

76 

Annual  Session 

10,  63-66 

Memorial  Library' 

28 

Winter  Leadership  Conference  Cassette  Tapes 

72 

Texas  Medical  Association  Insurance  Trust 

20 

Texas  Medical  Liability  Trust 

3rd  Cover 

Texas  Society  of  Internal  Medicine 

12 

Timberlawn  Psychiatric  Hospital 

4 

The  University  of  Texas  Health  Center  at  Tyler  35 

Warm  Springs  Rehabilitation  Hospital 

61 

Texas  Physician’s  Directory  77-83 

Classified  Advertising  84—86 


Volume  85  April  1989 


Publication  of  an  advertisement  in  TEXAS  MEDICINE  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Wanted — Dallas  metro  area  physicians  who  have  a 
current  valid  license  to  practice  medicine  in  any 
state,  to  help  with  military  pre-enlistment  physicals. 
Full-time  position  pays  $36,899  to  $45,367  with 
government  benefits.  Additional  annual  bonus  of  up 
to  $11,000  may  be  available,  depending  on 
seniority  and  years  of  commitment  for  the  position. 
Contact  Major  Solvey  at  214  421-1312. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  oart-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  ayailable.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Ereeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 


San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  aboye  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACES 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Texas;  Dallas/Fort  Worth  and  East  Texas — Full-time 
positions  ayailable  with  EmCare,  a progressive  phy- 


sician-oriented group  committed  to  excellence  in 
emergency  medicine.  Opportunities  include  staff 
and  directorship  positions,  in  high-volume.  Level  I 
Trauma  Centers,  as  well  as  smaller  community  hos- 
pitals. We  offer  yery  desirable  geographic  locations 
including  the  Dallas/Fort  Worth  area.  East  Texas, 
Amarillo,  and  Austin.  Competitive  compensation 
rates  range  from  $85,000  to  $150,000  annually. 
Positions  available  for  both  part-time  and  full-time 
emergency  medicine  physicians.  Positions  are  also 
available  for  primary  care  physicians  in  clinic  set- 
tings. Contact  Brenda  Lancaster,  Vice  President, 
Professional  Seryices,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204  or  call  collect  214 
823-6850,  out  of  state  1-800-527-2145. 

Urgent  need  for  BC/BP  emergency  physician  to  staff 
Level  II  ED  and  attached  walk-in  clinic  in  San 
Angelo.  Abundant  outdoor  recreation  areas,  four 
year  university,  stable  economy.  30%  annual 
growth,  excellent  back-up,  new  physical  plant. 
Aboye  average  income  with  rapid  progression  to  full 
partnership.  Call  David  Herbert,  MD,  FACEP,  at 
915  949-5111. 

Texas,  McAllen;  Director  and  staff  positions  are 

available  at  our  newest  clinic  hospital  in  Texas. 
Community  of  McAllen  is  located  in  the  beautiful 
Rio  Grande  Valley  and  only  a one  hour  driye  from 
South  Padre  Island.  Modern,  new,  well-equipped, 
293-bed  facility  has  a moderate  ED  yolume  witFi 
potential  for  growth.  Annual  reimbursement  ranges 
from  $111,000  to  $135,000,  depending  upon  posi- 
tion, occurrence  malpractice  insurance  offered,  al- 
lowance for  relocation,  professional  dues,  and  CME 
expenses.  Director  also  receiyes  health  benefits, 
and,  after  12  months,  participation  in  a 401K  plan. 
Director  required  to  be  board  certified  in  emergen- 
cy medicine;  staff  physicians  board  qualified  or 
board  prepared  in  emergency  medicine.  For  com- 
plete details,  contact  Dan  Patton,  Spectrum  Emer- 
gency Care,  P.O.  Box  27352,  St.  Louis,  MO  63141; 
1-800-325-3982,  extension  3042. 

Texas,  Austin — Needed  physician(s)  full-time,  part- 
time,  weekends  and  occasionally  weekdays  to  staff 
a free  standing  urgent  care  center.  Remuneration 
con  nensurate  with  experience.  Send  CV  and  appli- 
ed on  request  to  Matthew  Vail,  MD,  Medical  Di- 
rector, Austin  Medicenter,  6343  Cameron  Road, 
Austin,  Texas  78723. 

Emergency  physicians  or  internists  with  minor  sur- 
gical experience  needed  immediatly  for  free-stand- 
ing clinic  or  minor  emergency  center.  Approximate- 
ly 50  hrs/week;  one  week  on;  one  week  off.  Salary 
$80,000  to  $100,000  or  percentage  of  gross  col- 
lected, whicheyer  higher.  Send  CV  and  current 
picture  to  Ad-719,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


Family/General  Practice 

Family  Practitioner  Needed — Excellent  opportunity 
to  practice  medicine  in  the  rapidly  growing  north- 
east area  of  San  Antonio.  Competitiye  salary.  Reg- 
ular hours.  Paid  vacation.  If  interested,  send  a CV 
and  contact  Live  Oak  Medical  Clinic,  8210  Pat 
Booker  Road,  San  Antonio,  Texas  78233,  512  653- 
8989. 

Needed — general  practitioner/industrial  medicine. 

Position  available  with  multispecialty  group.  Hous- 
ton metropolitan  area.  Please  provide  CV  with  initial 
inquiry  to  Ad,  5454  Braesvalley,  #255,  Houston, 
Texas  77096. 

Family  practice/internist  needed  for  busy  office. 
Dallas  Metroplex.  40  hour  week.  Opportunities  are 
unlimited  for  hardworking  and  caring  physician  who 
wants  to  do  better  than  average.  $60K  + incen- 
tives + benefits.  Send  CV  to  Medical  Health  Clinic, 
100  N.  Cottonwood,  Suite  108,  Richardson,  Texas 
75080  or  call  Linda  214  699-9585, 

Locum  Tenens — BC/BE  needed  in  family  medicine. 

Guaranteed  up  to  40  hours  in  a growing  family 
practice  clinic.  Excellent  working  conditions;  insur- 
ance paid  and  housing  provided.  Contact  Nancy 
Bloomfield,  4010  College,  Suite  200,  Beaumont, 
Texas  77707;  409  842-9449. 

Texas  community  of  8,000  (trade  area  16,000)  seeks 
two  BC  FPs  to  establish  FP  group.  New  hospital 
under  construction.  Community  has  sound  econo- 
my; good  schools:  airport.  Generous  incentive  pack- 
age including  income  guarantee,  relocation,  office 
space,  more.  Contact:  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 


hour  of  Austin.  Established  practice  with  a proven 
capability  to  generate  good  income  in  desirable 
community.  Contact:  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 

A variety  of  group,  associate  and  solo  family  prac- 
tice opportunities  available  in  urban,  suburban  and 
rural  settings  in  Texas  and  Oklahoma.  Competitive 
incentive  packages  offered  to  qualified  candidates. 
For  information,  without  cost  or  obligation,  con- 
tact: Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Two  board  certified  family  physicians  seek  third 
associate  for  busy  practice  in  West  Texas  com- 
munity. Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial  situa- 
tion. Excellent  for  pilot  physician.  For  information, 
without  cost  or  obligation,  contact:  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117-8102;  817  595-1128. 


Solo  family  practitioner  seeking  associate  for  gen- 
eral family  practice  with  no  OB.  Fully  furnished 
office,  lab  and  x-ray  on  premises,  beautiful  modern 
clinic.  Rotating  call  at  nearby  hospital  with  3-4 
nights  per  month  and  one  weekend  every  5 
weeks.  Guaranteed  salary  option  available.  Located 
within  90  minutes  of  Austin,  San  Antonio,  Houston. 
Buy  in  or  buy  out  ayailable.  Good  solid  income 
practice.  Position  available  immediately.  Please 
reply  to  Ad-717,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


Central  Texas — Solo/Partnership.  Board  certified  FP 
desires  BE/BC  family  physician  interested/trained  in 
OB.  Community  of  6,000,  service  area  of  30,000, 
located  in  the  scenic  woodlands  of  Central  Texas, 
111  miles  south  of  Dallas,  101  miles  north  of 
Houston.  Great  place  to  raise  a family.  Income 
guarantee  and  other  financial  assistance.  Direct  in- 
quiry to:  Carol  Siemers,  HCA,  P.O.  Box  24347, 
Nashville,  TN  37202,  or  call  1-800-251-2561  or  615 
320-2798. 


Need  a good  doctor? 
“Call  P.R.N.” 

□ locum  tenens 

□ short-term  □long-term 

□ illness  □c.m.e.  □vacation 

□ solo  □group  □office 

□ hospital  □ambulatory  care 

□ rural  □small  town 
□big  city 

(staff  positions  also  open 
for  qualified  physicians) 


PRN,  Ltd.  Physician  Staffing 
Temporary  & Permanent  Placement 
1000  N.  Walnut  St.,  Suite  B 
New  Braunfels,  Texas  78130 


1-800-531-1122 

toll-free  information. ..no  obligation 


• •• 


A PRN 
Company 

— physician  owned,  established  1982  - 


General  practice  available  in  scenic  lake  area  of 

Texas  Hill  Country.  Recreational  mecca  within  one 


Texas  Medicine 


Internal  Medicine 

Family  practice/internist  needed  for  busy  office. 
Dallas  Mefroplex.  40  hour  week.  Opportunities  are 
unlimited  for  hardworking  and  caring  physician  who 
wants  to  do  better  than  average.  $60K  + incen- 
tives -t-  benefits.  Send  CV  to  Medical  Health  Clinic, 
100  N.  Cottonwood,  Suite  108,  Richardson,  Texas 
75080  or  call  Linda  214  699-9585. 

Five  American  trained,  BC  internists  seek  compat- 
ible associate  for  busy  group  practice  in  Texas  com- 
munity of  100,000-1-.  Office  adjacent  to  modern 
250-bed  hospital.  Excellent  call  arrangement,  salary 
and  benefits.  Full  associate  status  in  second  year. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Medical  staff  or  regional  medical  center  in  NE 
Texas  seeks  recently  trained,  BC  internist.  Shared 
call  with  other  internists.  Office  adjacent  to  mod- 
ern 200-bed  hospital.  Family  oriented  community 
with  strong  economy,  excellent  schools.  Many  rec- 
reational and  social  opportunities.  Competitive 
incentive  package.  Contact:  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117- 
8102;  817  595-1128. 

Established  practice  available  in  exclusive  Dallas 
neighborhood.  Average  (annual)  net  collections 
$335-j-K.  Loyal  patient  base.  Retiring  physician  will 
introduce.  Financing  available  to  qualified  candidate. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

College  Station,  Texas,  Internists — Busy,  three- 
member  group  of  General  Internists  here  is  seek- 
ing to  add  fourth  member.  Interest  in  cardiology 
and  intensive  care  helpful.  College  Station,  located 
approximately  90  miles  from  Houston  and  Austin, 
is  home  of  Texas  A&M  and  boasts  the  lowest  un- 
employment rate  In  the  state.  Send  your  CV  to: 
Manager,  Professional  Relations,  Humana  Inc.,  Dept. 
II-4D,  500  West  Main  Street,  Louisville,  KY  40201- 
1438.  Or  call  toll-free  1-800-626-1590. 


Neurology 

Neurologist — Regional  medical  center  serving 

150,000  in  NE  Texas  seeks  BE/BC  neurologist  for 
associate  practice  or  solo  sharing  call  with  recently 
trained  neurologist.  Family  oriented  community  with 
strong  economy,  excellent  schools.  Many  social  and 
recreational  opportunities.  Competitive  incentive 
package.  Contact:  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117-8102;  817 
595-1128. 


Obstetrics/Gynecology 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded, American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 

OBG  Opportunity — Board  certified  or  eligible  OBG 
to  join  another  OBG  in  a clinic  of  15  multispecialty 
physicians.  Competitive  first  year  salary  with  paid 
expenses  and  relocation  allowance.  Please  send  CV 
to  Pam  Shuttlesworth,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720. 

Fort  Worth — Partnership.  Board  certified  OBG  de- 
sires BE/BC  counterpart  to  assist  with  demanding 
practice.  Last  year  practice  approximated  278  births, 
100  C-sections  and  120  GYN  cases,  with  30  patient 
office  visits  daily.  Utilize  modern,  progressive  260- 
bed  acute  care  facility  with  women's  center,  inclu- 
sive of  fertility  center.  Excellent  financial  package 
with  partnership  after  first  year.  Direct  inquiry  to: 
Carol  Siemers.  HCA,  P.O.  Box  24347,  Nashville,  TN 
37202,  1-800-251-2561  or  615  320-2798. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 

Orthopedic  surgeon  to  join  two  established  ortho- 
pedic surgeons  within  a well  established  and 
expanding  multispecialty  group  in  a choice  rural 
area  of  Central  Texas.  Salary  with  incentive  bonus 
opportunity,  excellent  benefits.  Independent  fee- 
for-service  24-physician  group  with  drawing  area  of 
100,000+-  Send  CV  or  call  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park,  Bren- 
ham,  Texas  77833,  or  call  during  weekdays  1-800- 
333-6153  or  nights  409-836-4104. 

Attractive  Texas  community  of  25,000  (service  area 
75,000)  seeks  second  BE/BC  orthopedic  surgeon. 
Modern,  well-equipped  hospital.  Shared  call.  Many 
recreational  and  social  opportunities.  Generous 
incentive  package.  Contact:  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117- 
8102;  817  595-1128. 
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Orthopedic  surgeons — Texas  Gulf  Coast — An  attrac- 
tive financial  and  recruitment  package  will  be  pro- 
vided to  an  orthopedic  surgeon  in  a new  medical 
office  building  next  to  our  191-bed  hospital  in 
Baytown.  Immediate  referrals  will  be  forthcoming. 
Baytown,  population  60,000,  is  located  just  20  miles 
southeast  of  Houston.  For  more  Information,  send 
your  CV  to:  Manager,  Professional  Relations,  P.O. 
Box  1438,  Louisville,  KY  40201. 


Pediatrics 


Pediatricians — Texas  Gulf  Coast — Another  pediatri- 
cian is  needed  to  establish  practice  next  to  our 
191-bed  hospital  in  Baytown,  Texas.  The  only  pedia- 
trician here  is  extremely  busy  and  will  share  call. 
Attractive  financial  and  marketing  assistance  will  be 
provided.  Baytown,  population  60,000  is  located 
just  20  miles  southeast  of  Houston.  For  more  in- 
formation, send  your  CV  to:  Manager,  Professional 
Relaltions,  P.O.  Box  1438,  Louisville,  KY  40201. 


Psychiatry 

Psychiatrist — new  position  in  expanding  medical 
services  division  of  a community  mental  health 
center.  Requires  Board  Eligible  or  Board  Certified 
and  Texas  license.  A base  salary  of  $73,000,  higher 
considering  experience  and  certification.  Fringe 
benefit  package  of  23%  plus  administrative  and 
malpractice  liability  coverage.  El  Paso  has  more 
days  of  sunshine  than  any  city  in  the  U.S.  Our 
average  daily  high  temperature  in  January  Is  57 
degrees;  average  nightly  low  temperature  in  July  is 
70  degrees.  Mountain  resorts  with  skiing  and  fish- 
ing are  two  hours  away.  A culturally  diverse  major 
metropolitan  area,  El  Paso  has  a population  of 
over  500,000.  Bilingual  Spanish/English  required. 
For  more  information  call  or  write  W.  M.  Smith, 
Personnel  Director,  Life  Management  Center,  P.O. 
Box  9997,  El  Paso,  Texas  79990;  915  594-1069. 

Psychiatrist — Texas  Gulf  Coast — Our  191-bed  hos- 
pital in  Baytown,  Texas  Is  rapidly  expanding  psychi- 
atric services  and  another  general  or  child  psychia- 
trist is  needed  to  establish  practice  here.  We  now 
have  34  psychiatric,  10  adolescent  and  six  chemical 
dependency  beds.  Attractive  financial  and  market- 
ing assistance.  Baytown,  population  60,000,  is  lo- 
cated just  20  miles  southeast  of  Houston.  For 
further  information,  send  your  CV  to:  Manager, 
Professional  Relations,  P.O.  Box  1438,  Louisville,  KY 
40201. 


Radiology 

BE/BC  radiologist  needed  tor  locum  tenens  in 
Laredo,  Texas,  Full  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Radiologist — Part-time  position  available.  No  spe- 
cials or  MRI.  Ideal  tor  semi-retirement  in  resort/ 
retirement  area  in  South  Texas  on  Mexican  border 
near  Cult  ot  Mexico.  Contact  Max  Boeder,  MD, 
1315  E.  6th  Street,  Weslaco,  Texas  78596. 

Diagnostic  radiologist — to  join  well  established 

tive-man  group.  Practice  includes  angiography,  MRI, 
ultrasonography,  nuclear  medicine,  and  routine  pro- 
cedures. Excellent  area  tor  family.  Educational  and 
recreational  advantages.  Reply  to  Waco  Radiological 
Clinic,  PA,  405  Londonderry  Dr,,  Suite  104;  Waco, 
Texas  76712. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Positions  Available — Seeking  BC/BE,  general  Inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  IV2  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 


Expanding  Texas  Multispecialty  Group — Dallas/Fort 
Worth  area,  requires  BE/BC  physicians:  internal 
medicine  and  subspecialties,  OBG,  orthopedics, 
pediatrics,  psychiatry,  urology,  ENT,  ophthalmology. 
Competitive  salary  and  benefits.  CV  to:  Medical 
Director,  Permanente  Medical  Association  of  Texas, 
12720  Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Permanente  Medical  Association  of  Texas — Rapidly 
expanding,  multispecialty  prepaid  group  practice  in 
Dallas/Fort  Worth  seeking  BE/BC  physicians:  allergy, 
anesthesiology,  dermatology,  family  practice,  gastro- 
enterology, general  surgery,  internal  medicine,  neu- 
rology, OBG,  oncology,  ophthalmology,  orthopedics, 
otolaryngology,  pediatrics,  psychiatry,  radiology, 
vascular  surgery,  urology.  Extensive  benefit  package. 
Send  CV  or  contact  Medical  Director,  Permanente 
Medical  Association  of  Texas,  12720  Hillcrest,  Suite 
600,  Dallas,  Texas  75230;  214  458-5015.  Equal  op- 
portunity employer. 

We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  John  Smith,  Locum  Tenens,  Inc.  (A 
Division  of  Jackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT9,  Atlanta,  GA  30346, 
telephone  1-800-544-1987. 

Arizona-based  physician  recruitment  firm  has  qual- 
ity opportunities  nationwide.  Available  positions  in 
primary  care  and  surgical  specialties  to  include 
OBG,  IM,  FP,  ORS,  ENT.  "(Quality  Physicians  for 
Quality  Clients  Since  1972."  Call  602  990-8080;  or 
send  CV  to  Mitchell  & Associates,  Inc.,  P.O.  Box 
1804,  Scottsdale,  AZ  85252. 


West  Texas — Need  BE/BC  urologist  to  join  estab- 
lished urologist  next  summer  in  new  office  in  city 
of  100,000.  Send  CV  and  references  to  Ad-710, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd..  Austin, 
Texas  78701. 

THS  Doctor's  Clinic,  Marlin,  Texas  recruiting 
primary  care  physicians  for  Central  Texas  com- 
munity, population  8,000,  market  area  12,000. 
Openings  for  family  practice,  internal  medicine, 
pediatrics.  Turn-key  operation,  see  to  appreciate. 


For  further  information  contact:  Administrator,  THS 
Doctor's  Clinic,  P.O.  Box  60,  Marlin,  Texas  76661; 
817  883-6453. 

Family  or  internal  medicine  physician  needed  for  a 
satellite  clinic  affiliated  with  a well-established,  ex- 
panding multispecialty  group  in  a choice  rural  area 
of  Central  Texas.  Salary  with  incentive  bonus  oppor- 
tunity, excellent  benefits.  Independent  fee-for- 
service.  24-physician  group  with  drawing  area  of 
100,000-t-.  Send  CV  to  William  Schlotter,  Brenham 
Clinic  Association,  PA,  600  N.  Park,  Brenham, 
Texas  77833,  or  call  1-800-333-6153. 

Pathologist,  board  certified  AP/CP  or  eligible. 
Established  osteopathic  pathology  group  seeking 
full  time,  well  trained,  compatible  pathologist. 
Medical  school  affiliation  with  part  time  teaching 
position  possible.  Must  be  able  to  interact  well 
with  attending  staff  and  interested  in  a career  com- 
mitment. Send  CV,  references,  anticipated  remuner- 
ation and  career  objectives  to  P.O.  Box  9710,  Fort 
Worth,  Texas  76147. 

Excellent  private  practice  opportunity  in  suburban 
Dallas.  Hospital  affiliated  with  a prestigious  not- 
for-profit,  multi-hospital  healthcare  system.  Call, 
send  or  FAX  CV:  Leonard  Graivier,  MD  or  Tony  C. 
Rasberry,  Physician  Netwoik  of  America,  8505  Free- 
port Parkway,  Suite  130,  Irving,  Texas  75063.  1-800- 
336-2575.  FAX  214  929-4568. 

Internal  Medicine/Family  Practice/Occupational 
Medicine — Major  company  seeks  a full-time  clinician 
to  work  in  downtown  Houston  facility.  Prefer  board 
certification.  Regular  working  hours  (7:30  am-4:15 
pm)  and  competitive  salary.  Send  CV  to  joyce 
Butler,  P.O.  Box  2227,  Houston,  Texas  77252  or 
call  collect  713  754-4304. 

Wanted — Specialists  in  cardiac  surgery,  orthopedic 
surgery,  plastic  surgery,  otolaryngology  and  general 
surgery  to  evaluate  medical  records.  Forward  your 
CV  to  Peer  Review  Associates,  One  Bentwood  Road, 
Palm  Beach  Cardens,  Florida  33418. 


PHYSiCIANS-NORTH  CENTRAL  TEXAS 

Expanding  multispecialty  medical  center  in 
Cleburne,  near  D/FW  Metroplex,  composed 
of  21  physicians  serving  area  with  population 
of  91,000.  Top  salary,  benefits,  partnership 
opportunities. 

Openings  in:  Internal  Medicine  ♦ OB/GYN 
♦Ophthalmology 

Board  certified/eligible  physicians  send  CV: 
Sandra  Arnold,  Kimbro  Medical  Center, 

PO  Box  157,  Cleburne,  Texas  76033 


Immediate  opening  for  expanding  institution  seek- 
ing invasive  cardiologist,  cardiovascular  surgeon, 
orthopedist,  two  pediatricians,  board  certified  in- 
ternist and  board  certified  family  practitioner.  West 
Texas  location  of  approximately  100,000.  Competi- 
tive salary  based  on  background  and  experience. 
Send  CV  and  current  picture  to  Ad-718,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

Immediate  need  for  general  surgeon.  Guaranteed 
salary  with  bonus  incentive  plan,  malpractice, 
health  insurance,  relocation  expenses  in  benefit 
package.  Partnership  with  five  family  practitioners. 
Cross  coverage  with  general  surgeon  in  the  im- 
mediate area.  Enjoy  a subtropical  climate  on  the 
Texas  Gulf  Coast.  Location  is  attractive  to  those 
who  enjoy  outdoor  sports.  Reply  to  L,  Stefanutti, 
2926  Lazy  Lake,  Harlingen,  Texas  78550;  512  428- 
5747. 

Pulmonologist — Five  man  group  of  American 
trained,  BC  internists  seeks  compatible  pulmonol- 
ogist associate.  Texas  community  of  100,000  + . 
Office  adjacent  to  modern  250-bed  hospital.  Shared 
call,  good  salary  and  benefits.  Full  associate  status 
in  second  year.  Contact:  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117- 
8102;  817  595-1128. 

Dallas  Suburb — Multispecialty  group  adjacent  to 
full  service  hospital  seeks  pediatrician,  internist, 
OBC,  orthoped'C  surgeon  and  cardiologist.  Shared 
call  with  board  certified  physicians  of  same  soe- 
cialtv.  Good  benefits.  For  information,  without  cost 
or  obligation,  contact:  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 

Allergist — Pediatric  and  adult  allergy  practice  avail- 
able in  major  metropolitan  area  of  northeast  Texas. 
For  information,  without  cost  or  obl'gation,  contact: 
Physician  Resource  Network.  P.O.  Box  37102,  Fort 
Worth,  Texas  76117-8102;  817  595-1128. 

Gastroenterologist — Two  busy  gastroenterologists 
seek  third  associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefit  package,  and 
early  partnership.  Modern  hospitals.  Attractive  com- 


munity with  strong,  diversified  economy;  excellent 
schools.  Many  social  and  recreational  opportunities. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Malone  and  Hogan  Clinic  is  currently  in  need  of  a 
CRNA  to  join  our  multispecialty  group.  We  offer 
generous  salary,  paid  malpractice,  life  and  health 
insurance,  and  a profit  sharing  plan.  The  anesthe- 
tist will  rotate  call  and  cover  an  out-patient  clinic 
and  a 153-bed  hospital  with  general  anesthesia.  If 
interested  please  contact  Pam  Shuttlesworth,  1501 
W.  11th  Place,  Big  Spring,  Texas  79720-4199,  or 
call  915  267-6361,  ext.  336. 

Physicians  Wanted  Nationwide — Major  cities  in 
rural  communities.  Cardiology,  ENT,  family  practice, 
internal  medicine,  OBC,  psychiatry,  radiology,  ex- 
cellent quality  of  life,  excellent  compensation,  etc. 
Reply  with  CV  to  Medical  Support  Services,  8806 
Baicones  Club  Dr.,  Austin,  Texas  78750;  office  512 
331-4164;  24  hour  FAX  512  331-6741. 


OPPORTUNITIES  SOUGHT 

OBC — US  graduate  with  Texas  residency  in  OBC. 
Board  certified  and  fellow  in  ACOC  with  14  years 
experience  seeking  a practice  locale.  Prefer  associa- 
tion or  partnership  with  other  OBC  or  clinic  with 
coverage.  Contact  Dick  Cunningham,  MD  after  6 
pm,  713  376-9062. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Marquette  Stress  Systems — Model  #3500  and  Model 
"Case,"  Del  Mar  Stress  System  Model  #3100, 
Siemens  Siremobil  2 C-Arm,  Phillips  BV-22,  C-Arm, 
QBCs,  QBC  lls,  Olympus  sigmoidoscopes,  Ritter 
procto  tables,  Sequoia-Turner  900,  Kodak 
Ektachems,  Autoclaves  and  much,  much  more. 
Please  call  for  photos  and  prices.  Inventory  lists 
sent  by  writing  or  by  phoning  Medexchange,  Inc., 
3021  Carmel  St.,  Dallas,  Texas  75204,  USA;  214 
824-5040,  214  823-9428  FAX. 

For  Sale — Burdick  treadmill  EKG  with  monitor 
TA-520.  Burdick  defibrillator  DC-190.  Datamed 
transmitter  model  331-A.  Burdick  T500  treadmill — 
like  new.  $12,000.  Contact  Nilon  Tallant,  MD,  705 
W.  Hopkins  St.,  San  Marcos,  Texas  78666-4398; 
512  396-3361. 


Office  Space/Property 

Medical  lease  Space — 2,184  square  feel,  finished 
out  in  excellent  condition  with  private  office,  three 
baths,  five  treatment  rooms,  lab,  nurses  lounge, 
business  and  reception  areas.  Hulen  South  Profes- 
sional Building.  Great  location  in  SW  Fort  Worth, 
(across  from  Hulen  Mall),  utilized  by  family  phy- 
sician since  1979.  817  292-1861/732-8767. 

El  Paso — Price  reduced  on  nice  general  practice  in 
affluent  neighborhood  on  west  side.  Leased  office, 
$60,000  equipment  value  (includes  computer).  Cross 
in  1988,  $108,000,  up  from  1987.  Good  earnings. 
Growth  potential.  Price  $95,000.  Owner  financing. 
Contact  Simmons  and  Associates,  Inc.,  710-B  Belvi- 
dere,  El  Paso,  Texas  79912.  915  833-3814. 


Practices 

Internal  medicine  practice  for  sale.  Located  30 
miles  south  of  San  Antonio  and  servicing  patients 
in  a 30-mile  radius.  Well-established  practice  for 
the  past  14  years.  Should  be  bilingual  or  able  to 
communicate  in  Spanish.  Please  contact  Mrs.  Elsa 
Fernandez  at  home  512  496-1049  or  office  512 
663-4478. 

Gynecology,  Dallas  County — Solo  practice  for  sale. 
Seller  semi-retiring  and  leaving  state.  This  15  + 
year  old  practice  will  require  a purchaser  with 
clinical  experience  and  financial  stability.  Obstetrics 
can  be  reinstated.  Attractive  three  year  old  facility 
for  sale  with  practice.  Yearly  collections  low  $200s. 
Good  transition  available.  Contact  Lewis  Health 
Profession  Services,  214  437-1180. 

Practice  For  Sale — Cardiology  practice.  10  years  old. 
Good  patient  load.  Good  gross  revenue.  Invasive 
labs  and  open  heart  surgery  available.  Angioplasty 
available.  Call  arrangement  with  three  other  cardi- 
ologists. Only  serious  investors.  Please  call  214 
794-3276. 

Internal  Medicine  Texas — 90  minutes  North  East  of 
Dallas,  Nice  size  community.  Doctor  returning  to 
school.  Sale/associate  leading  to  purchase.  Beautiful 
office.  Excellent  net.  Cary  Clinton,  214  327-7765. 

Tired  of  big  city  living?  Or  are  you  thinking  of 
retiring  but  still  want  the  option  of  an  office  prac- 
tice where  your  patients  will  appreciate  you?  This 
may  be  your  solution.  House/office  combo  in  small 
West  Texas  town  for  sale.  Within  minutes  of  rural 
hospital  if  hospital  practice  desired.  Reply  to 
Ad-715,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Thriving,  lucrative  family  practice  with  obstetrics 
for  sale  in  suburban  Dallas-Fort  Worth  area.  Female 
physician  preferred.  Practice  grosses  350,000  per 
year.  Three  hospitals  within  three  miles  with  ex- 
cellent facilities.  Good  schools  and  recreational 
facilities  in  area.  Send  CV  to  Joseph  Hosein,  Office 
Manager,  P.O.  Box  120422,  Arlington,  Texas  76012. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 

Attorney-— representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  contracts;  profes- 
sional associations;  partnerships;  and  leases.  Robert 
J.  Ratcliffe,  1104  Nueces,  Suite  4,  Austin,  Texas 
78701;  512  477-2335.  (Fully  licensed  attorney  in 
Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 

Selling  your  practice?  We  offer  on-site  appraisals, 
practice  brokerage,  physician  recruiting,  and  part- 
nership buy-in  services.  We  can  help  you  make  the 
right  decisions.  For  a free  brochure,  call  or  write 
Practice  Dynamics,  Dept.  T,  P.O.  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911. 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office, 
or  214  238-7129. 

Immigration  problems?  Contact  the  law  offices  of 
C.  Wellington  Smith,  PC,  702  Colorado,  Suite  102, 
Austin,  Texas  78701.  Board  certified,  Immigration 
and  Nationality  Law,  Texas  Board  of  Legal  Special- 
ization. 


CONTINUING  EDUCATION 

1989  CME  Cruise/Conferences  on  Medicolegal 
Issues  and  Risk  Management — Caribbean,  Mexico, 
Alaska/Canada,  China/Orient,  Scandinavia/Russia, 
Mediterranean,  Black  Sea,  Trans  Panama  Canal, 
Approved  for  24-28  CME  Category  1 credits  (AMA/ 
PRA)  and  AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compliance 
with  IRS  requirements.  Information:  International 
Conferences,  189  Lodge  Avenue,  Huntington  Station, 
NY  11746.  1-800-521-0076  or  516  549-0869. 


MISCELLANEOUS 

Abortion  AltemativesI  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $45.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $80.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 
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DIAGNOSIS. 


Just  months  ago,  physicians’  rights  to  due 
process  were  jeopardized  when  Medicare  carriers 
issued  thousands  of  refund  notices  for  “medically 
unnecessary”  services.  Refund  notices  were  being 
sent  to  patients  and  physicians  without  adequate 
claims  investigation  and  without  information  to 
wage  an  appeal.  Left  unchecked,  this  process  threat- 
ens to  severely  undermine  the  basic  trust  between 
physician  and  patient. 

Things  are  different  now. . .thanks  to  the  AMA. 
Our  committed  work  with  the  Health  Care 
Financing  Administration  (HCFA)  to  solve  this 
problem  has  paid  off.  Because  of  the  AMAs 
determination  to  protect  the  rights  of  physicians 
and  patients,  HCFA  has  issued  new  instructions 
to  Medicare  carriers.  Carriers  are  now  required 


to  contact  physicians  directly  for  additional  infor- 
mation before  any  claim  is  denied  or  any  patient 
notices  are  released. 

But  there’s  more  work  to  be  done.  During  the 
next  few  months,  HCFA,  working  with  the  AMA, 
will  develop  an  educational  program  for  improv- 
ing physician  understanding  of  the  whole  process. 
We  must  continue  to  look  out  for  your  patients 
and  for  your  rights,  too.  But  we  can’t  do  it  without 
your  help. 

Our  members  make  a difference. 

If  you  ’re  already  a member,  we  need  your 
continued  support.  If  you  ’re  not, 

JOIN  TODAY. 

Call  1-800-AMA-1452.  In  Illinois,  call  collect, 
312-645-4783. 
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In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 


Volume  85  April  1989 


08 


Continuing  Education  directory 


COURSES 


MAY 

AIDS 

May  6,  1989 

AIDS  TRAINING  CONFERENCE.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock,  TX  79430  (806)  743-2929 

May  11-12,  1989 

1ST  ANNUAL  HOUSTON  CONEERENCE  ON  AIDS  IN  AMERICA.  Hyatt 
Regency  Hotel,  Houston.  Fee  S275.  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  1 1 hours.  Contact  Lynne  Tiras,  International  Meeting 
Managers,  Inc,  4550  Post  Oak  Place,  Suite  248,  Houston,  TX  77027 
(713)  965-0566,  Fax  (713)  960-0488 

Arthritis  and  Rheumatism 

May  20,  1989 

THE  ST  PAUL  TEACHING  DAY  IN  RHEUMATIC  DISEASES.  Grand  Kem- 
pinski  Hotel,  Dallas.  Fee  S90  physicians,  S50  residents.  Category  1, 

AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Diane  Pitkin, 
Continuing  Physician  Education,  St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Cardiovascular  Disease 

May  3-5,  1989 

NE'W  CARDIOVASCULAR  INTERVENTIONS.  Sheraton,  New  Orleans. 
Fee  $800.  Credit  TBA.  Contact  Jane  Arnette,  Cardiovascular  Institute  of 
the  South,  300  Liberty,  Houma,  LA  70360  (800)  525-8777 

May  10-12,  1989 

CLINICAL  AUSCULTATION  OF  THE  HEART.  Georgetown  University 
Medical  Center,  Gorman  Bldg  Auditorium,  Washington,  DC.  Fee  $365 
members  of  American  College  of  Cardiology,  $430  non-members  of 
ACC,  $235  residents  and  fellows.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  19  hours.  Contact  the  American  College  of  Cardiology, 
Extramural  Programs,  Dept  5080,  Washington,  DC  20061-5080 
(1-800)  253-4636 

May  18-20,  1989 

ANNUAL  SPRING  AUSCULTATION.  Marriott  Medical  Center,  Houston. 
Fee  $275.  Credit  TBA.  Contact  Susan  Murray,  PO  Box  20345,  MC 
3-276,  Houston,  TX  77225  (713)  791-2157 

May  18-20,  1989 

VASCULAR  SURGERY  1989.  Marriott  Marquis,  New  York.  Fee  $450 
physicians,  $300  residents  and  fellows.  Category  1,  AMA  Physician’s 
Recognition  Award;  24  hours.  Contact  Ann  Boehme,  CMP,  Long  Island 
Jewish  Medical  Center,  New  Hyde  Park,  NY  1 1042  (718)  470-8650 

Dermatology 

May  8-10,  1989 

SUNLIGHT,  ULTRAVIOLET  RADIATION,  AND  THE  SKIN.  Masur  Audi- 
torium, The  Warren  Grant  Magnuson  Clinical  Center,  National  Insti- 
tutes of  Health,  Bethesda,  Md.  Fee  TBA.  Credit  TBA.  Contact  Andrea 


Manning,  Prospect  Associates,  Suite  500,  1801  Rockville  Pike,  Rock- 
viUe,  MD  20852  (301 ) 468-MEET 

Emergency  Care 

May  1-5,  1989 

COMPREHENSIVE  REVIEW  AND  UPDATE  IN  EMERGENCY  MEDI- 
CINE; MEDICINE  AND  PEDIATRICS.  Hyatt  Regency,  Chicago.  Fee  $575 
members  of  American  College  of  Emergency  Physicians,  $660  non- 
members of  ACEP,  $345  residents.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  37.5  hours.  Contact  the  American  College  of  Emergency 
Physicians,  Public  Relations  Dept,  PO  Box  619911;  Dallas,  TX 
75261-9911  (214)  550-0911 

May  4-5,  1989 

7TH  ANNUAL  EMERGENCY  CARE  UPDATE.  Hyatt  Regency  Hotel, 
Dallas.  Fee  $80.  Credit  TBA.  Contact  Jane  Wynn,  RN,  CareFlite  Dallas, 
PO  Box  225344,  Dallas,  TX  75265  (214)  944-8591 

May  15-19,  1989 

COMPREHENSIVE  REVIEW  AND  UPDATE  IN  EMERGENCY  MEDI- 
CINE: TOXICOLOGY  AND  NEUROLOGY.  Westin  Hotel,  Indianapolis. 
Fee  $575  members  of  American  College  of  Emergency  Physicians, 

$660  nonmembers  of  ACEP,  $345  residents.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  34  hours.  Contact  the  American  College  of 
Emergency  Physicians,  Public  Relations  Dept,  PO  Box  619911,  Dallas, 
TX  75261-991 1 (214)  550-091 1 

Family  Medicine 

May  22-26,  1989 

1 3TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  MEDICINE.  Astro  Village 
Hotel  Complex,  Houston.  Fee  $490  physicians,  $325  non-Baylor  resi- 
dents and  fellows.  Credit  TBA.  AAFP  prescribed.  Contact  Carol  Soroka, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

General  Medicine 

May  8-9,  1989 

7TH  ANNUAL  CONFERENCE  ON  PRESCRIPTION  MEDICINE  INFOR 
MATION  AND  EDUCATION.  Capital  Hilton  Hotel,  Washington,  DC.  Fee 
TBA.  Credit  TBA.  Contact  the  National  Council  on  Patient  Information 
and  Education  (NCPIE),  7th  Annual  Conference,  666  Eleventh  St, 
#810,  Washington,  DC  20001  (202)  347-671 1 

May  11-14,  1989 

16TH  ANNUAL  ACAM  SPRING  CONFERENCE.  Hyatt  Regency  at  Re- 
union, Dallas.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 5 hours.  Contact  the  American  College  of  Advancement  in 
Medicine,  23121  Verdugo,  Suite  204,  Laguna  Hills,  CA  92653  (800) 
532-3688 

Health  Administration 

May  5-7,  1989 

MEDICAL  STAFF  ISSUES.  Concourse  Hotel,  Madison,  Wis.  Fee  $400. 
Category  1,  AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact 
Karen  Hering,  Wisconsin  Hospital  Association,  572 1 Odana  Rd,  Madi- 
son, WI  53719  (608)  274-1820 

Internal  Medicine 

May  30— June  3,  1989 

12TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  Rm  D 1.600,  The 


Texas  Medicine 


linivcrsity  of  Texas  Southwestern  Medical  School,  Dallas.  Fee  TBA. 
C.ategory  I,  AMA  Physician’s  Recognition  Award;  4S  hours.  Contact 
Ann  Parchem,  Catntinuing  Education,  UT  Southwestern  Medical  School, 
Harr>’  Hines  Blvd,  Dalla.s,  TX  (214)  688-2166 

Neurology 

May  6,  1989 

HOUSTON  EPILEPSY  EODINDATION  1989  Holiday  Inn  Crownc  Plaza, 
Houston.  Eee  S6()  physicians.  Catcgoiy  1,  AMA  Physician's  Recognition 
Award;  6 hours.  Camtact  Carol  Soroka,  Office  of  C^ontinuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(^13)  ■^98-6020 

Orthopedic  Surgery 

May  S-6,  1989 

ORTHOPEDIC  UPDATE.  Location  TBA.  Fee  TBA.  Credit  TBA.  Contact 
Sindi  Sonnier,  Presbyterian  Healthcare  System,  8200  Walnut  Hill  lane, 
Dallas,  TX  75231  (214)696-8458 

Pathology 

May  18-20,  1989 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY,  VIIL  Room  D1  600,  The 
University  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $600 
complete  course  with  glass  slides;  $450  complete  class  without  glass 
slides;  $350  basic  course;  $125  partial  course;  $125  students,  resi- 
dents, and  fellows.  Category  1,  AMA  Physician's  Recognition  Award;  22 
hours.  Contact  Ann  Parchem,  Division  of  Continuing  Education,  The 
University  of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235(214)688-2166 

May  25-26,  1989 

5TH  ANNUAL  CURRENT  ISSUES  IN  ANATOMIC  PATHOLOGY:  1989. 
Holiday  Inn  Union  Square,  San  Francisco.  Fee  $300.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 2 hours.  Contact  University  of  Califor- 
nia, Extended  Programs  in  Medical  Education,  Room  U-569,  San  Fran- 
cisco, CA  94143-0742  (415)  476-4251 

Pediatrics 

May  18-20,  1989 

ADVANCES  IN  PEDIATRICS.  Mariner’s  Inn,  Hilton  Head  Island,  South 
Carolina.  Fee  $220  resident  and  candidate  fellows  of  American  Acad- 
emy of  Pediatrics,  $300  fellow  AAP,  $365  nonmember  physicians. 
Category  1,  AMA  Physician’s  Recognition  Award;  16  hours.  AAFP  pre- 
scribed. Contact  the  American  Academy  of  Pediatrics,  CME  Registra- 
tion, PO  Box  927,  Elk  Grove  Village,  IL  60009-0927  (800)  433-9016, 
ext  7657 

Physical  Medicine  and  Rehabilitation 

May  4—6,  1989 

6TH  ANNUAL  CHRONIC  PAIN  COURSE:  LOW  BACK  PAIN  EVALUA- 
TION AND  MANAGEMENT.  Marriott-Medical  Center,  Houston.  Fee 
$275  physicians,  $150  non-Baylor  residents  and  fellows.  Credit  TBA. 
Contact  Tamara  Greiner,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030 

Radiology 

May  8-12,  1989 

ADVANCED  RADIOLOGICAL  HEALTH,  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex.  Fee  $700.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  36  hours.  Contact  UT  Health  Science  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

May  15-19,  1989 

RADUTION  SAFETY  OFFICER’S  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $750  Category  1,  AMA 
Physician’s  Recognition  Award;  36  hours.  Contact  UT  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 
567-4444 

Surgery 

May  22-24,  1989 

SURGERY  FOR  CORONARY  ARTERY  DISEASE.  Washington  Duke  Inn 


and  Golf  Club,  Durham,  NC.  Fee  $ t60  members  of  American  (College 
of  Cardiology,  $525  nonmembers  of  AfX;.  (^ategor)-  1,  AMA  Physician’s 
Recognition  Award;  2-t.5  hours.  Contact  the  American  (atllcge  of  Car- 
diology, Extramural  Programs,  Dept  5080,  Washington,  DC, 

20061  5080  (800)  25.3  -1636 

JUNE 

Cancer 

.lune  23,  1989 

NURSING  RESEARCH  UPDATE  1989.  Clark  Clinic  Bldg  Auditorium, 
M.D.  Anderson  Cancer  Center,  Houston.  Fee  TBA.  (Tedit  I'BA.  Contact 
Shirley  Roy,  Conference  Services,  Box  1.31,  M.D.  Anderson  (iancer 
Center,  1515  Holcombe  Blvd,  Houston,  'IX  770.30  (713)  792-2222 

Cardiovascular  Disease 

June  8-10,  1989 

CARDIOLOGY  FOR  THE  CLINICIAN.  Hyatt  I.ake  Tahoe  Resort  and 
Casino,  Incline  Village,  Nev.  Fee  $3 1 5 members  of  American  College  of 
Cardiology,  $380  non-members  of  ACC,  $200  residents  and  fellows. 
Category  1,  AMA  Physician’s  Recognition  Award;  15.5  hours.  Contact 
American  College  of  Cardiology,  Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  ( 1-800)  25.3-46.36 

Critical  Care  Medicine 

June  4—7,  1989 

EXAMINATION  REVIEW  COURSE:  CRITICAL  CARE  Town  and  Coun 
try  Hotel,  San  Diego.  Fee  $550  members  of  American  College  of  Chest 
Physicians,  $625  nonmembers  of  ACCP;  $325  physicians-in-training. 
Category'  1 , AMA  Physician’s  Recognition  Award;  30  hours.  Contact 
American  College  of  Chest  Physicians,  PO  Box  93826,  Chicago,  IL 
60673  (312)  698-2200 

Emergency  Care 

June  5-9,  1989 

COMPREHENSIVE  REVIEW  AND  UPDATE  IN  EMERGENCY  MEDI- 
CINE: CARDIOVASCULAR  AND  PULMONARY.  Hotel  Nikko,  San  Fran- 
cisco. Fee  $575  members  of  American  College  of  Emergency 
Physicians,  $660  nonmembers  of  ACEP,  $345  residents.  Category  1, 
AMA  Physician’s  Recognition  Award;  38  hours.  Contact  the  American 
College  of  Emergency  Physicians,  Public  Relations  Dept,  PO  Box 
619911,  Dallas,  TX  75261  9911  (214  ) 550-0911 

June  8-10,  1989 

MARKETING  THE  EMERGENCY  DEPARTMENT.  Lafayette  Hotel, 
Boston.  Fee  $465  members  of  the  American  College  of  Emergency 
Physicians,  $570  nonmembers  ACEP,  $325  residents.  Category  1,  AMA 
Physician’s  Recognition  Award;  25  hours.  Contact  the  American  Col- 
lege of  Emergency  Physicians,  Public  Relations  Dept,  PO  Box  619911, 
Dallas,  TX  75261-9911  (214)  550-0911 

June  10,  1989 

ANATOMY  OF  CRITICAL  PROCEDURES  IN  EMERGENO'  MEDICINE. 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Sonnier,  Presbyterian 
Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  ■'52.31  ( 214) 
696-8458 

June  12-14,  1989 

MANAGEMENT  STRATEGIES  IN  EMERGENCY  MEDICINE.  Hyatt  Re 
gency,  Burlingame  ( San  Francisco ).  Fee  $460  members  of  American 
College  of  Emergency  Physicians,  $565  nonmembers  of  ACEP,  $320 
residents.  Category  1,  AMA  Physician’s  Recognition  Award;  25  hours. 
Contact  the  American  College  of  Emergency  Physicians,  Public  Rela- 
tions Dept,  PO  Box  619911,  Dallas,  TX  75261-9911  (214)  550-091 1 

Ethics 

June  30-July  1,  1989 

EUTHANASIA:  AN  OLD/NEW  DILEMMA  FOR  PHYSICIANS.  San 
Francisco.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award; 
hours  TBA.  Contact  University  of  California,  Extended  Programs  in 
Medical  Education,  Rm  U-569,  San  Francisco,  CA  94143-0742  (415) 
476-4251 
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Family  Medicine 

June  3,  1989 

FAMILY  PRACTICE;  CLINICAL  ENCOUNTERS  1989.  The  University  of 
Texas  Southwestern  Medical  School,  Dallas.  Fee  895.  Category  1,  AMA 
Physician’s  Recognition  Award;  7 hours.  Contact  Freddie  Heitman,  Di- 
vision of  Continuing  Education,  UT  Southwestern  Medical  School, 

5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

General  Medicine 

June  4-9,  1989 

THE  POWER  OF  THE  ART:  HUMANISM,  HEALING  AND  HEALTH 
C;aRE.  Poipu  Beach,  Kauai,  Hawaii.  Fee  8550.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  25  hours.  AAFP  prescribed.  Contact  David 
Elpern,  MD,  The  Kauai  Foundation  for  Continuing  Education,  PO  Box 
3650,  Lihue,  HI  96766  (808)  245-3351 

June  10,  1989 

HEART  FAILURE.  Westin  Hotel-Galleria,  Dallas.  Fee  890  physicians, 

850  residents.  Category'  1 , AMA  Physician’s  Recognition  Award;  7 
hours.  Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3735 

June  14-16,  1989 

ISSUES  IN  CARE:  THE  YOUNG  PATIENT  ( BIRTH  TO  25 ).  South  Padre 
Island,  Tex.  Fee  8300.  Category'  1,  AMA  Physician’s  Recognition  Award; 
12  hours.  Contact  Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Internal  Medicine 

June  17,  1989 

CALCIUM  ANTAGONISTS  1989:  EMERGING  CONCEPTS  AND  FUTURE 
APPLICATIONS.  Hotel  Crescent  Court,  Dallas.  No  fee,  advance  registra- 
tion requested.  Category  1 , AMA  Physician's  Recognition  Award;  3 
hours.  Contact  Ann  Parchem,  Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235-9059(214)688-2166 

Obstetrics  and  Gynecology 

June  1-4,  1989 

COMPREHENSIVE  WORKSHOP  IN  REPRODUCTIVE  SURGERY/ 
CYNECOLOGICAL  MICROSURGERY,  LASER  TECHNIQUES,  AND 
OPERATIVE  Ij\PROSCOPY.  Margot  Perot  Women’s  and  Children’s  Cen- 
ter, Presbyterian  Hospital,  Dallas.  Fee  8950  physicians,  8825  residents 
and  fellows.  (Category  1,  AMA  Physician’s  Recognition  Award;  25  hours. 
25  cognates.  Contact  Sindi  Sonnier,  Presbyterian  Healthcare  System, 
8200  Walnut  Hill  Une,  Dallas,  TX  7523 1 ( 2 1 4 ) 696-8458 

June  28-July  1,  1989 

WOMEN’S  HEALTH  CARE.  Santa  Fe,  NM.  Fee  8300.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 4 hours.  Contact  Susan  l^rson,  Scott 
and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Otolaryngology 

June  15-17,  1989 

MANAGEMENT  OF  EARI.Y  HEAD  AND  NECK  CANCER  South  Shore 
Harhor.  League  City',  Tex.  Fee  8250.  Category'  1,  AMA  Physician’s  Rec- 
ognition Award;  14  hours.  Contact  Martha  Berlin,  Shearn  Moody  Plaza, 
Suite  7101,  Galveston,  TX  77550  (409)  761-2934 

Pediatrics 

June  12-16,  1989 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Mariner’s  Inn,  Hilton  Head  Island,  SC.  Fee  8340  physicians, 
8240  non-Baylor  residents  and  fellows.  Category  1,  AMA  Physician’s 
Recognition  Award;  24  hours.  Contact  Lila  Lerner,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

June  16-18,  1989 

26TH  ANNUAL  PEDIATRICS  FOR  THE  PRACTITIONER.  Radisson 
Gunter  Hotel-Downtown,  San  Antonio,  Tex,  Fee  TBA,  Category  1,  AMA 
Physician’s  Recognition  Award;  1 5 hours.  Contact  the  University  of 


Texas  Health  Science  Center,  Continuing  Medical  Education  Office, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

June  22-24,  1989 

THE  1989  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  San  Luis 
Hotel,  Galveston,  Tex.  Fee  8275.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  15  hours.  Contact  Gayle  Norris,  Shearn  Moody  Plaza,  Suite 
7101,  Galveston,  TX  77550  (409)  761-2934 

Radiology 

June  24-30,  1989 

CHALLENGE  89;  DECISIONS  IN  IMAGING.  London,  England.  Fee  8450 
before  March  31,  1989;  8495  after  March  31,  1989;  8395  students, 
residents,  and  fellows.  Credit  TBA,  Contact  Barbara  Silletto,  University 
Imaging  Associated,  Los  Angeles  County  USC  Medical  Center,  Box  66, 
1200  N State  St,  Los  Angeles,  CA  90033  (213)  226-7245 

Urology 

June  21-24,  1989 

DIALOGUES  IN  UROLOGY.  Orlando,  Fla.  Fee  8275  members  of  Ameri- 
can Urological  Association,  8375  nonmembers  of  AUA,  Credit  TBA. 
Contact  Kimberly  Ishee,  American  Urological  Association,  6750  West 
Loop  South,  Suite  900,  Bellaire,  TX  77401  (713)  665-7500 

JULY 

Allergy 

July  21-22,  1989 

AMERICAN  IN  VITRO  ALLERGY/IMMUNOLOGY  SOCIETY  ANNUAL 
PROGRAM.  Marriott  Hotel  and  Marina,  San  Diego.  Fee  8200  member 
of  Immunology  Society,  8250  nonmember  of  Immunology  Society, 
medical  residents  fee  waived.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 2 hours.  Contact  Betty  Kahler,  American  in-Vitro  Allergy/Im- 
munology  Society,  PO  Box  459,  Lake  Jackson,  TX  77566  (409) 
297-5636 

Cardiovascular  Diseases 
July  13-15,  1989 

ADVANCES  IN  CARDIOLOGY.  Country  Inn  and  Conference  Center  at 
Jiminy  Peak,  Hancock,  Mass.  Fee  8295.  Category  1,  AMA  Physician’s 
Recognition  Award;  15  hours.  AAFP  prescribed.  Contact  Berkshire 
Area  Health  Education  Center,  725  North  St,  Pittsfield,  MA  01201 
(413)  447-2417 

General  Medicine 

July  20-22,  1989 

SPECIAL  CHALLENGES  IN  GENERAL  MEDICINE.  Country  Inn  and 
Conference  Center  at  Jiminy  Peak,  Hancock,  Mass.  Fee  8295.  Category 
1 , AMA  Physician’s  Recognition  Award;  1 5 hours.  AAFP  prescribed. 
Contact  Berkshire  Area  Health  Education  Center,  725  North  St,  Pitts- 
field, MA  01201  (413)447-2417 

Obstetrics  and  Gynecology 

July  31— August  2,  1989 

JACKSON  HOLE  SUMMER  SYMPOSIUM  ON  WOMEN’S  HEALTH  CARE. 
Teton  Village,  Wyo.  Fee  8200.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  12  hours.  Contact  Charles  Lox,  MD,  Dept  of  OB/GYN, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)  743-2349 

AUGUST 

Cancer 

Aug  19,  1989 

CANCER:  PREVENTION  AND  EARLY  DETECTION.  Houston.  Contact 
Diane  Pitkin,  St  Paul  Medical  Center,  5909  Harry'  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 


Texas  Medicine 


SEPTEMBER 
Cardiovascular  Disease 
Sept  20-23.  1989 

UPDATE  IN  c;aRD10U)C;\  : CARDIOVASCUIAR  BOARD  REVIEW.  In 
(iianapolis,  Ind.  Contact  the  American  College  of  Cardiology,  Extra- 
mural Programs,  Dept  5080,  Washington,  DC  20061-5080  ( 1-800) 
253-16.56 

General  Medicine 
Sept  24-27,  1989 

1 ITH  ANNUAL  PHARMACY  SYMPOSIUM.  Houston.  Contact  Shirley 
Roy,  Conference  Services,  Box  131,  M.D.  Anderson  Cancer  Center, 

1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Obstetrics  and  Gynecology 

Sept  16,  1989 

1 ITH  ANNUAL  SEMINAR  IN  OB/GVTV.  Texas  Tech  University  Health 
Sciences  Center,  Lubbock,  Tex.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock,  TX  79430  (806)  743-2929 

Otorhinolaryngology 
Sept  30-Oct  1,  1989 

ENDOSCOPIC  SINUS  SURGERY/6TH  COURSE.  The  University  of  Texas 
Southwestern  Medical  Center,  Dallas.  Contact  Ann  Parchem,  UT  South- 
western Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  688-2166 

Plastic  Surgery 

Sept  15-17,  1989 

FACIAL  FRACTURE  SURGERY:  AN  EDUCATIONAL  SYMPOSIUM.  The 
University  of  Texas  Southwestern  Medical  Center,  Dallas.  Contact  Ann 
Parchem,  UT  Southwestern  Medical  Center,  Division  of  Continuing 
Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Urology 

Sept  22-24,  1989 

UROLOGIC  SURGICAL  TECHNIQUES.  San  Antonio,  Tex.  Contact  Kim 
Ishee,  6750  W Loop  South,  Suite  900,  Bellaire,  TX  77401  (713) 
665-7500 

OCTOBER 

Allergy 

Oct  6-7,  1989 

RESPIRATORY  ALLERGY  UPDATE.  The  University  of  Texas  Southwest- 
ern Medical  Center,  Dallas.  Contact  The  University  of  Texas  Southwest- 
ern Medical  Center,  Continuing  Education,  5323  Harry  Hines  Blvd, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235-9059  (214)  688-2166 

Oct  18-27,  1989 

ALLERGY  ABROAD — ITALY.  Padua,  Florence,  and  Rome,  Italy.  Contact 
Washington  University  School  of  Medicine,  Office  of  Continuing  Medi- 
cal Education,  660  South  Euclid,  Box  8063,  St  Louis,  MO  631 10 
(1-800)  325-9862 

Cancer 

Oct  24-27,  1989 

4 2ND  ANNUAL  RESEARCH  SYMPOSIUM:  CELLULAR  AND  MOLECU- 
LAR TARGETS  OF  CANCER  THERAPY.  Houston.  Contact  Shirley  Roy, 
Conference  Services,  Box  131,  M.D.  Anderson  Cancer  Center,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

General  Medicine 

Oct  28-29,  1989 

14TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR— AIDS.  Dallas.  Con- 
tact Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 


MRl 

Oct  2-6,  1989 

POSTGRADUATE  WORKSHOP  IN  MAGNE  TK;  Rli.SONANCE  IMACiING 
AND  SPECTROSCOPY.  Baylor  College  of  Medicine,  Houston.  Contact 
Holly  Ford,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030 

Neurology 

Oct  6,  1989 

MULTIPLE  SCLEROSIS  UPDATE  1989.  Houston.  Contact  Beverly  Oster- 
loh.  Conference  Coordinator,  The  University  of  Texas  Medical  .School, 
6431  Fannin,  MSB  G.104,  Houston,  TX  77030  (713)  792-5346 

Pediatrics 

Oct  6-7,  1989 

1 3TH  ANNUAL  PEDIATRIC  POSTGRADUATE  CONFERENCE.  Lubbock, 
Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 

Radiology 

Oct  27-29,  1989 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Dallas.  Contact  Dolly  Christen- 
sen, Dept  of  Radiology,  The  University  of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  590-8613  or 
(214)688-2166 


TELECONFERENCE  NETWORK  OF  TEXAS 


Drug  Therapy  Update 
April  20,  1989 

PREVENTING  NSAID-INDUCED  ULCERS:  THE  ROLE  OF  MISOPROS- 
TOL. Audio  Teleconference  locations  and  other  Teleconference  Net- 
works of  Texas  member  sites.  Fee  S40  Texas  Network  Location 
members,  $60  off-network  location  nonmembers.  Category  1 , AMA 
Physician’s  Recognition  Award;  1 hour.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512 ) 
567-2700 

April  20,  1989 

EFFECTS  OF  SUN.  Audio  Teleconference  locations  and  other  Telecon- 
ference Network  of  Texas  member  sites.  Fee  $35  Texas  Network  Loca- 
tion members,  $55  off-network  location  nonmembers.  Category  1, 

AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Phyllis  Wood, 
Teleconference  Network  of  Texas,  The  University  of  Texas  Health  Sci- 
ence Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 

May  18,  1989 

NEW  DEVELOPMENTS  IN  THE  MANAGEMENT  OF  DIABETES.  Audio 
Teleconference  locations  and  other  Teleconference  Network  of  Texas 
member  sites.  No  fee.  Category  1 , AMA  Physician’s  Recognition  Award; 
1 hour.  Contact  Teresa  Saad,  Teleconference  Network  of  Texas,  The 
University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284-7978  (512)  567-2700 

June  15,  1989 

APPROVED  AND  UNAPPROVED  USES  OF  IMMUNOGLOBULIN  PREPA- 
RATIONS. Audio  Teleconference  locations  and  other  Teleconference 
Networks  of  Texas  member  sites.  Fee  $40  Texas  Network  Location 
members,  $60  off-network  location  nonmembers.  Category  1 , AMA 
Physician’s  Recognition  Award;  1 hour.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 

July  20,  1989 

MONO  VERSUS  COMBINATION  ANTIBIOTIC  THERAPY.  Audio  Tele- 
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conference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  Fee  TEA.  Credit  TBA.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 

Aug  17,  1989 

CURRENT  TREATMENT  RECOMMENDATIONS  IN  ASTHMA.  Audio 
Teleconference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  No  fee.  Credit  TBA.  Contact  Teresa  Saad,  Teleconfer- 
ence Network  of  Texas,  The  University  of  Texas  Health  Science  Center, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512  ) 567-2700 

Sept  21,  1989 

MANAGEMENT  OF  GALLSTONE  DISEASE  WITH  URSODIOL.  Audio 
Teleconference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  Fee  TBA,  Credit  TBA.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association,  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

APRIL 

MALPRACTICE  PREVENTION  STRATEGIES  FOR  THE  MEDICAL 

OFFICE — 6 hours 

April  12,  1989,  San  Antonio 

April  13,  1989,  Houston 

April  14,  1989,  Dallas 

UNDERSTANDING  AND  IMPROVING  THIRD-PARTY 

REIMBURSEMENT 

April  7,  1989,  Houston 

April  13,  1989,  Tyler 

April  18,  1989,  Amarillo 

April  19,  1989,  Fort  Worth 

April  21,  1989,  Dallas 

JUNE 

BETTER  COLLECTIONS,  BILLING  AND  INSURANCE  METHODS— 2 

hours;  RECEPTION  AND  PATIENT  FLOW  TECHNIQUES— 2 hours 

June  7,  1989,  Dallas 

June  8,  1989,  Houston 

June  9,  1989,  Tyler 

June  21,  1989,  Austin 

June  22,  1989,  San  Antonio 

June  23,  1989,  Fort  Worth 


May 

1ST  PANAMERICAN  CONGRESS  IN  EMERGENCY  MEDICINE,  Buenos 
Aires,  Argentina,  May  1-6,  1989.  Contact  Richard  Low,  MD,  US  Coor- 
dinator to  the  1st  Panamerican  Congress  of  Emergency  Medicine,  3960 
Westfall  Dr,  Encino,  CA  91436 

AMERICAN  ASSOCIATION  FOR  CANCER  RESEARCH  8TH  ANNUAL 
MEETING,  San  Francisco,  May  24—27,  1989.  Contact  Adam  Blistein, 
American  Association  for  Cancer  Research,  530  Walnut  St,  10th  Floor, 
Philadelphia,  PA  19106  (215)  440-9300,  Fax  (215)  440-9313 

■AMERICAN  UROLOGICAL  ASSOCIATION  ANNUAL  MEETING,  Dallas, 
May  7—11,  1989.  Contact  Louisa  Shaw,  American  Urological  Associa- 
tion 6750  W Loop  South,  #900,  Bellaire,  TX  77401  (713)  665-7500 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRUMEN- 
TATION 24TH  ANNUAL  MEETING,  St  Louis,  Mo,  May  13-17,  1989. 
Contact  the  Association  of  the  Advancement  of  Medical  Instrumenta- 
tion, 3330  Washington  Blvd,  Suite  400,  Arlington,  VA  22201  (703) 
525-4890 

■TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION,  Fort  Worth, 
May  11  — 14,  1989.  Contact  Dale  Willimack,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

June 

4TH  INTERNATIONAL  INTERDISCIPLINARY  CONFERENCE  ON 
HYPERTENSION  IN  BLACKS,  Nairobi,  Kenya,  June  28-July  2,  1989. 
Contact  the  International  Society  on  Hypertension  in  Blacks,  Inc,  69 
Butler  St,  SE,  Atlanta,  GA  30303  (404)  589-3810,  Fax  (404)  688-5169 

5TH  INTERNATIONAL  CONFERENCE  ON  AIDS,  Montreal,  Canada, 
June  4—9,  1989.  Contact  Marie-Helene  Fox  (514)  874-1833  or  Patrick 
Gossage  (416)  366-8464 

1 5TH  GERMAN  HOSPITAL  CONFERENCE/INTERHOSPITAL  ‘89:  A 
BIANNUAL  INTERNATIONAL  MEETING,  Hannover,  West  Germany, 
June  6—9,  1989.  Contact  Hannover  Fairs  USA,  Inc,  103  Carnegie  Cen- 
ter, Princeton,  NJ  08540  (609)  987-1202 

AMERICAN  MEDICAL  ASSOCIATION  ANNUAL  MEETING,  Chicago, 
June  18—22,  1989.  Contact  the  American  Medical  Association,  535  N 
Dearborn  St,  Chicago,  IL  (312)  645-5000 

CENTENNIAL  OF  JOHNS  HOPKINS  MEDICINE,  Johns  Hopkins  Univer- 
sity School  of  Medicine,  Baltimore,  June  7-11,  1989.  Contact  The 
Johns  Hopkins  Medical  Institutions  Centennial  Office,  550  N Broadway, 
Suite  1 100,  Baltimore,  MD  21205 


CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


AprU 

AMERICAN  OCCUPATIONAL  HEALTH  CONFERENCE,  Boston,  Mass, 
April  29- May  5,  1989.  Contact  American  College  of  Occupational 
Medicine,  Dept  of  Education,  55  West  Seegers  Rd,  Arlington  Heights, 

IL  60005  (312)  228-6850 

NATIONAL  RURAL  HEALTH  ASSOCIATION/ 1 2TH  ANNUAL  NATIONAL 
CONFERENCE  ON  RURAL  HEALTH:  REDESIGNING  RURAL  HEALTH: 
BLUEPRINTS  FOR  SUCCESS,  Reno,  Nev,  April  30— May  3,  1989.  Con- 
tact the  National  Rural  Health  Association,  301  E Armour  Blvd,  Suite 
420,  Kansas  City,  MO  641 11  (816)  756-3140 


Texas  Medicine 


THE  TMLT  RISK  MANAGEMENT  CONFERENCE  SERIES 


The  Texas  Medical  Liability  Trust  is  strongly  committed  to  the 
prevention  of  claims  alleging  negligence  in  the  practices  of  medi- 
cine, and  the  advocacy  of  physician  defense  in  all  medical  special- 
ties. Thus,  we  have  dedicated  a series  of  risk  management  conferences 
to  this  end. 


REGIONAL  CITIES/ DATES /TIMES 

LUBBOCK 

Wednesday,  April  5,  1989 
6-9:30  p.m. 


Our  pledge  to  risk  management  and  loss  prevention  enlighten- 
ment is  demonstrated  by  allowing  a premium  discount  incentive  to 
TMLT  policyholders  and  new  applicants  attending  the  conference. 


SAN  ANTONIO 

Wednesday,  April  12,  1989 
6-9:30  p.m. 


Utilizing  a decade  of  actual  Texas  claims  experience,  our  twofold 
educational  philosophy  emphasizes: 

(1)  Causal  analysis  and  clinical  trends  therein  . . . 


AUSTIN 

Wednesday,  April  19,  1989 
6-9:30  p.m. 


AND 

(2)  Insights  as  to  physician  defense  in  medical  liability  claims  and 
lawsuits. 


HOUSTON 

Tuesday,  April  25,  1989 
6-9:30  p.m. 


You  are  urged  to  participate  in  TMLT’s  conference  to  better  pro- 
tect yourself  and  cope  in  the  volatile  liability  arena.  Program  con- 
tent includes  the  following: 

• Professional  liability  trends 

• Techniques  vital  to  a successful  defense 

• Preventive  dynamics  of  the  physician/patient  relationship 

• Legal  perspectives  of  malpractice  litigation  — guidelines  for 
success  in  medieal  malpractice  defense 

• Methods  in  your  day-to-day  practices  of  medicine  which  will 
prevent  the  likelihood  of  a claim  or  lawsuit 


Physicians  spend  years  building  a practice  of  medicine.  Please  ac- 
cept our  invitation  to  spend  one  evening  toward  the  protection  of 
yourself  and  your  practice  of  medicine. 


DALLAS 

Tuesday,  May  2,  1989 
6-9:30  p.m. 

WATCH  THE  MAIL  FOR 
YOUR  TMLT  BROCHURE 
AND  FULL  DETAILS! 

mr 

TEXAS  MEDICAL 
LIABILITY  TRUST 

A health  care  liability  claim  trust  created  by 
the  Texas  Medical  Association 

Call  1-800-252-9179  for 
registration  information. 


SCOTr& WHITE 


To  friends  of  Scott  and  Wliite 

You  are  invited  to  renew  old  acquaiiitances 
and  meet  new  friends  at  the 

Scott  and  White 
Alumni  Association  Reception 
during  the 

TEXAS  MEDICAL  ASSOCIATION 
ANNUAL  SESSION 
6 - 8 p.m. 

Worthington  Hotel 
Fort  Worth,  Texas 

Friday,  May  12,  1989 

We  look  forward  to  seei)ig  you  there! 


Texas  A&M  University 
College  of  Medicine 


Issues  In  Care: 

The  Young  Patient  — 
Birth  to  25 

June  14-16,  1989 

Radisson  Resort 
South  Padre  Island 

For  more  information  or  to  register,  contact:  Office  of 
Continuing  Medical  rdiication,  Scott  and  White,  Temple, 
Texas  ~65()8,  (81~)  ^^4-40^3 


Timberlawn  Psychiatric  Hospital 


ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


Admissions;  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 
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Our  team  includes  you 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 


information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 

Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessner,  Houston,  Texas  77080  (713)  462-4000 


MICHAEL  R.  SHARP 
ATTORNEY 

REPRESENTATION  OF  PHYSICIANS 
IN  PROFESSIONAL  MATTERS 


• TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS 
—FORMAL  DISCIPLINARY  HEARINGS 
—SETTLEMENT  CONFERENCES 

—RECIPROCITY  & LICENSURE 

• TEXAS  MEDICAL  FOUNDATION 


• MEDICAL  STAFF 
PEER  REVIEW 

• ANTLTRUST 
ACTIONS 


1680  One  American  Center  • Austin,  Texas  78701  • (512)  473-2265 

Not  certified  by  the  Texas  Board  of  Legal  Specialization. 
Certification  is  not  currently  available  to  anyone  in  this  legal  area. 


In  moderate  depression  and  anxiety^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  hs.  dose^ 

^ First- week  improvement  in  somatic  symptoms  ^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Sobstrtutioo  PermisaiWe 
^ aenerK.3«y  un*e« 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 

linibitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N|.  2.  Feighner  |P, 
et al;  Psychopharmacology  61:2X7-225.  Mar  22,  1979. 


Limbitrol*® 

Ttanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  produa  information,  a summary  of  which 
follows; 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
diose  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
mvolving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
Ksential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  dmg. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
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nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  ^necomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drag  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 
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Roche  Products  Roche  Products  Inc. 
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In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  tAfeekl. 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
alter  the  first  A s',  dose^ 

^First-week  reduction  in  somatic  symptoms' 

Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  etective  amount  in  elderly  patients. 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ vomiting  nausea  headache  anorexia  constipation 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vl.  »Patients  often  presented  with  more  than  one  somatic  symptom. 

T rnV)ityol  DS  ^ 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX-  please  see  summary  of  product  information  inside  back  cover. 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 
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ON  THE  COVER  Tlie  feature  article,  “The  devil  or  the  sea? 

Transfer  regs  create  a dilemma,"  and  the 
Medicine  and  the  Law  anicle,  “OIG  v 
Burditt,  MD  (It  could  happen  to  you)"  are 
the  basis  for  this  month's  cover  design. 
The  feature  anicle,  by  Donna  B Jones, 


begins  on  page  70,  See  page  79  for  the 
Medicine  and  the  Law  article,  wTitten 
by  Donald  P.  Wilcox,  JD,  and  Hugh  M 
Banon.JD.  A related  editorial  by  Max 
C Butler,  MD,  appears  on  page  6. 
Cover  design  by  Ed  Triggs. 


COMING 
NEXT  MONTH 


Scientific  articles  scheduled  for  the  June 
issue  of  Texas  Medicine  focus  on 
cryptosporidiosis  among  children,  cellular 
leiomyoma  of  the  vulva,  thrombotic 


thrombocy'topenic  purpura,  and  the 
conflicting  role  of  the  medical 
profession  during  the  Nazi  rule. 
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The  OIG,  hospital  transfers,  and 
you:  a case  for  the  books 

Is  it  possible  that  federal  officials,  acting  within  the  law  of  this 
land,  can  suspend  due  process  to  such  an  extent  that  they  can 
charge  a physician  with  wrongful  conduct,  demand  payment  of 
a huge  fine,  and  actually  bring  him  to  trial  without  ever  asking, 
“Doctor,  would  you  please  tell  us  what  happened?” 

That  is  exactly  what  officials  of  the  Health  Care  Financing  Ad- 
ministration and  the  Office  of  the  Inspector  General  ( OIG ) did. 

Incredibly,  in  working  up  the  case  against  Dr  Michael  L.  Bur- 
ditt,  Victoria,  the  Office  of  the  Inspector  General’s  staff  never 
asked  for  his  side  of  the  story! 

It  was  even  worse:  When  the  accused  physician  tried  to  tell 
his  side  of  the  story,  the  OIG  inspector  flatly  refused  to  listen! 

The  Texas  Medical  Association  officials  who  became  involved 
in  the  case  did  ask  questions,  and  they  listened  attentively.  Dr 
Burditt’s  treatment  and  decision  to  transfer  a pregnant  patient 
from  a Victoria  hospital  to  a higher  level  hospital  in  Galveston 
(a  decision  that  is  being  challenged  by  the  Department  of 
Health  and  Human  Services,  Office  of  the  Inspector  General ) 
was  carefully  evaluated  by  the  association’s  Physician-Patient 
Advocacy  Committee  during  a five-month  period.  Chairman 
Nancy  Dickey,  MD,  Richmond,  and  committee  member 
D.  Clifford  Burross,  MD,  Wichita  Falls,  along  with  consultant 
Joseph  R.  Miller,  MD,  a board-certified  obstetrician-gv  necologist 
from  Wichita  Falls,  reviewed  the  medical  records  extensively. 
They  also  interviewed  Dr  Burditt  and  other  Victoria  physi- 
cians, and  reviewed  the  medical  literature  before  presenting 
their  findings  and  conclusions  to  the  full  committee  and  to 
TMA  President  Val  F.  Borum,  MD,  in  June  1988. 

They  believed  that  the  case  exemplified  the  dangers  of  the 
OIG  evaluating  transfer  decisions  without  utilizing  the  regular 
quality  assurance  Texas  Medical  Foundation  Medicare  peer  re- 
view process.  In  July,  the  committee.  Dr  Borum,  and  the  TMA 
general  counsel,  joined  by  the  Victoria-Goliad  County  Medical 
Society,  recommended  to  the  Board  of  Trustees  that  the  Texas 
Medical  Association  support  Dr  Burditt’s  case. 

Details  of  this  landmark  case  are  covered  elsewhere  in  this 
journal  (pp  70—75  and  79—80),  but  the  essential  facts  are 
these:  Dr  Burditt  received  a phone  call  from  the  Victoria  hospi- 
tal; a nurse  reported  the  arrival  of  a pregnant  woman  who  had 
no  physician  and  no  prenatal  care.  She  also  reported  data  that 
alerted  Dr  Burditt  that  the  patient  had  the  potential  for  deliver- 
ing a growth-retarded  infant  who  would  need  a level  III  nur- 
sery. Therefore,  Dr  Burditt  asked  the  nurse  to  prepare  to 
transfer  the  patient. 

Part  of  that  conversation  was  overheard  by  another  nurse, 
who  erroneously  assumed  that  Dr.  Burditt  intended  to  transfer 
the  indigent  patient  without  examining  her  first.  Rather  than 
checking,  she  pursued  administrative  channels,  and  in  the  end. 
Dr  Burditt  stood  accused  of  violating  the  new  federal  transfer 
requirements. 

Unaware  of  the  fateful  misunderstanding.  Dr  Burditt  pro- 
ceeded to  the  hospital,  examined  the  patient,  and  confirmed 


his  first  impression:  the  patient  and  her  unborn  infant  might 
well  need  a higher  level  of  care  than  the  Victoria  hospital 
could  provide,  and  he  decided  that  the  patient  should  be  trans- 
ferred to  Galveston. 

Completing  arrangements  with  the  receiving  hospital  and 
confident  that  he  had  made  the  best  decision  for  both  mother 
and  infant,  the  doctor  proceeded  to  his  next  case — deliveiy  of 
a premature  infant  for  another  indigent  patient. 

The  wheels  of  bureaucracy  began  to  turn,  and  tw  o years 
later  Dr  Burditt  stood  before  an  administrative  law  judge, 
charged  with  knowingly  violating  the  Consolidated  Omnibus 
Budget  Reconciliation  Act  hospital  transfer  law. 

But  he  did  not  stand  alone.  Both  the  I’exas  Medical  Associa- 
tion and  the  American  Medical  Association  had  offered  finan- 
cial and  legal  support  to  defend  Dr  Burditt’s  case.  ITiree  physi- 
cians who  testified  on  his  behalf  said  his  treatment  decisions 
were  appropriate.  In  addition  to  his  personal  attorney  Dr  Bur- 
ditt was  represented  by  the  Texas  Medical  Association’s  gen- 
eral counsel. 

TMA  and  AMA  leaders  believed  the  case  to  be  an  excellent 
illustration  of  the  problems  inherent  in  the  hospital  transfer 
law  as  it  is  being  implemented  by  the  Department  of  Health 
and  Human  Services  and  the  OIG.  The  facts  as  fully  presented 
in  his  hearing  disclosed  a physician  of  high  integrity  doing 
what  he  thought  was  best  for  his  patient  in  making  a tran.sfer  de- 
cision. His  tenacity  in  refusing  to  compromise  his  best  judg 
ment  in  order  to  “play  it  safe”  is  what  w e expect  of  physi- 
cians . . . our  patients  deserve  no  less. 

I’he  judge’s  decision  is  expected  in  June.  Meanwhile,  at 
press  time,  progress  is  being  made  to  amend  this  law  and  to 
affect  the  regulations  that  are  being  written,  to  assure  that  all 
quality  reviews  of  hospital  transfers  are  fully  worked  up  by  the 
peer  review  organization  before  being  referred  to  the  Depart- 
ment of  Health  and  Human  Services  or  the  Office  of  the  In- 
spector General. 

In  addition,  the  TMA  will  offer  an  opportunity  for  all  its 
members  to  learn  more  about  this  case  and  what  it  means  to 
the  practicing  physician.  I’he  Hospital  Medical  Staff  Section 
will  present  an  in-depth  study  of  this  landmark  case  on  Satur- 
day, May  1 3,  from  9 am  until  noon,  at  the  Fort  VCorth  Conven- 
tion Center,  in  conjunction  with  the  TMA’s  annual  session  Key- 
participants  in  the  case,  including  Dr  Burditt,  will  take  part.  In 
addition  to  the  case  study,  loss  prevention  techniques  on  how- 
to manage  hospital  transfers  will  be  highlighted.  To  help  assure  ^ 

that  adequate  seating  w ill  be  available,  please  call  the  Texas  

Medical  Association,  (512)  477-6704,  extension  264,  if  you 
plan  to  attend. 

MAX  C.  BUTLER,  MD 

President,  Texas  Medical  Association,  1801  N Ijmar  EJlvd,  Austin,  TX  “’8"'()1 
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A FIVE  STAR  EVENT 

Texas  Medical  Association 
122nd  Annual  Session 
May  11-14,  1989 


Texas  Medical  Association  acknowledges  with  appreciation 
sponsors  of  the  1989  Annual  Session,  Fort  Worth 

Several  companies  and  hospitals  sponsored 

Scientific  Programs/Synnposia 
General  Events 
Coffee  Breaks 

for  the  May  meeting  in  Fort  Worth: 

Allen  & Hanburys,  Division  of  Glaxo,  Inc,  San  Antonio 
Bell  Atlantic  Tricon  Leasing — Medical  Finance  Division,  Bellaire 
Debt  Collectors,  Inc,  Sugar  Land 
Harris  Methodist  Fort  Worth 

Hoech St- Roussel  Pharmaceuticals,  Inc,  Somerville,  New  Jersey 
Marion  laboratories,  Inc,  Kansas  City,  Missouri 
Memorial  Care  Systems,  Houston 
Moncrief  Radiation  Center,  Fort  Worth 
San  us  Texas  Health  Plan,  Inc,  Irving 

Companies  wishing  to  become  sponsors  for  the  1990  Annual  Session  to  be  held  in  Corpus  Christi,  May  10-13, 
should  contact  Mrs.  Dale  Willimack,  Department  of  Annual  Session  and  Scientific  Programming, 

Texas  Medical  Association,  1801  N.  Lamar  Boulevard,  Austin,  Texas  78701  (512/477-6704). 


DNA  is  so  small  you  can’t  see  it. 

Its  evidence  is  so  great  you  can’t  ignore  it. 


You’re  looking  at  a picture  of  how  DNA 
appears  to  the  human  eye:  it  doesn’t 
appear  at  all.  But  while  DNA  is  too  small 
to  see,  its  significance  is  tremendous. 
That’s  because  DNA  dictates  thousands  of 
human  characteristics  with  information 
so  specific  that  no  two  people  have  the 
same  DNA  patterns.  All  of  which  makes 
DNA  the  ideal  basis  for  highly  accurate 
identity  testing  techniques. 

Most  powerful  technology  available. 

Using  DNA  probe  technology,  we  can  com- 
pare a child’s  DNA  patterns  to  the  pat- 
terns of  an  alleged  father.  And  we  can  do 
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it  with  blood  samples  so  small  they  can  be 
taken  safely  from  a newborn.  Or  prenatally 
with  amniocentesis  or  CVS.  What’s  more, 
samples  from  the  mother,  child  and  father 
need  not  be  obtained  at  the  same  time. 
With  the  samples,  we  can  calculate  the 
probability  of  paternity  to  an  average  of 
greater  than  99.9%,  a significant  improve- 
ment over  conventional  testing  methods. 

GeneScreen,  Texas’ leader  in  DNA  identity  testing. 

Currently,  only  one  CLIA-approved  lab- 
oratory in  Texas  offers  DNA  identity 
testing:  GeneScreen.  But  proximity  isn’t 
the  only  reason  so  many  members  of 
the  Texas  medical  community  look  to  us. 

In  fact,  the  reasons  are  many.  Our  affilia- 


tion with  a major  Texas  medical  research 
institution  that  keeps  us  on  the  cutting 
edge  of  DNA  technology.  Our  association 
with  Lifecodes  Corporation,  a recognized 
leader  in  DNA  identity  testing.  Plus  ser- 
vices that  include  simple-to-use  sample- 
handling kits,  fast  turnarounds,  depo- 
sitions and  expert  testimony.  The  list  goes 
on.  Call  to  request  product 
literature  or  sample-handling 
kits.  And  let  GeneScreen 
turn  the  invisible  into  the 
indisputable. 

GeneScreen 

800  752-2774 
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Right  to  day  in  court  imperils 
citizens’  access  to  medical  care 

Medical  malpractice  liability  and  liability  insurance  are  a spiral- 
ing problem  for  Texas  and  the  rest  of  the  country'.  Consider 
these  alarming  figures:  42%  of  physicians  have  one  or  more 
suits  filed  against  them  during  their  careers.  Liability  insurance 
premiums  have  increased  28%  from  1987  to  1988,  and  60% 
from  1986  to  1988.  This  includes  a 99%  increase  for  emer- 
gency medicine,  76%  for  obstetrics/gynecology,  and  63%  for 
family  practice.  This  increase  in  premiums  has  occurred  at  the 
same  time  as  a shift  toward  claims  made  policies. 

Spiraling  liability'  costs  decrease  access  to  medical  care,  es- 
pecially obstetrical  and  emergency  room  care.  Many  doctors 
are  declining  to  perform  services  that  cost  so  much  to  insure. 
This  is  especially  a problem  for  rural  areas  where  medical  care 
availability  is  already  limited.  According  to  a poll  conducted 
throughout  Texas  in  1988,  69%  of  family  practitioners  have 
eliminated  or  limited  their  obstetrical  procedures,  and  25%  of 
our  obstetrics/gy  necology  specialists  have  limited  or  elimi- 
nated obstetrical  procedures.  Among  rural  physicians,  38% 
have  limited  or  eliminated  emergency  care.  Sixteen  percent  of 
family  practice  physicians  have  limited  services  to  indigent  pa- 
tients and  1 3%  have  limited  serv  ices  to  Medicaid  patients 
compounding  the  problem  of  an  already  low  participation  rate. 

These  figures  show  severe  decreases  in  medical  services  that 
threaten  Texans’  health  and  well-being — especially  women  of 
childbearing  age,  infants,  and  every  one  who  lives  in  a rural 
setting. 

While  many  problems  exist,  we  are  working  on  a variety'  of 
.solutions.  During  the  71st  .session  of  the  Texas  Legislature, 
many  ideas  generated  through  interim  studies  will  be  turned 
into  legislation  that  will  help  to  provide  better  medical  care 
for  all  Texans.  Some  po.ssible  ideas  include: 

1.  Giving  physicians’  peer  review  organizations  more  pro- 
tection in  their  attempt  to  raise  the  quality'  of  medical  care  by 
disciplining  bad  doctors. 

2.  Strengthening  the  State  Board  of  Insurance  and  giving  it 
the  power  to  establish  binding,  industry  -wide  liability  rates 

( not  company-by-company  rates  that  are  subject  to  “consent 
rate  waivers”). 

3.  Modify  ing  the  standard  by  which  liability'  claims  for  emer- 
gency care  is  judged  from  negligence  to  gro.ss  negligence. 
These  changes  would  immediately'  increase  acce.ss  to  emer- 
gency care  when  health  care  providers  know  that  they  are  pro- 
tected if  they  simply  do  the  best  they  can.  Furthermore,  in 
cases  where  a woman  comes  to  an  emergency  room  in  active 
labor  with  no  prenatal  care  and  no  previous  doctor/patient  re- 
lationship, the  state  should  provide  hospitals  and  physicians 
with  indemnification  for  liability',  except  for  gross  negligence 
or  intentional  injury'. 

Medical  malpractice  liability  was  a problem  ten  years  ago,  it 
was  a problem  two  years  ago,  it  is  a problem  now,  and  will 
continue  to  adversely  affect  health  care  in  Texas  until  we  have 
the  guts  to  face  these  issues  head  on.  I’he  constitution  does  in- 


deed guarantee  access  to  the  courts,  but  when  this  access  to 
the  courts  threatens  everyone’s  access  to  medical  care,  it  must 
be  modified  for  the  benefit  of  all. 

THE  HONORABLE  MIKE  McKINNEY,  MD 

Texas  House  of  Representatives,  PO  Box  2910,  Austin,  TX  78769. 


Reader  cites  further  programs 
in  transplantation 

We  very'  much  enjoyed  the  December  1988  issue  of  Texas 
Medicine  devoted  to  organ  transplantation  ( 1 ).  This  issue 
nicely  illustrates  the  advances  that  have  been  made  in  trans- 
plantation over  the  last  few  years.  We  hope  it  will  bring  to 
more  physicians’  attention  the  options  that  are  available  for 
their  patients  suffering  irreversible  organ  damage.  We  would 
specifically  like  to  address  a few  of  the  issues  raised  in  the  ar- 
ticles on  liver  transplantation. 

Drs  Alpert  et  al  have  nicely  reviewed  some  of  the  indica- 
tions and  results  in  liver  transplantation;  however,  we  believe 
that  they  have  left  a few  suggestions  that  are  out  of  keeping 
with  current  practice  in  transplantation.  At  Baylor  University 
Medical  Center  in  Dallas,  we  have  now  performed  231  liver 
tran.splantations  in  204  patients.  Alpert  et  al  state  in  their  ar- 
ticle that  two-year  survival  has  reached  approximately  55%  for 
all  adult  patients  treated  with  liver  transplantation.  As  we  have 
previously  shown  ( 2 ),  survival  in  all  adult  patients  undergoing 
transplantation  at  our  center  exceeds  85%  at  one  year  and 
80%  at  two  years.  Thus,  referring  physicians  should  expect 
greater  survival  than  indicated  in  the  article.  As  they  have 
pointed  out,  the  survival  rate  for  patients  with  primary  biliary 
cirrhosis  and  sclerosing  cholangitis  may  be  higher,  but  we  find 
excellent  survival  in  all  classes  of  patients  receiving  trans- 
plants. This  is  due  in  large  part  to  the  great  experience  of  the 
transplantation  center  and  more  familiarity  with  the  immu- 
nosuppression and  management  of  these  complex  patients. 

The  second  major  point  we  wish  to  address  is  the  contra- 
indications to  liver  transplantation.  Fig  2 (p  70)  of  the  article 
lists  contraindications  to  liver  transplantation.  One  of  them  is 
severe  concomitant  medical  problems,  including  renal  insuffi- 
ciency. We  do  not  find  this  a contraindication  to  liver  trans- 
plantation. We  have  recently  published  our  experience  (3), 
detailing  combined  liver/kidney  transplantation  for  patients 
with  end-stage  liver  and  end-stage  renal  disease.  In  this  series 
of  seven  patients,  we  had  no  decreased  survival  caused  by  the 
end-stage  renal  disease.  Six  of  the  seven  patients  are  currently 
doing  well  with  excellent  renal  and  liver  function.  Further- 
more, we  have  found  this  combined  approach  useful,  even  in 
treatment  of  combined  end-stage  organ  disease  in  cardiac 
transplantation  and  have  performed  one  simultaneous  cardiac/ 
renal  transplantation.  This  patient  is  doing  well  one  year  after 
transplantation.  Chronic,  advanced  renal  insufficiency  such  as 
hepatorenal  syndrome  is  not  a contraindication  to  transplanta- 
tion, as  in  our  series  there  is  no  difference  in  the  perioperative 
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survival  of  patients  with  hepatorenal  syndrome  compared  to 
those  without  (4).  There  is  no  need  to  perform  combined 
transplantation  in  patients  with  hepatorenal  syndrome,  as  the 
renal  function  will  recover. 

Our  third  point  is  that  portal  vein  thrombosis  is  not  a contra 
indication  in  technically  advanced  liver  transplant  centers.  We 
have  recently  shown  this  in  a paper  dealing  with  the  use  of 
vein  conduits  to  replace  a thrombosed  or  absent  portal  vein 
( 5 ).  Also,  we  have  recently  performed  a tran,splant  in  a patient 
with  occluded  vena  cava  and  mesoatrial  shunt  in  whom  the 
vena  cava  was  replaced  and  the  vena  cava  anastomosis  was 
made  to  the  right  atrium  of  the  heart  ( 6 ).  The  contraindication 
for  all  kinds  of  previous  right  upper  quadrant  surgeries  has  de- 
creased significantly,  making  it  only  a minor,  relative  contrain- 
dication against  orthotopic  liver  transplantation. 

We  hope  the  December  issue  of  Texas  Medicine  will  help 
further  improve  the  care  of  patients  who  may  need  organ 
transplantation.  It  behooves  ever)’  clinician  in  the  state  dealing 
with  these  patients  to  become  aware  of  the  results  that  are 
available  at  the  various  transplant  centers  in  the  state. 

THOMAS  A.  GOWA,  MD 
GORAN  KLINTMALM,  MD,  PhD 
BO  S.  HUSBERG,  MD,  PhD 
ROBERT  M.  GOLDSTEIN,  MD 

Transplantation  Ser\'iccs,  Baylor  University  Medical  Center,  3500  Gaston  Ave, 
Dallas,  TX  ''5246. 
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The  authors  respond 

We  greatly  appreciate  the  comments  by  Dr  Gonwa  and  his  col- 
leagues concerning  our  recent  article  on  liver  transplantation 
in  Texas  Medicine  ( 1 ).  The  following  comments  are  in  reply: 

1.  Our  statement  that  “survival  in  patients  who  have  had 
liver  transplantation  has  dramatically  improved  during  the  past 
several  years,”  was  not  only  true  a year  ago  when  we  submit- 
ted the  paper,  but  it  is  even  more  true  today,  as  ,suggested  by 
Dr  Gonwa.  The  55%  two-year  survival  figure  quoted  in  the 
paper  specifically  referred  to  a cohort  transplanted  in  1983.  Pa- 


tients operated  on  in  1989  should  certainly  face  better  sur 
vival,  although  it  will  still  be  quite  variable.  For  example,  the 
University  of  Pittsburgh  experience,  at  its  affiliated  hospitals  in 
198"’  ( 2 ).  cites  a two-year  survival  of  about  "’()%  in  pediatric 
and  adult  patients.  Data  presented  at  the  May  1988  meeting  of 
the  American  Gastroenterological  A.ssociation  suggested  that 
survival  following  liver  transplantation  for  primary’  biliary’  cir- 
rhosis was  inversely  proportional  to  the  pathologic  state  at  the 
time  of  the  transplant.  Therefore,  one  can  conclude  from  these 
and  other  studies  that  survival  at  individual  centers  yvill  de- 
pend not  only  on  the  expertise  of  the  transplant  center,  but 
also  on  patient  selection  and  the  severity  and  ty  pe  of  liver  dis- 
ease of  the  transplant  candidates. 

2.  Secondly,  Dr  Gonwa  confirms  our  statement  that  portal 
vein  thrombosis  is  only  a relative  contraindication  in  the 
hands  of  a skilled  and  experienced  liver  transplant  surgeon  and 
it  still  remains  so.  Renal  failure  is  still  a relative  contraindica- 
tion in  transplant  centers  around  the  country  for  liver  and 
other  organ  recipients.  We  wait  yy’ith  great  interest  the  publica- 
tion from  Dr  Gonyva’s  group  of  the  simultaneous  liver  and 
renal  transplantation  yy  hich  would  make  this  more  feasible. 

We  appreciate  the  comments.  They  serve  to  point  out  that 
liver  tran.splantation  has  not  only  become  a much  more  viable 
therapeutic  option  in  end-stage  liver  disease,  but  continued 
improvement  in  techniques  and  experience  promises  to  make 
the  survival  even  better,  than  the  excellent  results  reported  by 
several  centers  today. 

ELLIOT  ALPERT,  MD 
GABRIEL  GARCIA,  MD 
WILLIAM  KLISH,  MD 
HARTVf'ELL  WHISENNAND,  MD 

(iastrocntcrology  Section,  Department  of  Medicine,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston.  TX  ^"’O.yo 
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Treatment  of  drug  abuse 
in  veterans 

Veterans  have  had  drug  abuse  problems  since  the  Civil  War 
when  the  opiate  withdrawal  syndrome  was  so  common  in  y'ct- 
erans  that  it  was  called  “soldier’s  disease.”  The  stress  of  combat 
and  the  availability  of  drugs  that  give  temporary’  relief  contrib- 
ute to  problems  of  drug  abuse  and  dependence.  During  the 
Vietnam  War,  Congress  authorized  methadone  clinics  to  be  es- 
tablished throughout  the  United  States  to  treat  returning  vet- 
erans who  were  addicted  to  opiates. 

The  Dallas  Veterans  Medical  Center  maintains  a substance 
dependence  treatment  program.  There  are  I"’  inpatient  beds 
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I.  Number  of  positive  test  results  from  urine  screening  for  drugs  in  a five-year 
period. 


Marijuana 

Cocaine 

Opiates 

Amphetamines 

1984 

122 

47 

32 

6 

1985 

140 

75 

48 

6 

1986 

142 

147 

69 

14 

1987 

87 

126 

37 

22 

1988 

78 

171 

55 

9 

and  an  outpatient  follow-up  treatment  program.  Services  in- 
clude methadone  therapy,  drug  counseling,  urine  surveillance, 
psychological  evaluation,  family  support,  occupational  therapy, 
kinesiology  therapy,  and  treatment  of  some  physical  and  men- 
tal illness.  There  is  a recent  concern  about  the  spread  of  AIDS 
through  sharing  of  needles.  The  Dallas  Veterans  Medical  Cen- 
ter Drug  Treatment  Program  provides  AIDS  education  to  a 
group  at  risk  for  getting  this  disease.  Testing  for  AIDS  and 
counseling  of  those  with  a positive  result  is  an  ongoing  part  of 
the  program. 

During  the  years  1984  through  1988,  urine  surveillance  was 
accomplished  on  each  patient  admitted  to  the  inpatient  pro- 
gram. Fig  1 shows  the  number  of  positive  test  results  in  each 
year.  Negative  results  are  not  included.  Some  tests  were  posi- 
tive for  more  than  one  drug. 

Trends  during  the  five-year  period  indicate  a decrease  in 
marijuana  use  and  an  increase  in  cocaine  use.  Cocaine  can  be 
injected,  smoked,  or  snorted.  Opiate  use  remained  somewhat 
constant.  Amphetamine  use  was  relatively  infrequent. 

HORACE  A.  DeFORD,  MD 
PO  Box  29588,  Dallas,  TX  75229. 
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Finally  — An  Affordable  Computer  System 
Designed  Specifically  For 
The  Medical  Office  Profession 

Physician  Office  Management  Software  System 
offers  these  outstanding  features: 

• Patient/Family  Billing  with  Aging. 

• Superbills  and  Charge  Slips  generated  at  the  time  of  visit 
for  direct  billing  by  patient  to  insurance  company. 

• Individual  or  batch  mode  of  operation. 

• Open-Item  billing  with  complete  tracking  of  patient 
charges,  payments  and  adjustments. 

• User  defined  CPT'4  and  lCD-9  Codes. 

• Multiple-level  fee  structures. 

• Rapid  front-desk  patient  processing  with  point  of  service 
bill/receipt /insurance  claim  form. 

• Automatic  information  transfer  to  medical  records. 

• Automatic  processing  of  claims  to  secondary  carriers. 

• Patient  and  third  party  billing. 

• Detailed  Practice  Management  reporting. 

• Accounts  Receivable  analysis. 

• Aged  Accounts  Receivable  reports. 

• Quick  view  of  patient’s  information. 

• Statistical  Reports  (lCD-9,  CPT-4,  Referring 
Doctors,  Hospital,  . . .) 

• Day  Sheet  Reports. 

• Recall  Notices. 

• Appointment  Scheduling  (Optional). 

• Word  processing  interface  (Optional). 

• Submit  claims  electronically  to  Medic 
Medicaid,  and  Blue  Cross  Blue  Shield. 

(optional) 


Also  Available 

• Multi-User  system 

• Anesthesiology  package 

• Completely  configured  and  supported 
hardware  system 


'Software  only  (without  purchase  of  Hardware  $2500) 

For  a FREE  orvsite  demonstration  Integrated  Medical  System 

please  contact  us  at  2225  E Randol  Mill  Road  • Suite  531 

(817)  640-9860  (Metro)  Arlington,  Texas  76011 

•A  Subdivision  of  NcTECH  Computer  Service  Corporation 
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Six  good  reasons  why  you  should  lease 
your  next  car  from  Apple, 


M No  down  payment/No  security  deposit 

■ Closed  end  lease 

■ Trade  Ins/We  will  purchase  your  present  vehicle 

■ Delivered  to  your  home  or  office 

■ Service  assistance  program  including  Free  Rental  Car 

■ Additional  insurance  protection  for  theft  and  colUision 

The  leasing  leader  for  over  ten  years. 

Telephone 

1-800-654-1288 

for  a custom  quote 
on  any  domestic 
or  import  car  or  truck. 

725  Lamar  Boulevard  E • Arlington,  Texas  76011  • Metro  461-3232 
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‘Golden  age’  is  for  patients, 
not  physicians,  Lundberg  says 

The  “golden  age  of  medicine”  is  at  hand 
for  patients,  not  for  physicians,  according 
to  George  D.  Lundberg,  MD,  editor  of  the 
Journal  of  the  American  Medical  Asso- 
ciation (JAMA ).  Dr  Lundberg  discussed 
“Problems,  Opportunities,  and  Chal- 
lenges Facing  the  Golden  Age  of  Medi- 
cine” during  Texas  Medical  Association  s 
Winter  Leadership  Conference  in  Austin. 

Joining  Dr  Lundberg  on  the  program 
were  experts  on  state  and  national  legis- 
lation, public  health  issues,  professional 
liability  litigation,  and  physician  payment 
reform. 

Dr  Lundberg  noted  that  patients  are 
benelitting  from  technological  advances, 
improved  health  care  facilities,  an  abun- 
dant physician  supply,  adequate  funding 
for  medical  care,  a pluralistic  health  care 
delivery  system,  rapid  communications, 
“constructive  entrepreneuralism,”  and 
emphasis  on  preventive  medicine. 

To  reach  its  goals,  the  medical  profes- 
sion needs  to  use  good  management 


principles  that  consider  significant  envi- 
ronmental factors,  such  as  the  economy, 
lifesty  le,  attitudes,  government,  competi- 
tion, technology,  and  regulation.  Dr  Lund- 
berg said.  The  problems  facing  the  profes- 
sion relate  to  cost  and  quality,  he  added. 
“We  contain  costs  by  one  method — ac- 
cess control.  The  poor  in  our  cities  are 
excluded.  Medicaid  has  been  a disaster  in 
most  states,  including  Texas.  We  rou 
tinely  ration  human  life  in  this  country 
by  access  control.” 

Dr  Lundberg  reminded  the  audience 
that  physicians’  enemies  are  not  insur- 
ance companies  or  attorneys.  Physicians’ 
enemies  are  death,  disease,  disability  , 
pain,  and  human  suffering,  he  said.  He 
concluded,  “ Lhe  bases  are  loaded  with 
problems,  and  medicine  is  at  bat.” 

Keynote  speaker  Robert  E.  McAfee, 

MD,  launched  the  conference  by  remind- 
ing the  audience,  “You  and  1 became 
physicians  not  for  money,  not  to  become 
deities,  but  because  we  wanted  to  help 
people.”  Dr  McAfee,  a South  Portland, 

Me,  surgeon,  is  a member  of  the  Ameri- 
can Medical  Association’s  Board  of 
Trustees. 

In  his  address,  “To  Be  a Physician,”  Dr 
McAfee  reflected  on  physicians’  responsi- 
bilities to  patients  and  the  responsibili- 


ties that  accompany  the  trust  inherent  in 
the  physician-patient  relationship.  “Doc- 
toring doesn’t  stop  at  the  bedside,”  he 
said.  “We  are  the  one  immovable  advo- 
cate of  the  patient’s  rights.” 

Congressman  Ronald  D.  Coleman  (D-El 
Paso)  brought  the  plight  of  the  indigent 
who  live  along  the  LIS-Mexican  border  to 
the  attention  of  the  audience.  Nine  of  the 
state’s  16  border  counties  are  medically 
underserved  and  that  there  is  a shortage 
of  bilingual  health  care  providers  in  the 
primarily  Hispanic  region,  he  said.  The 
link  between  providers  in  Mexico  and 
Texas  needs  to  be  strengthened,  he 
added. 

Other  conference  speakers  discussed 
health  issues  before  the  101st  Congress 
and  the  state  legislature  and  TMA’s  new 
public  relations  initiative.  The  program 
began  with  a pre-conference  “dawn 
duster”  program  on  “More  on  How  to 
Stay  Out  of  the  Courthouse:  Defense  and 
Plaintiff  Perspectives.”  The  afternoon  was 
devoted  to  a special  session  on  the  Har- 
vard Resource-Based  Relative  Value  Scale 
( RBRVS ). 

Approximately  750  registrants  were  on 
hand  for  the  conference  at  Austin’s 
Stouffer  Hotel,  Saturday,  March  4.  More 
than  50  boards,  councils,  and  committees 


Texas  Medical  Association  President  Vat  F Borum. 
MD,  Fort  Worth,  opens  the  Texas  Medical 
Association  's  Winter  Leadership  Conference. 


George  Lundberg.  MD.  prepares  for  his  presentation 
during  Texas  Medical  Association  's  letutership 
conference. 
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met  in  conjunction  with  the  gathering. 

Cassette  tapes  of  the  conference  pro 
gram  are  available  for  purchase.  Prices 
and  other  information  are  available  from 
Pam  Hale,  Special  Services,  1801  N l.amar 
Blvd,  Austin,  I'X  ■’8"'0 1 , phone  (512) 
477-6'"04,  ext  1 56. 


Council  reaccredits  TMA 
as  continuing  education  sponsor 

The  Accreditation  Council  for  Continu- 
ing Medical  Education  (ACCME)  has  re- 
accredited  Texas  Medical  Association  as  a 
sponsor  of  continuing  medical  education 
for  physicians.  TMA's  accreditation  is 
valid  to  1993. 

ACCME  accreditation  assures  both 
physicians  and  the  public  that  continuing 
medical  education  activities  sponsored 
by  TMA  meet  the  high  standards  of  the 
Essentials  for  Accreditation  as  specified 
by  the  ACCME. 

The  ACCME  rigorously  evaluates  the 
overall  continuing  medical  education 
programs  of  institutions  according  to 
standards  adopted  by  all  seven  sponsor- 
ing organizations:  the  American  Board  of 
Medical  Specialties,  American  Hospital 
Association,  American  Medical  Associa- 
tion. Association  for  Hospital  Medical 
Education,  Association  of  American  Medi- 
cal Colleges,  Council  of  Medical  Specialty- 
Societies,  and  Eederation  of  State  Medical 
Boards.  To  fulfill  the  requirements  for  re- 
accreditation, TMA  .sent  representatives 
to  Chicago  to  present  the  association’s 
application  and  confer  with  ACCME 
officials. 

Thomas  L.  Pester.  MD,  El  Paso,  chair 
man  of  TMA’s  Committee  on  Continuing 
Medical  Education,  noted  that  ACCME 
representatives  were  e.specially  inter- 
ested in  the  committee’s  cosponsorship 
program.  It  is  one  of  the  committee’s 
most  significant  programs,  he  said.  “By- 
going  through  this  process,  smaller  hos- 
pitals and  medical  societies  improve  the 
quality  of  their  programs  and  the  quality 
of  care  in  their  hospitals.  We  teach  them 
how  to  develop  their  own  programs  and 
lead  them  toward  becoming  accredited 
sponsors  them.selves.  Our  committee 
shows  these  institutions  how-  to  plan  pro- 
grams, how  to  identify-  needs,  how  to  de- 
velop meaningful  programs  that  meet 
their  needs,  and  how  to  assess  whether 


the  program  had  any  impact,”  he 
explained. 

Texas  Medical  Association’s  annual  re- 
port notes  that  during  1988  the  associa- 
tion provided  more  than  1 ,400  credit 
hours  of  continuing  medical  education 
and  doubled  the  number  of  programs 
sponsored  jointly-  with  other  organiza- 
tions— from  20  in  198"’  to  48  in  1988. 
More  than  10,000  physicians  attended  a 
TMA  program  or  one  of  the  jointly-.spon- 
sored  programs  during  1988. 

The  1 22nd  TMA  annual  session  at- 
tracted more  than  5,000  individuals  to 
San  Antonio  in  May  1988  and  featured 
outstanding  faculty-  from  throughout  the 
nation.  The  session  offered  more  than 
300  continuing  medical  education  hours. 

Texas  Medical  Association  was  first  ac- 
credited for  continuing  medical  educa- 
tion in  19‘'4.  TMA  supports  and  encour- 
ages Texas  physicians  to  voluntarily  par- 
ticipate in  continuing  medical  education 
and  imposes  no  continuing  medical  edu- 
cation requirement  for  membership. 

further  information  on  TMA’s  continu- 
ing medical  education  program  is  avail- 
able from  Linda  Timmons,  Medical 
Education,  1801  N Lamar  Blvd,  Austin, 
TX  TB’:"!)  1 , phone  (512)  477-6704,  ext 
253. 


Councilors  rule  on  health  facility 
ownership,  AIDS,  other  issues 

Texas  Medical  Association’s  Board  of 
Councilors  has  amended  and/or  modified 
its  opinions  on  health  facility-  ownership 
by  physicians,  acquired  immune  defi- 
ciency syndrome,  advertising,  and  hospi- 
tal incentive  payments. 

The  board  says  a physician  may  ow  n a 
financial  interest  in  a for-profit  hospital, 
nursing  home,  or  other  health  facility, 
but  the  physician  must  disclose  his  own- 
ership interest  to  the  patient  before  re- 
ferral for  admission  or  treatment.  The 
statement  continues,  “Eurthermore,  re- 
muneration should  be  based  on  capital 
investment  and  not  on  utilization  or  re- 
ferral of  patients  to  a particular  facility  .” 

The  board’s  current  opinion  on  AIDS 
urges  physicians  who  are  seropositive  to 
counsel  with  their  colleagues  to  deter- 
mine in  which  medical  activities  the  phy- 
sicians safely  may  engage,  llie  modified 
opinion  adds  the  follow-ing  language: 
“These  know  ledgeable  colleagues  should 
insist  that  the  affected  physician  comply 
w-ith  existing  Centers  for  Disease  Control 
guidelines  for  preventing  transmission  of 
HfV'  in  health  care  settings.  Decrees  or 
decisions  concerning  limitation  of  medi- 
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cal  practice  should  also  outline  pro- 
visions for  future  restrictions  of  the 
affected  physician’s  clinical  duties  if  and 
when  the  physician  poses  a significant 
health  or  safety  risk  to  himself  or  to  oth- 
ers. The  degree  of  risk  is  to  be  deter- 
mined according  to  the  current  medical 
knowledge  regarding  the  nature,  dura- 
tion, and  severity  of  the  risk  and  the 
probabilities  that  AIDS  or  a related  condi- 
tion will  be  transmitted  and  will  cause 
harm  or  will  impair  the  cognitive  abilities 
of  the  affected  physician.” 

The  statement  on  advertising  notes;  “If 
a physician  produces,  writes,  edits,  or 
pays  for  a professional  advertisement, 
then  the  physician  is  responsible  for  its 
content.” 

Finally,  the  board  advises:  “Physicians 
routinely  maintain  medical  records  in  the 
course  of  their  office  and  hospital  prac- 
tices. Timely  completion  of  such  charts  is 
advisable  from  both  the  standpoints  of  li- 
ability protection  and  compliance  with 
hospital  medical  staff  bylaws.  In  addition, 
the  completion  of  medical  charts  is  tradi- 
tionally regarded  as  part  of  the  service 
rendered  to  the  patient,  and  not  a sepa- 
rate procedure  for  which  payment  is 
asked  or  expected.  The  payment  for 
completion  of  medical  charts,  from  any 
source,  is  improper  because  it  is  an  in- 
ducement to  do  that  which  good  medical 
practice  routinely  requires  of  physicians, 
and  may  constitute  an  inducement  to  re- 
fer patients  to  a facility  for  reasons  other 
than  the  quality  of  the  services  rendered 
in  that  facility.” 

The  Board  of  Councilors  met  in  con- 
junction with  TMA’s  Winter  Leadership 
Conference,  March  4,  in  Austin.  James  C. 
Mann,  Jr,  MD,  Beaumont,  serves  as  chair- 
man of  the  board,  which  comprises 
14  representatives  from  1 5 geographic  dis- 

tricts.  The  board  considers  questions  of 

medical  ethics. 

The  publication  “Current  Opinions  of 
the  TMA  Board  of  Councilors,”  contain- 
ing statements  on  almost  50  medical  top- 
ics, is  available  from  Bette  Nettle,  Office 
of  the  General  Counsel,  1801  N Lamar 
Blvd,  Austin,  TX  78701,  phone  (512) 
477-6704,  ext  131. 


TMA  membership  grows  by  3% 
to  reach  29,086  at  year’s  end 

At  the  end  of  1988,  Texas  Medical  Asso- 
ciation’s membership  topped  29,000,  re- 
flecting 3%  growth  over  the  membership 
count  at  the  end  of  1987.  Resident  mem- 
bership grew  by  7% . 

The  association’s  membership  includes 
82%  of  the  instate  licensed  MDs  in 
Texas.  Of  the  total  population  of  medical 
doctors  and  doctors  of  osteopathy,  81% 
of  the  males  are  TMA  members,  and  67% 
of  the  females  are  members.  Further,  as 
of  Dec  31,  1988:  79%  of  foreign  medical 
graduates  are  TMA  members,  and  80%  of 
non-FMGs  are  members;  64%  of  physi- 
cians under  40  years  of  age  are  members, 
and  89%  of  physicians  over  40  are  mem- 
bers; and  85%  of  physicians  engaged  in 
direct  patient  care  are  members,  as  are 
48%  of  physicians  in  administration,  74% 
of  physicians  in  teaching,  43%  of  physi- 
cians in  research,  62%  of  physicians  in 
their  first  year  of  practice,  8%  of  physi- 
cians in  the  military,  and  95%  of  physi- 
cians who  are  retired. 


Young  physicians  boost  rating 
of  Texas  Medicine 

Texas  Medical  Association’s  most  recent 
survey  of  physicians  shows  that  evalua- 
tions of  Texas  Medicine  are  up  5 points 
from  1 987.  “This  is  a significant  achieve- 
ment because  it  reflects  the  journal’s  suc- 
cess in  appealing  to  a younger  audience,” 
the  survey  report  states.  The  new  survey 
data  indicate  sharply  higher  evaluations 
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of  the  journal  among  young  physicians. 
Ninety -one  percent  of  TMA  members  re- 
port “direct  experience  or  contact  with” 
Texas  Medicine,  as  do  42%  of  non- 
member physicians. 

TMA  commissioned  the  Gallup  Organi- 
zation, Inc,  to  conduct  the  telephone  sur- 
vey of  800  randomly-selected  Texas 
physicians.  Interviews  were  conducted  in 
January  1989.  More  results  of  the  survey 
are  featured  in  a special  report  beginning 
on  page  28  of  this  issue  of  Texas 
Medicine. 


HEALTH  LINE 


TMA  widens  focus  of 
anti-smoking  campaign 

TMA  has  enlarged  the  scope  of  its  anti- 
smoking campaign,  with  the  addition  of 
several  initiatives. 

The  association’s  Council  on  Public 
Health,  at  its  March  meeting,  recom- 
mended that  TMA  endorse  the  Texas 
Hospital  Association’s  recommendation 
that  all  hospitals  become  smoke -free  by 
Sept  1,  1989,  and  that  TMA  encourage  all 
physicians’  offices  to  become  smoke-free. 
These  recommendations  will  be  consid- 
ered by  TMA’s  House  of  Delegates  at  an- 
nual session  in  May. 

TMA’s  Physician  Oncology  Education 
Program  (POEP)  has  approved  funds 
sponsoring  two  anti-smoking  related  con- 
ferences to  be  held  at  The  University  of 
Texas  M.D.  Anderson  Cancer  Center.  “Es- 
tablishing Smoke-Free  Hospitals”  is 
scheduled  for  Aug  25,  1989,  to  be  fol- 
lowed, on  Aug  26,  by  “Physician  Treat- 
ment of  Nicotine  Dependence.”  Further 
details  on  the  two  conferences  are  avail- 
able from  Michael  Eriksen,  ScD,  at  713- 
792-3020.  Later  in  the  year,  TMA  will 
offer  its  own  basic  cancer  course  using 
the  POEP-developed  modules,  one  of 
which  targets  smoking  cessation.  Also 
planned  is  the  submission  to  Texas  Medi- 
cine of  an  article  on  POEP’s  “Smoking 
Cessation  Counseling  Package.” 

These  initiatives  build  on  the  anti- 
smoking campaign  begun  by  TMA  earlier 
this  year  with  the  designation  of  its  head- 
quarters buildings  as  smoke-free,  and  by 
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DISABILITY  INCOME 
INSURANCE 


If  the  Texas  Medical  Association  Disability  Income  Plan  teiminated 
at  age  65  (like  many  disability  policies): 

• Approximately  24  percent  of  its  claimants,  who  now  receive 
monthly  payments  for  total  disabilities  which  commenced  at  age 
65  or  over,  would  have  never  received  a single  claim  payment. 

* Other  claimants  who  beccime  totally  disabled  at  ages  61  through 
64  would  receive  benefits  for  a lesser  number  of  years. 

There  is  a difference  in  termination  dates  and  benefit  periods — 
a big  dollcur  difference,  that  is. 

SEE  FOR  YOURSELF . . . 
Based  on  a $1,000  monthly  benefit 


AGE  AT  ONSET 

OF  DISABILITY 

MAXIMUM  PAYABLE  UNDER 

TMA’S  ACE  75  TERMINATION 

MAXIMUM  PAYABLE  UNDER  POLICIES 
WHICH  TERMINATE  AT  AGE  65 

1 

YEARS 

AMOUNT 

Years* 

Amount 

60 

5 

$60,000 

5 

$60,000 

[ 

i 

5 

60,000 

4 

48,000 

; 62 

5 

60,000 

3 

36,000 

63 

5 

60,000 

2 

24,000 

64 

5 

60,000 

2 

24,000 

65 

5 

60,000 

NONE 

NONE 

66 

5 

60,000 

NONE 

NONE 

67 

5 

60,000 

NONE 

NONE 

68 

4 

48,000 

NONE 

NONE 

69 

3 

36,000 

NONE 

NONE 

70-74 

1 

4,800** 

NONE 

NONE 

'Norm.  ’ ’based  on  a $400  monthly  benefit 


If  you  do  not  have  TMA  Long  Term  Disability  Insureuice, 
this  may  be  the  most  important  chcirt  you  read  today  . . . 

Call  1-800-252-9318  for  Brochure  and  application. 

TEXAS  MEDICAL  ASSOCIATION  INSURANCE  TRUST 

1901  N.  Lamar,  Austin,  Texas  78705 
Underwritten  by 

PRUCO  Life  Insurance  Company  of  Texas  • a Subsidiary  of  The  PiUdBntldl 
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the  strengthening  of  the  association’s 
anti-smoking  policy,  which  supports  FDA 
regulation  of  smokeless  cigarettes  and  a 
ban  of  smoking  in  educational  facilities. 
Additionally,  the  Council  on  Public 
Health  had  recommended  that  TMA  sup- 
port legislation  on  clean  indoor  air,  and 
raising  the  age  limit  on  the  purchase  of 
tobacco. 


TDH  to  publish  AIDS 
medical  directory 

The  Texas  Department  of  Health  is  com- 
piling information  for  an  AIDS  medical 
directory.  ITie  director)'  will  list  Texas 
physicians  who  treat  patients  with  AIDS 
or  HfV  infection.  Each  listing  will  include 
the  physician’s  name,  address,  telephone 
number,  and  medical  specialty. 

Fhe  directory  will  be  used  as  a refer- 
ence for  health  care  professionals,  includ- 
ing AIDS  counseling  and  testing  person- 
nel and  hospital  staffs. 

Physicians  who  want  to  be  listed  in  the 
directory  should  call  or  write  Sylvia  Wat- 
son, AIDS  Information  Line  Cioordinator, 
Public  Health  Promotion  Division,  Texas 
Department  of  Health,  1 100  W 49th  St, 
Austin,  I’X  78756,  telephone  512-458- 
7400.  Deadline  for  receipt  of  information 
is  May  31,  1989. 


Memorial  Library  houses 
extensive  media  collection 

The  media  collection  housed  within 
TMA’s  Memorial  Library'  covers  a wide 
selection  of  medical  topics  in  a variety  of 
formats,  including  audiotape  recordings, 
films,  35mm  slides,  and  VHS  videocas- 
settes. Many  of  the  programs  are  written 
for  physicians  and  are  available  for  CME 
credit.  Some  audiovisuals  are  developed 
for  the  general  public  and  can  add  a vi- 
sual dimension  to  public  presentations 
and  community'  education  efforts. 

Fhe  library’s  audiovisual  coordinator 
can  prepare  personalized  listings  of  au- 
diovisuals on  specially  requested  topics, 
or  can  assist  in  selection  of  appropriate 
materials.  Audiovisuals  may  be  pre- 
viewed and  reserved  for  specific  dates. 

There  is  no  charge  to  TMA  members 
for  borrow  ing  audiovisual  materials;  al- 
lied health  personnel  and  others  may 


borrow  materials  for  a handling  fee  of 
S2()  per  title  for  each  booking.  For  more 
information,  contact  the  audiovisual  co- 
ordinator at  512-477-6704,  ext  195. 


Doctors  hear  Koop 
on  AIDS,  tobacco  issues 

Earlier  this  year,  C.  Everett  Koop,  MD, 
Surgeon  General  of  the  United  States,  ad- 
dressed the  members  of  the  Bexar 
County  Medical  Society  on  the  topics  of 
AIDS  and  other  national  health  concerns. 

Koop  discussed  the  four  segments  of 
American  society  that  are  at  greatest  risk 
of  contracting  AIDS:  fV  drug  users,  prosti- 
tutes, homosexual  or  bisexual  males,  and 
infants  born  to  mothers  with  AIDS. 

He  noted  that  fV  drug  users  and  prosti- 
tutes are  culturally  isolated  and  are  not 
within  easy  reach  of  America’s  health 
care  system.  ITiere  are  signs,  on  the 
other  hand,  that  educational  programs 
are  reaching  homosexuals  and  may  be 
one  reason  for  the  decrease  in  AIDS  diag- 
noses among  homosexuals. 

Koop  said  infants  infected  by  their 
AIDS-carrying  mothers  are  a troublesome 
group  for  Americans  to  consider.  He 
added,  “Quite  a few  of  these  infants  are 
abandoned  by  their  parents  and  become 
wards  of  mostly  urban  hospitals.  Due  to 
the  fear  that  Americans  have  of  the  AIDS 
virus,  these  children  are  difficult  to  place 
in  foster  homes;  therefore,  they  end  up 
on  the  periphery  of  the  health  care  sys- 
tem or  outside  the  system,  just  like  their 
parents." 

Koop  discussed  another  killer  threat- 
ening American  society:  smoking.  In  call- 
ing for  a smoke-free  society,  he  said, 
“This  requires  clinical  treatment,  not  just 
a good  poster  or  a catchy  slogan.”  The 
two  greatest  barriers  to  a smoke-free  so- 
ciety are  tobacco’s  addictive  component, 
nicotine,  and  the  tobacco  industry  itself. 

Koop  said  that  cigarettes  are  a major 
bargaining  chip  in  the  export-import 
business.  He  predicted  that  in  a few  years 
tho.se  foreign  countries  with  whom  the 
tobacco  industry  does  business  will  face 
the  United  States  in  anger  because  we 
have  been  supplying  their  citizens  with  a 
life-threatening  product:  cigarettes. 


MEDICAL  ECONOMICS 


Adjustment  could  reduce 
Medicare  expenditures  in  Texas 

The  introduction  of  a geographic  ad- 
juster into  the  Resource-Based  Relative 
Value  Scale  formula  could  reduce  Medi- 
care expenditures  in  Texas  by  10%  be- 
cause it  is  assumed  “Texas  is  a cheaper 
place  to  practice,”  according  to  a spokes- 
man from  the  Health  Care  Financing 
Administration. 

However,  a simulation  by  the  Ameri- 
can Medical  Association  indicates  that 
such  an  adjuster  would  not  affect  spend- 
ing levels,  according  to  Louis  J.  Good- 
man, PhD.  Dr  Goodman  is  director  of 
Texas  Medical  Association’s  Division  of 
Medical  Economics. 

A geographic  adjustment  of  some  sort 
will  be  called  for,  Joseph  R.  Antos,  PhD, 
added.  Dr  Antos  is  acting  associate  ad- 
ministrator, Management  and  Support 
Services,  Health  Care  Financing  Admin- 
istration, US  Department  of  Health  and 

Joseph  R.  Antos.  PhD.  participates  in  a panel 
discussion  of  the  Resource-Based  Relative  Value 
Scale  during  Texas  Medical  Association  ’s  Winter 
l eadership  Conference.  Dr  Antos  represented  the 
Health  Care  Financing  Administration 


Texas  .Medicine 


Carafate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers!  For  those  NSAID  i 
develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal 
nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  > therapy  for  the  ulcer-prone  patient. 


defenses  through  a unique. 


Unique,  nonsystemic 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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Parafate* 

^^(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistially  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  FHowever, 
because  of  the  potential  of  CAFtAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

PregnatKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nutsing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1 712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1987:9(4):395-399. 
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YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-caf- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  {1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activih/.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  In  increased  penile  inflow, 
decreased  penile  outflow  or  both , 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  ttie  dmg.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Mternins:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  In- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.''  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day.  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks, 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 , November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed,,  p.  176-188. 
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3.  Weekly  Urological  Clinical  letter,  27;2,  July  4, 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 
(201)  569-8502 
1-800-237-9083 


Third,  commitmerit  of  tliis  kind  requires 
financial  strength  and  stability.  Wim  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clotit  to  do  whatever  it  takes  to 
serv'e  our  doctors. 


h'  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professioniil  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

.And  when  we  go  to  battle,  our  winning 
record  is  unsuipassed.  Tlie  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  y^eai's  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 


Servitig  Texas  Physicians  Since  1916. 


OOlccs  in  Dallas,  Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  ♦ Houston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  Rick  Bedingfleld,  (715)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisman,  (512)  490-1081 
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Human  Services.  He  participated  in  a spe- 
cial session  held  in  conjunction  with 
Texas  Medical  Association’s  Winter  Con- 
ference, March  4,  in  Austin.  The  session 
focused  on  the  Harvard  RBRVS,  a formula 
for  reimbursing  physicians  according  to 
the  amount  of  work  or  “resources”  they 
expend  on  a given  task.  The  scale  is  pro- 
posed as  an  alternative  to  the  current  sys- 
tem of  reimbursement  based  on 
physician  charges. 

Dr  Antos  told  his  physician  audience 
that  in  1 5 years,  Medicare  will  surpass 
Social  Security  to  become  the  nation's 
largest  social  service  program.  Medicare 
currently  accounts  for  20%  of  the  na- 
tional budget,  he  said. 

Medicare  administrators  are  under 
pressure  to  control  expenditure  growth, 
maintain  quality,  create  incentives  for 
competition,  and  minimize  disruption  as 
they  explore  physician  reimbursement 
alternatives,  including  the  RBRVS,  Dr 
Antos  said. 

Joining  Dr  Antos  on  the  program  were 
Edward  F.  X.  Hughes,  MD,  MPH,  Chicago, 
director  of  the  Center  for  Health  Services 
and  Policy  Research,  Northwestern  Uni- 
versity, and  a consultant  to  the  American 
Medical  Association  Department  of 
Health  Care  Financing  and  Organization; 
Jim  Bob  Brame,  MD,  Eldorado,  Tex,  past 
president  of  TMA  and  a member  of  the 
Physician  Payment  Review  Commission; 
Robert  E.  McAfee,  MD,  South  Portland, 
Me,  a member  of  the  Board  of  Trustees  of 
the  American  Medical  Association;  and 
James  S.  Todd,  MD,  Chicago,  senior  dep- 
uty executive  vice  president  of  the 
American  Medical  Association. 


Booklet  explains  Medicare 
carrier  review,  ‘medical  necessity’ 

The  American  Medical  Association  has 
published  “Medicare  Carrier  Review: 
What  Every  Physician  Should  Know 
About  ‘Medically  Unnecessary’  Denials,” 
designed  to  give  physicians  and  their 
staffs  a thorough  understanding  of  Medi- 
care’s “medical  necessity”  requirements 
and  the  carrier  review  process  in  general. 
The  60-page  booklet  is  available  for 
purchase. 

The  AMA  prepared  the  booklet  with 
technical  assistance  from  the  Health  Care 
Financing  Administration.  It  attempts  to 


eliminate  some  of  the  confusion  that  has 
accompanied  implementation  of  the  Om- 
nibus Budget  Reconciliation  Act  of  1986, 
which  initiated  the  program.  In  addition 
to  explaining  the  law  and  the  carrier 
claims  review  process,  the  booklet  dis- 
cusses ways  physicians  can  appeal  carrier 
determinations  and  explains  the  screen- 
ing criteria  used  in  making  determina- 
tions about  “medically  unnecessary” 
services.  Also  included  is  an  extensive 
explanation  of  “advance  notice  ” provi- 
sions, which,  if  used  properly,  nullify'  re- 
fund requirements. 

The  booklet  gives  advice  on  working 
within  the  process,  avoiding  time-con- 
suming complications,  and  obtaining 
prompt  assistance.  It  includes  a listing  of 
names,  telephone  numbers,  and  ad- 
dresses of  helpful  medical  society  con- 
tacts in  each  state;  Medicare  contacts; 
and  HCFA  regional  offices  where  assis- 
tance can  be  obtained.  The  publication 
also  contains  a glossary  of  Medicare 
terminology'. 

Copies  cost  SIO  for  AMA  members  and 
SI 2.50  for  nonmembers,  VISA  or  Master- 
Card  orders  may  be  placed  by  calling 
toll-free  (800)  621-8335.  Prepaid  mail 
orders  should  be  sent  to  the  AMA,  PO 
Box  10946,  Chicago,  IF  60610-0946,  list- 
ing the  publication  number  OP- 198. 


CAPITAL  COMMENTS 


Legislature  to  conclude  May  29, 
special  session  may  follow 

Ehe  regular  session  of  the  71st  Texas 
Legislature  continues  through  May  29, 
and,  at  press  time,  there  was  speculation 
that  a special  session  might  follow. 

Texas  Medical  Association’s  Council  on 
Legislation  anticipated  monitoring  ap- 
proximately 500  bills  and  resolutions 
that  in  some  way  might  impact  the  health 
care  delivery  system. 

TMA’s  news  hotline  will  continue  to 
provide  information  on  health  and  medi- 
cal legislation  through  the  end  of  the  ses- 
sion, as  well  as  during  a special  session,  if 
one  is  called.  The  hotline  number  is 
1-800-234-7272;  in  Austin,  469-9543. 


TMA  is  key  supporter 
of  EMS/trauma  care  system 

Texas  Medical  Association  is  among  the 
key  supporters  of  proposals  to  overhaul 
the  state’s  emergency'  medical  service/ 
trauma  care  system.  ITie  bill  is  sponsored 
in  the  House  of  Representatives  by  Rep 
Mike  McKinney,  MD,  (D-Centerville)  and 
in  the  Senate  by  Sen  Frank  Tejeda  (D-San 
Antonio). 

The  legislation  authorizes  the  Texas 
Department  of  Health  to  develop  and  im- 
plement EMS/trauma  care  systems  and 
designate  trauma  facilities;  and  authorizes 
grants  for  emergency  medical  services 
and  facilities  that  provide  trauma  care.  It 
also  provides  relief  from  civil  liability  for 
emergency  medical  services  personnel, 
training  programs  for  emergency  medical 
services  personnel,  hospitals  and  trauma 
centers  and  emergency  care  providers  in 
hospitals  and  trauma  centers,  and  physi- 
cians giving  instructions  for  patient  care 
to  emergency  medical  services  personnel. 

The  legislation  was  introduced  during 
a March  8 press  conference  in  the  Capi- 
tol Building  in  Austin.  Well-known 
trauma  surgeon  James  H.  “Red”  Duke, 
MD,  Houston,  joined  the  bill  sponsors  in 
the  presentation. 

Representative  McKinney,  Senator  Te- 
jeda, and  Dr  Duke  discussed  the  statistics 
that  prompted  the  legislation: 

1.  Trauma  is  the  leading  cause  of  death 
for  persons  age  1-44.  It  ranks  third  in 
causes  of  death  for  persons  of  all  ages. 

2.  For  each  death  there  are  at  least  two 
cases  of  permanent  disability. 

In  Texas,  in  1984,  there  were  318,000 
productive  years  of  life  lost,  triple  the 
111  ,000  years  lost  to  cancer. 

3.  Motor  vehicle  accidents  are  the 
greatest  single  cause  of  trauma  death, 
55%  in  1984. 

4.  An  average  of  ten  Texans  die  each 
day  from  injuries.  Medical  experts  say 
that  three  or  four  of  those  ten  could  have 
survived  if  they  had  been  transported  to 
medical  facilities  staffed,  equipped,  and 
committed  to  the  care  of  trauma  patients. 

In  addition  to  TMA,  supporters  of  the 
legislation  are  the  Texas  Department  of 
Health,  Texas  Hospital  Association,  Texas 
Chapter  of  the  American  College  of 
Emergency  Physicians,  Texas  Chapter 
of  the  American  College  of  Surgeons, 
Emergency  Nursing  Association,  Texas 
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Association  of  Emergency  Medical 
Technicians,  and  Texas  Ambulance 
Association. 

The  legislation  takes  the  form  of  House 
Bill  791  and  Senate  Bill  484.  ITie  House 
version  has  been  referred  to  the  Public 
Health  Committee,  chaired  by  Brad 
Wright  (R-Houston),  and  the  Senate  ver- 
sion is  in  the  Health  and  Human  Services 
Committee,  chaired  by  Chet  Brooks  ( D- 
Pasadena).  At  press  time,  no  hearings  on 
the  legislation  had  been  scheduled. 


NEWSMAKERS 


JOAQUIN  G.  CIGARROA,  JR,  MD,  Laredo 
internist,  has  been  named  the  1988  re- 
cipient of  the  Gibson  D.  Lewis  Cancer 
Control  Award  for  Physicians.  The  award, 
which  is  presented  by  the  Texas  Cancer 
Council,  recognizes  the  significant  role 
he  played  in  establishing  the  first  cancer 
radiation  center  in  Laredo.  WILLIAM  L. 
McGuire,  MD,  professor  of  medicine 
and  chief  of  medical  oncology  at  The 
University  of  Texas  Health  Science  Cen- 
ter at  San  Antonio,  was  named  the  recipi- 
ent of  the  1988  Gibson  D.  Lewis  Cancer 
Control  Award  for  Research,  in  honor  of 
his  substantial  contributions  to  the 
understanding  of  breast  cancer  cell 
biology. 

WILLIAM  D.  FURST,  MD,  Odessa,  has 
been  appointed  director  of  Public  Health 
Region  3.  Prior  to  his  appointment  by 
Robert  Bernstein,  MD,  commissioner  of 
health  for  the  Texas  Department  of 
Health,  Dr  Eurst  had  been  a pediatrician 
in  Odessa  for  34  years. 

HELMUTH  GOEPEERT,  MD,  Houston,  has 
been  appointed  medical  editor  of  The 
Cancer  Bulletin,  the  official  journal  of 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center.  Dr  Goepfert  has  been  a 
member  of  the  M.D.  Anderson  faculty 
since  1974  and  was  named  chairman  of 
the  Department  of  Head  and  Neck  Sur- 
gery in  1982. 

DEREK  HAYES,  a student  at  Klein  ( Tex ) 
High  School  won  first  place  in  the  high 
school  category  during  the  American 


Medical  Association’s  second  annual  high 
school  and  college  student  awards  for 
health  reporting.  He  won  for  a first-per 
son  account  of  a bicycle  accident,  coma, 
and  rehabilitation.  ROGERS  CADEN- 
HEAD,  a student  at  ITie  University  of 
Texas  at  Arlington,  won  first  place  in  the 
college  category  for  an  article  on  AIDS 
Awareness  Week. 

R.H.  “DICKIE”  HEARD,  MD,  Refugio,  was 
honored  as  “Outstanding  Citizen”  at  the 
recent  57th  Annual  Banquet  of  the  Re- 
fugio County  Chamber  of  Commerce.  Dr 
Heard  has  been  a general  practitioner  in 
Refugio  since  1954. 

Friends,  colleagues,  and  family  have  es- 
tablished a scholarship  fund  at  The  Uni- 
versity of  Texas  School  of  Public  Health 
at  Houston  in  honor  of  D.  JACK  KILIAN, 
MD,  who  died  in  1988.  ITie  fund  will  be 
used  for  student  scholarships  in  occupa- 
tional medicine,  cytogenetics,  or  genetic 
toxicology.  At  the  time  of  his  death.  Dr 
Kilian  was  a member  of  the  Texas  Air 
Control  Board. 

DON  C.  McLAREY,  MD,  Pampa,  has  been 
appointed  to  the  Committee  on  Humani- 
tarian Efforts  of  the  American  Academy 
of  Otolaryngology  and  Head  and  Neck 
Surgery. 

F.  DAVID  PRENTICE,  MD,  Houston,  has 
been  elected  to  a one-year  term  as  chair- 
man of  the  Texas  Emergency  Medical 
Services  Advisory’  Committee.  ITie  1 2- 
member  group  serves  in  an  advisory’  ca- 
pacity to  the  State  Board  of  Health. 

HELEN  C.  REDMAN,  MD,  Dallas,  was 
elected  to  the  1989  Board  of  Directors  of 
the  Radiological  Society  of  North  Amer- 
ica at  the  society’s  74th  scientific  assem- 
bly and  annual  meeting.  Dr  Redman  is  a 
professor  of  radiology  at  ITie  University 
of  Texas  Southwestern  Medical  Center  at 
Dallas. 

PEDRO  A.  RUBIO,  Houston,  was  elected 
president  of  the  United  States  Section  of 
the  International  College  of  Surgeons. 

EUGENE  P.  SCHOCH,  JR,  MD,  Austin,  was 
elected  vice-president  of  the  American 
Dermatological  Association  at  its  109th 
annual  meeting. 


rilOMAS  S.  SUDELA,  MD,  Rockwall,  chief 
of  surgery’  and  director  of  obstetrical  ser- 
vices at  Lake  Pointe  Medical  Center, 
Rowlett,  and  director  of  Lake  Point 
Women’s  Centre,  was  voted  “1988  Phy- 
sician of  the  Year”  in  balloting  by  non- 
supervisory  employees  of  the  hospital. 

WES  WALLACE,  MD,  an  emergency’  phy- 
sician from  Austin,  assumed  the  presi- 
dency of  Physicians  for  Social  Responsi- 
bility in  March.  Physicians  for  Social 
Responsibility  is  the  United  States  affiliate 
of  International  Physicians  for  the  Pre- 
vention of  Nuclear  War,  which  was 
awarded  the  Nobel  Peace  Prize  in  1985. 


DEATHS 


MELCHOR  MENCHACA  BOONE,  MD, 
Houston  family  practitioner.  Died  Feb  26, 
1989;  age  57.  Dr  Boone  received  his 
medical  degree  in  1957  from  the  Univer- 
sity’ of  Mexico  City’.  He  served  an  intern- 
ship at  Juarez  Hospital  in  Mexico  City', 
and  a residency  at  Memorial  Baptist  Hos- 
pital in  Houston. 

CARL  W.  RILBRIGHT,  MD,  retired  eye, 
ear,  nose,  and  throat  specialist  in  Port 
Arthur,  who  had  moved  to  San  Diego, 
Calif.  Died  Jan  23,  1989;  age  93.  Dr 
Fulbright  graduated  from  Baylor  Univer- 
sity’ College  of  Medicine  in  1920.  He 
served  internships  at  Baptist  Hospital  in 
Dallas  and  Detroit  (Mich)  Receiving  Hos- 
pital. Dr  Fulbriglit  served  in  the  US  mili- 
tary during  World  War  I.  He  was  an 
honorary'  member  of  Texas  Medical 
Association 

JOHN  WILSON  GARNETT,  JR,  MD.  re 
tired  Fort  Worth  obstetrician  and  gy  nc- 
coiogist.  Died  Jan  30,  1989;  age  80.  Dr 
Garnett  was  a 1933  graduate  of  Vander- 
bilt University’  School  of  Medicine.  His  in- 
ternship and  residency  were  completed 
at  Nashville  ( Lenn)  General  Hospital. 

From  1940  to  1946,  Dr  Garnett  was  on 
active  duty  with  the  US  Army  Medical 
Corps.  He  was  a life  member  of  Texas 
Medical  Association. 


Volume  85  Mo)'  1989 


CHARLOTTE  S.L.  (LOTTA)  GIESSEL,  MD, 
Houston  pediatrician.  Died  Feb  3,  1989; 
age  89.  Dr  Giessel  received  her  medical 
degree  in  1924  from  the  University  of 
Berlin  in  Germany.  She  served  an  intern- 
ship at  Orphan’s  Home  in  Berlin,  and  a 
residency  at  The  University  of  Texas 
Medical  Branch  at  Galveston.  She  had 
practiced  medicine  in  Eagle  Lake  and 
Houston  for  more  than  40  years  before 
her  retirement  in  1980. 

JOHN  V.  GOODE,  SR,  MD,  retired  Dallas 
surgeon.  Died  Feb  14,  1989;  age  89.  Dr 
Goode  was  a 1925  graduate  of  Johns 
Hopkins  University  School  of  Medicine  in 
Baltimore;  he  also  served  his  internship 
there.  He  was  a resident  at  Cincinnati 
General  Hospital.  Dr  Goode  was  an  hon- 
orary Texas  Medical  Association  member. 

O.  EARI.  HARPER,  MD,  Abilene  gy  necolo- 
gist. Died  Jan  29,  1989;  age  70.  Dr 
Harper  graduated  in  1949  from  The  Uni- 
versity of  Tennessee  College  of  Medicine. 
His  internship  was  at  John  Gaston  Hospi- 
tal in  Memphis.  During  World  War  11,  he 
served  with  the  Medical  Administrative 
Corps. 

ARLINGTON  MAYES  HUDSON,  MD,  Lake 
Jackson  family  practitioner.  Died  Jan  16, 
1989;  age  67.  Dr  Hudson  received  his 
medical  degree  in  1952  from  St  Louis 
University,  and  served  an  internship  at  St 
Louis  City  Hospital.  During  World  War  II 
he  served  in  the  US  Navy. 

FRANCIS  X.  IPOLYI,  MD,  Houston  oto- 
rhinolaryngologist.  Died  Jan  30,  1989; 
age  84.  Dr  Ipolyi  graduated  from  the 
Royal  Pazmany  Peter  Medical  School  in 
Budapest  in  1928.  His  internship  and  res- 
idency were  in  University  Hospitals  in 
Budapest.  Prior  to  his  move  to  Houston 
in  1977,  he  had  practiced  medicine  in 
New  York. 

ERNEST  E.  MILLER,  MD,  retired  Beeville 
family  practitioner.  Died  Dec  16,  1988; 
age  81.  Dr  Miller  was  a 1932  graduate  of 
The  University  of  Texas  Medical  Branch 
at  Galveston.  He  served  an  internship  at 
Mercy  Hospital  and  a residency  at  St 
Joseph’s  Hospital,  both  in  Baltimore.  Dr 
Miller  was  an  honorary  member  of  Texas 
Medical  Association. 


CHARLES  PETERS,  MD,  Kingwood  gen- 
eral surgeon.  Died  Feb  17,  1989;  age  43- 
Dr  Peters  received  his  medical  degree 
from  Harvard  Medical  School  in  1974, 
and  served  his  internship  and  residency 
at  Massachusetts  General  Hospital.  He 
had  practiced  medicine  in  Texas  since 
1982. 

LELAND  R.  RHINE,  MD.  retired  Tyler 
family  practitioner.  Died  Jan  27,  1989; 
age  83  Dr  Rhine  was  a 1931  graduate  of 
Baylor  University'  College  of  Medicine. 

His  internship  was  at  Parkland  Hospital  in 
Dallas.  During  World  War  11,  Dr  Rhine 
served  in  the  US  Navy.  I le  was  an  honor- 
ary Texas  Medical  Association  member. 

THOMAS  ARNOLD  SANDERSON,  MD, 
retired  Houston  anesthesiologist.  Died 
Jan  31,  1989;  age  81.  Dr  Sanderson  grad- 
uated from  Baylor  University'  College  of 
Medicine  in  1932,  He  served  an  intern- 
ship at  Jefferson  Davis  Hospital  and  a resi- 
dency at  Memorial  Hospital  in  Houston. 
Dr  Sanderson  was  a major  in  the  US  Air 
Force  during  World  War  11.  He  was  an 
honorary'  member  of  Texas  Medical 
Association. 

PONCE  DeLEON  SANDLIN  111,  MD, 
Houston  psychiatrist.  Died  November, 
1988;  age  49.  In  1968  Dr  Sandlin  re- 
ceived his  medical  degree  from  the  Uni- 
versity of  Virginia  at  Charlottesville.  He 
served  an  internship  at  Kings  County 
Hospital  in  Brooklyn,  NY,  and  a residency 
at  St  Vincent’s  Hospital  and  Medical  Cen- 
ter in  New  York. 

JACOB  DANIEL  SNIDER,  MD,  retired 
Lubbock  ophthalmologist.  Died  Jan  31, 
1989;  age  70.  Dr  Snider  graduated  in 
1944  from  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 
After  an  internship  at  City-County  Hospi- 
tal in  Fort  Worth,  he  served  a rotating 
residency  at  Brackenridge  Hospital  in 
Austin.  He  served  a residency  in  ophthal- 
mology at  Charity  Hospital  in  New 
Orleans. 


This  is  what 
it  feels  like 
to  have 
asthma. 


Try  breathing  through 
a thin  straw.  With  an 
asthma  attack  it’s  a 
fight  for  every  breath 
you  draw. 

Asthma  is  a serious  lung  disease 
that  can  affect  children  and 
adults  at  any  time.  An  attack  can 
be  triggered  by  such  diverse 
causes  as  cold  air,  pets,  tobacco 
smoke,  dust,  and  stress.  The 
American  Lung  Association®  is 
helping  people  control  asthma 
so  they  can  lead  happy,  normal, 
active  lives. 

It’s  a matter 
of  life 

and  breath* 

AMERICAN 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


M.M.  BOONE 
Houston,  1931-1989 

C.W.  FULBRIGHT 
Port  Arthur,  1895-1989 

J.W.  GARNET,  JR 
Fort  Worth,  1908-1989 

C.S.L.  GIESSEL 
Houston,  1899-1989 

J.V.  GOODE,  SR 
Dallas,  1899-1989 

O.E.  HARPER 
Abilene,  1918-1989 

A.M.  HUDSON 
Lake  Jackson,  1921-1989 


F.X.  IPOLYI 
Houston,  1904-1989 

E.E.  MILLER 
Beeville,  1907-1988 

C.  PETERS 
Kingwood,  1945-1989 

L.R.  RHINE 
Tyler,  1905-1989 

T.A.  SANDERSON 
Houston,  1907-1989 

P.D.  SANDLIN  III 
Houston,  1939-1988 

J.D.  SNIDER 
Lubbock,  1918-1989 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend.  □ In  memory  of  □ In  honor  of 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

njAMP  

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00  OCCASION 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 
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PHTSIGIANS 


we  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
iN  new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  missioh.  For  those  who  qualify, 
retirement  credit  can  be  obtained  as 
well  as  low  cost  life  insurance,  one 
(\  weekend  a month  plus  two  weeks  a 
^ year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your 
country. 


Call:  (512)369-1007 


Or  Fill  Oul  the  Coupon  and  Mail  Today  I 
To:  Air  Force  Reserve  Recruiting  Office 
2610RRG/RSH 
Bergstrom  AFB,  TX  78743-6002 


Name. 


Address . 
City 


. State . 


-Zip. 


Phone . 


-Prior  Service?  Yes . 


.No. 


Medical  Specialty. 


-Date  of  Birth . 


AIB  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 
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MOVE  UP  to  POWER  tor  UNDER  130Q0! 

Backed  by  our  Three  Year  Warranty  and  available  through  our 

72-hour  Quick  Ship  Program! 


Power  Height 
Exam  table 


/^i^MILTON® 

U LM\  NDUSTRIES 


Gives  you  more  for  less. 

For  details  call  HAMILTON  INDUSTRIES 
at  1-800-558-7655  In  Wisconsin  call  1-414-794-6290. 
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A single-entity  muscle  relaxant 
for  prescribing  flexibility 

F^RAFON  FORTE  DSC 

DOUBLE  STRENGTH  CHLORZOXAZONE 


Works  alone... 

■ Now  with  500  mg  chlorzoxazone 
per  caplet — double  the  muscle 
relaxant  of  a PARAFON  FORTE® 
(chlorzoxazone  and  acetaminophen) 
tablet,  and  no  analgesic. 

■ Just  one  easy-to-swallow  caplet 
q.i.d.  may  encourage  compliance. 

■ Prompt,  effective  relief  with 
minimal  drowsiness.*  Clinical 
studies  have  shown  that  patients 
respond  by  the  end  of  24  hours 
following  initiation  of  therapy. 


Or  with  an  analgesic 

■ Formulated  without  an  analgesic, 
for  maximum  treatment  flexibility. 

■ Can  be  used  with  the  analgesic  of 
your  choice,  according  to  the 
patient’s  need  for  pain  relief. 

■ Scored  caplet  permits  greater 
dosing  flexibility  for  patients 
requiring  lower  daily  doses. 

•Clinical  studies  have  shown  that  most  patients  remain  alert  when 
chlorzoxazone-containing  products  are  administered  at  recommended 
doses,  although  drowsiness  sometimes  occurs. 

Please  see  following  page  for  brief  summary 
of  Prescribing  Information. 
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The  following  is  a brief  summary  only.  Before 
prescribing,  see  complete  prescribing  information  in 
PARAFON  FORTE  DSC  labeling. 
CONTRAINDICATIONS:  PARAFON  FORTE  DSC 
chlorzoxazone  is  contraindicated  in  patients  with  known 
intolerance  to  the  drug. 

WARNINGS:  The  concomitant  use  of  alcohol  or  other 
central  nervous  system  depressants  may  have  an 
additive  effect.  Usage  m Pregnancy.  The  safe  use  of 
PARAFON  FORTE  DSC  chlorzoxazone  has  not  been 
established  with  respect  to  the  possible  adverse  effects 
upon  fetal  development.  Therefore,  it  should  be  used  in 
women  of  childbearing  potential  only  when,  in  the 
judgment  of  the  physician,  the  potential  benefits  outweigh 
the  possible  risks. 

PRECAUTIONS:  PARAFON  FORTE  DSC  chlorzoxazone 
should  be  used  with  caution  in  patents  with  known 
allergies  or  with  a history  of  allergic  reactions  to  drugs.  If  a 
sensitivity  reaction  occurs  such  as  urticaria,  redness,  or 
itching  of  the  skin,  the  drug  should  be  stopped.  If  any 
symptoms  suggestive  of  liver  dysfunction  are  observed, 
the  drug  should  be  discontinued. 

ADVERSE  REACTIONS:  After  more  than  twenty-six 
years  of  extensive  clinical  use  of  chlorzoxazone-contain- 
ing products  in  an  estimated  thirty-two  million  patients,  it 
is  apparent  that  the  drug  is  well  tolerated  and  seldom  pro- 
duces undesirable  side  effects.  Occasional  patients  may 
develop  gastrointestinal  disturbances  It  is  possible  in  rare 
instances  that  chlorzoxazone  may  have  been  associated 
with  gastrointestinal  bleeding.  Drowsiness,  dizziness, 
lightheadedness,  malaise,  or  overstimulation  may  be 
noted  by  an  occasional  patient  Rarely  allergic-type  skin 
rashes,  petechiae,  or  ecchymoses  may  develop  during 
treatment.  Angioneurotic  edema  or  anaphylactic  reac- 
tions are  extremely  rare.  There  is  no  evidence  that  the 
drug  will  cause  renal  damage.  Rarely,  a patient  may  note 
discoloration  of  the  urine  resulting  from  a phenolic  metab- 
olite of  chlorzoxazone.  This  finding  is  of  no  known  clinical 
significance.  Approximately  thirty-six  patients  have  been 
reported  in  whom  the  administration  of  chlorzoxazone- 
containing  products  was  suspected  as  being  the  cause 
of  liver  damage.  In  one  case,  the  jaundice  was  subse- 
quently considered  to  be  due  to  a carcinoma  of  the  head 
of  the  pancreas  rather  than  to  the  drug.  In  a second  case, 
there  was  no  jaundice  but  an  elevated  alkaline  phospha- 
tase and  BSP  retention.  In  this  patient  there  was  a malig- 
nancy with  bony  and  liver  metastases.  The  role  of  the 
drug  was  difficult  to  determine.  A third  and  fourth  case 
had  cholelithiasis.  Diagnosis  in  a fifth  case  was  submas- 
sive  hepatic  necrosis  possibly  due  to  abusive  use  of  the 
drug  for  approximately  one  year  The  remaining  cases 
had  a clinical  picture  compatible  with  either  a viral  hepati- 
tis or  a drug-induced  hepatitis.  In  all  these  latter  cases, 
the  drug  was  stopped,  and  with  one  exception,  the 
patients  recovered.  It  is  not  possible  to  state  that  the  hep- 
atitis in  these  patients  was  or  was  not  drug-induced. 

Full  directions  for  use  should  be  read  before  adminis- 
tering or  prescribing. 

For  information  on  symptoms  and  treatment  of  over- 
dosage, see  full  prescribing  information. 
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Cardio- 

pulmonary 

Referral 

CARDIOLOGY  EVALGATION 

Cardiac  Catheterization 
Non-invasive  testing 
— Treadmill  stress  test 
— Electrocardiography 
— Echocardiography 
Esophageal  evaluation 
Coronary  Angioplasty  (PTCA) 

Cardiovascular  Risk  Reduction 
Cardiac  Rehabilitation 
Hypertension  Consultation 

CARDIOVASCULAR  SURGERY 

Coronary  artery  bypass 
and  endarterectomy 
Cardiac  valve  replacement 
and  valvuloplasty 
Pacemaker  Implantation 
Peripheral  vascular  surgery 

ONCOLOGY  SERVICE 

Breast  Diagnostic  Center 
Lung  Cancer 

Other  Tumors  of  the  Chest 

ADULT  PULMONARY  SERVICE 

Asthma 

Acute  & Chronic  Respiratory  Failure 
Evaluation  of  Mass  Lesions 
in  the  Chest 

Pulmonary  Function,  Inhalatinal 
Challenge  and  Exercise  Testing 
Sleep  Disorders 
Tuberculosis  & Atypical 
Mycobacterial  Disease 
Unusual  Infections  of  the  Chest 
Thoracic  Surgery 
Pulmonary  Rehabilitation 
Clinical  Trials  and  Basic  Research 
of  Pulmonary  Disorders 

PEDIATRIC  PULMONARY  SERVICE 

Asthma 
Cystic  Fibrosis 
Other  Lung  Diseases 

For  consultation  or  referral 
call  toll  free:  1-800-442-8842 


THE  UNIVERSITY  OF  TEXAS 

HeaithCenter 

^AT  TYLER 


— The  state  referral  center  for  cardiopulmonary  disease — 


Texas  Medicine 


DEFEND  YDDRSElf 


The  following  tapes  provide  specialized  infor- 
mation and  advice  for  the  Medical  Specialties 
with  the  highest  risk. 

5.  Surgery /Anesthesiology 

6.  Emergency  Medicine 

The  tapes  are  available  for  $79.00  each,  plus  $4.95  for 
each  order  to  cover  shipping  and  handling.  All  major 
credit  cards  accepted.  Please  specify  Beta  or  VHS. 


One  single  malpractice  lawsuit,  no  matter 
how  frivolous  or  unjustified,  could  cost 
you  much  more  than  time  and  money 

These  six  video  tapes  are  full  of  direct,  easy 
to  follow  practical  advice  to  help  you  avoid 
lawsuits.  They  were  developed  and  presented 
by  James  B.  Edwards,  a noted  malpractice 
defense  attorney  Current  Topics  Include: 

1.  General  Introductory  Tape 

2.  Suggestions  to  Office  Staff 

3.  Anatomy  of  a Medical  Malpractice  Case 

4.  How  to  Give  Expert  Testimony 


Medical  Media  Systems  • 4265  San  Felipe,  Suite  920  • Houston,  Texas  77027  • 1 (800)  368  3844 


Epistaxis  balloon  caiheler  page  20 


Faniih  Praclice  Recerlificalioii* 


DECEMSEfl  1987  / VOl_  9,  NO  12 


F.OIILV  PR.\CTICl:  SKILL 


' Controlling  Epistaxis 


CLl.MC.XL  .XRTICLES 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in; 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  ■ CURRENT 

Family  Practice  Recertification  Greenwich  office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 


ll||||]i  Drug  Therapy  for  Manic  Illness 

Therapeutic  Guidelines  for  Use  of  Nonsteroidal 
22  Antiinflammatory  Drugs  for  Rheumatic  Disorders: 
Salicylates 
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Comparison  of  Diagnostic 
Tests  for  Evaluating 
Dementia 

Psychiatric  Reactions  Caused 
by  LIdocaine  Toxicity 
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special  ^Keport  I 1989  physician  survey 

examines  attitudes, 
professional  needs 


In  order  to  remain  responsive  to  the 
needs  of  its  membership,  Texas  Medical 
Association  regularly  conducts  scientific 
assessments  of  physicians’  attitudes  and 
professional  needs.  This  special  report 
presents  the  highlights  of  the  most  re- 
cent assessment,  which  was  conducted 
in  February  1989.  The  subjects  ad- 
dressed in  the  survey  are:  the  biggest 
challenge  facing  Texas  physicians,  phy- 
sicians’ knowledge  and  evaluation  of 
the  resource -based  relative  value  scale 
(RBRVS),  the  Workers’  Compensation 
program,  patient  profiles.  Medicare,  phy- 
sicians’ plans  for  retirement,  and  uti- 
lization review.  When  appropriate,  the 
study  compares  these  recent  findings 
with  those  of  the  1987  survey.  This  ar- 
ticle is  based  on  an  analysis  prepared 
by  The  Gallup  Organization  for  TMA 


Biggest  challenge  facing  Texas 
physicians 

Both  surveys  began  with  an  open-ended 
question  in  which  respondents  told  inter- 
viewers what  they  considered  the  biggest 
challenge  facing  Texas  physicians  in  the 
1990s.  Findings  are  compared  in  Fig  1. 

The  plurality  in  1989  continue  to  men- 
tion professional  liability  ( 28%  ),  fol- 
lowed by  government  regulation  ( 16%  ). 
Responses  related  to  costs  and  Medicare 
have  increased  sharply  over  1987,  while 
concern  about  health  maintenance  orga- 
nizations ( HMOs ) and  preferred  provider 
organizations  ( PPOs ) is  down  slightly. 
Costs,  government  regulations,  and  Medi- 
care were  mentioned  by  44%  of  physi- 
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cians,  representing  an  increase  of  1 5% 
since  1987. 

Since  the  1987  study,  the  percentage 
of  obstetricians/gynecologists  citing  pro- 
fessional liability  as  the  biggest  challenge 
has  fallen  by  14%,  while  these  responses 
among  radiologists  are  down  by  21%.  In 
contrast,  liability  concerns  have  in- 
creased by  8%  among  psychiatrists  and 
by  5%  among  pediatricians.  These  shifts 
in  professional  liability  concerns  com- 
bine to  reduce  overall  variation  across 
specialties. 

It  continues  to  be  true  that  younger 
physicians  are  more  concerned  about 
professional  liability  than  are  older 
physicians. 


To  assess  the  attitudes  of  member 
and  nonmember  physicians,  Texas 
Medical  Association  (TMA)  com- 
missioned The  Gallup  Organization  to 
survey  800  randomly  selected  Texas  phy- 
sicians. Telephone  interviews  were  con- 
ducted from  Gallup’s  Houston  office  in 
January  1989. 

Many  of  the  questions  in  this  1989 
study  also  were  asked  during  a similar 
survey  completed  by  Gallup  in  Septem- 
ber 1987. 

The  samples  for  both  studies  were 
stratified  by  age  and  membership  status 
to  ensure  that  the  final  sample  was 
representative. 
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Summary  and 
conclusions 

While  down  slightly  since  1987,  physician 
concerns  about  professional  liability  are 
still  dominant  as  the  biggest  challenge  fac- 
ing Texas  medicine.  Medicare  reimburse- 
ment is  seen  as  a growing  problem  as  are 
cost  and  reimbursement  issues  generally. 

The  intense  concern  over  professional  lia- 
bility voiced  by  obstetricians  and  radiolo- 
gists in  1987  has  abated  significantly. 


Clearly,  attitudes  toward  the  professional 
liability  situation  facing  these  two  spe- 
cialties have  improved  in  the  two-year 
interim. 

This  trend  may  be  due  more  to  changes  in 
medical  practice  patterns  than  in  the  liabil- 
ity environment  itself.  Obstetricians  and 
radiologists  may  be  shifting  their  practices 
away  from  high-risk  cases,  thereby  im- 
proving their  premium  profile.  If  this  is 
the  case,  lessened  concern  has  occurred 
at  the  expense  of  service  availability. 

Only  8%  of  Texas  physicians  indicate  that 


they  know  “a  great  deal”  about  the  re- 
source-based  relative  value  scale. 

On  average,  1 5%  of  Texas  physicians’  pa- 
tients are  indigent.  The  typical  Texas  phy- 
sician treats  95  of  these  patients  without 
charge  each  year. 

Thirty-one  percent  of  Texas  doctors  re- 
port that  they  remain  willing  to  accept 
Medicare  patients  despite  recent  changes 
in  the  Medicare  program.  The  implica- 
tions of  this  finding  for  the  elderly’s  access 
to  medical  care  are  clearly  negative.  Thirty 
one  percent  of  respondents  also  indicate 
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Knowledge  and  evaluation  of  the 
resource-based  relative  value  scale 

Physicians  were  asked  two  questions 
about  the  resource-based  relative  value 
scale  (RBRVS)  for  Medicare  reimburse- 
ment. The  first  item  elicited  physicians’ 
current  level  of  information  about 
RBRVS. 

As  shown  in  Fig  2,  the  plurality  (45%  ) 
of  Texas  physicians  say  they  know 
“some”  about  the  RBRVS,  but  a similar 
percentage  indicate  “not  much”  knowl- 
edge or  none  at  all.  Only  8%  perceive 
themselves  as  having  a great  deal  of 
knowledge.  The  demographic  data  show 
major  variation  across  key  subgroups. 

Seventy-three  percent  of  radiologists 
claimed  “a  great  deal”  or  “some”  knowl- 
edge of  the  RBRVS,  as  did  66%  of  inter- 
nists and  64%  of  group  practitioners. 

Those  with  significantly  lower  levels  of 
information  are:  women,  with  69%  an- 
swering “not  much”  or  “none  at  all”; 
pediatricians,  68%;  obstetricians/gyne- 


31% 


cologists,  65% ; psychiatrists,  63% ; re- 
searchers, 63% ; salaried  practitioners, 
6l%;  nonmembers,  58%;  residents,  55%; 
and  teachers,  54%. 

Among  those  physicians  who  indicate 
any  knowledge  of  the  RBRVS,  the  plu- 
rality (25%  ) express  strong  opposition 
to  the  RBRVS  concept.  However,  re- 
sponses on  the  plus  side  total  48% , in- 
dicating sharp  differences  of  opinion  on 
this  key  issue.  Variation  across  specialties 
is  again  substantial  (Fig  3). 

Note  the  very  high  levels  of  support 
among  general  practitioners  and  inter- 
nists in  direct  contrast  to  the  very  low 
percentages  in  favor  among  surgeons  and 
radiologists. 


Workers’  Compensation 

Texas  physicians  treat  an  average  of  5.7 
patients  under  Workers’  Compensation 
coverage.  Group  practice  doctors  treat 
significantly  more  of  these  patients  than 
do  other  physicians.  Surgeons,  anesthe- 
siologists, and  radiologists  treat  the  great- 
est number  of  Workers’  Compensation 
patients. 

On  average,  Texas  physicians  report 
that  75%  of  Workers’  Compensation 
charges  are  paid  in  full. 

Patient  profile 

The  survey  results  show  that  in  a typical 
month: 

1 . On  average,  26.4%  of  a Texas  physi- 
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that  they  encountered  difiRculty  in  hospi- 
talizing Medicare  patients  when  it  is  medi- 
cally necessary. 

The  majority  of  Texas  physicians  who 
treat  Medicare  patients  are  “not  at  all” 
satisfied  with  Medicare  reimbursement 
levels. 

The  two  most  frequent  patient  complaints 
about  Medicare  involve  inadequate  cover- 
age or  confusion/uncertainty  about  vari- 
ous aspects  of  the  program. 


Fifty-one  percent  of  Texas  physicians  who 
treat  Medicare  patients  report  undue 
pressure  to  discharge  their  patients  early 
from  the  hospital.  In  addition,  46%  report 
that  Medicare  regulations  have  resulted  in 
physicians  decreasing  the  number  of 
Medicare  patients  they  hospitalize. 

Twenty-nine  percent  of  Texas  physicians 
report  that  the  changing  economics  of 
medical  practice  have  caused  them  to  alter 
their  retirement  plans  in  recent  years. 
While  most  of  these  doctors  are  retiring 


earlier  than  initially  planned,  a significant 
number  report  postponing  retirement 
because  they  have  insufficient  financial 
resources. 

The  typical  Texas  physician  spends  3 5 
hours  per  week  on  the  telephone  with  uti- 
lization reviewers.  This  problem  is  espe- 
cially pronounced  among  internists,  who 
spend  an  average  of  7 hours  per  week  on 
such  calls. 
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cian’s  patients  are  covered  under  Medi- 
care. This  figure  reaches  more  than  35% 
among  surgeons. 

2.  The  corresponding  statistic  for 
Medicaid  patients  is  1 1.2%.  Among  pedi- 
atricians, an  average  of  23.6%  of  patients 
are  covered  by  Medicaid. 

3.  While  only  8%  of  a typical  physi- 
cian’s patients  are  HMO  or  PPO  en- 
rollees,  this  figure  is  almost  doubled  for 
pediatricians  and  is  significantly  higher 
for  women  doctors.  Group  practice  phy- 
sicians are  much  more  involved  with 
HMO  patients  than  are  solo  practitioners. 

4.  On  average,  1 5%  of  Texas  physi- 
cians’ patients  are  indigent.  Physicians 
who  treat  the  indigent  tend  to  be  resi- 
dents, faculty,  or  salaried;  pediatricians; 
aged  24-30;  nonmembers;  and  women. 

Physicians  also  were  asked  to  indicate 
the  number  of  indigent  patients  they 
treated  without  charge  in  1987. 

The  overall  average  is  94.8  patients. 
The  results  show  a very  high  figure 

(162.6)  for  teaching  doctors,  especially 
in  comparison  with  solo  practitioners 

(64.6) .  Across  specialties,  radiologists 
(158.3)  and  anesthesiologists  ( 153-6) 
lead  the  field,  while  internists  report 
treating  an  average  of  48  indigent  pa- 
tients during  the  year.  Younger  doctors 
tend  to  treat  more  indigent  patients  than 
do  their  older  colleagues,  as  do  women 
over  men  physicians. 

Medicare 

The  data  in  Fig  4 show  that  while  the  ma- 
jority of  physicians  ( 59%  ) indicate  that 
recent  Medicare  changes  have  had  no 
effect  on  their  willingness  to  accept  new 
Medicare  patients,  3 1 % say  they  are  now 
less  willing  to  accept  elderly  patients. 


4.  Impact  of  Medicare  changes. 


59% 


Solo  practitioners  are  much  more 
likely  than  doctors  in  either  partnership 
or  group  practices  to  indicate  less  will- 
ingness to  accept  new  Medicare  patients. 
Differences  across  specialties  are  also 
substantial — “less  willing”  responses 
range  from  24%  among  internists  to  45% 
among  anesthesiologists. 

Physicians  then  were  asked  if  they  had 
experienced  difficulty  in  hospitalizing 
Medicare  patients  when  they  felt  it  was 
medically  necessary:  32%  of  physicians 
respond  affirmatively.  Of  these,  most  re- 
port that  problems  in  hospitalizing  Medi- 
care patients  occur  occasionally.  How- 
ever, 1 1 % indicate  that  this  is  a regular 
occurrence.  Solo  practitioners  are  much 
more  likely  than  their  colleagues  in  part- 
nerships or  group  practices  to  report  this 
difficulty. 

Respondents  then  were  asked  how  sat- 
isfied they  are  with  current  Medicare 
payments.  As  shown  in  Fig  5,  a majority 
(53%  ) report  being  not  at  all  satisfied 
with  Medicare  reimbursement  levels, 
while  32%  indicate  being  somewhat  sat- 
isfied. Physicians  with  the  most  negative 
opinions  tend  to  be  solo  practitioners 
(69%  “not  at  all  satisfied”),  psychiatrists 
(67%  ),  and  general  practitioners  (66%  ). 

The  survey  also  explored  the  extent  to 
which  physicians  are  unduly  pressured  to 
discharge  Medicare  patients  early  from 
the  hospital. 

Fifty-one  percent  of  physicians  report 
such  undue  pressure,  and  31%  say  it  oc- 
curs often  in  their  practices  (Fig  6).  One 
in  three  respondents  indicates  no  diffi- 
culty with  pressure  to  discharge  hospi- 
talized Medicare  patients  early.  Those 
most  likely  to  report  undue  pressure  are 
solo  practitioners,  general  practitioners. 


surgeons,  and  psychiatrists. 

Physicians  also  were  asked  about  the 
amount  of  time  they  spend  with  individ- 
ual Medicare  patients.  The  plurality 
( 58%  ) of  physicians  report  no  change  in 
the  time  spent  with  Medicare  patients  in 
the  last  few  years.  However,  almost  one 
in  three  indicates  an  increase  in  time 
spent.  Those  physicians  who  indicated 
the  time  they  spend  with  Medicare  pa- 
tients has  “increased”  are  more  likely  to 
be  older  doctors,  TMA  members,  and 
men. 

The  interview  then  focused  on  the 
changes  in  physician  services  delivered 
to  Medicare  patients  as  the  result  of 
Medicare  regulations.  Physicians  were 
asked  if  they  had  increased  or  decreased 
diagnostic  tests,  follow-up  care,  or  hospi- 
talizations as  a result  of  Medicare  regula- 
tions (Fig  7). 

The  greatest  impact  of  Medicare  regu- 
lations has  been  to  reduce  the  hospi- 
talization of  elderly  patients.  Almost  one 
half  of  the  doctors  interviewed  report  de- 
creases in  this  area.  In  addition,  18%  say 
they  conduct  fewer  diagnostic  tests  and 
12%  mention  decreases  in  follow-up  care 
provided  to  Medicare  patients.  However, 
similar  percentages  of  physicians  cite  in- 
creases in  these  latter  two  areas  for  a net 
effect  of  approximately  zero.  This  is  not 
the  case  for  hospitalizations,  where  only 
6%  report  increases.  Physicians  who  in- 
dicate decreased  hospitalizations  of 
Medicare  patients  tend  to  be  general 
practitioners  (66%  ),  internists  (57%  ), 
and  aged  31-35  (57%  ). 

Respondents  then  were  asked  to  de- 
scribe the  most  significant  change  they 
have  made  in  their  medical  practices  due 
to  Medicare  rules  and  regulations. 

Approximately  one  in  five  physicians 
report  no  such  changes.  Mentions  made 
by  the  remaining  78%  can  be  cate- 
gorized into  three  principal  types:  re- 
duction of  inpatient  days/shifts  to  the 
outpatient  setting,  increased  paperwork/ 
documentation,  and  limiting  the  number 
of  Medicare  patients. 

Non-participating  physicians  also  were 
asked  how  many  letters  they  had  re- 
ceived from  Medicare  in  the  last  few 
months  questioning  their  medical  deci- 
sions or  indicating  that  services  had  been 
provided  unnecessarily. 

Two  in  three  non-participating  respon- 
dents reported  receiving  two  or  fewer 
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such  letters.  However,  16%  of  these  phy- 
sicians indicate  six  Medicare-related  let- 
ters or  more. 

Group  practice  physicians,  on  average, 
received  6.6  Medicare  letters,  while  radi- 
ologists report  receiving  18.5  letters  in 
recent  months. 

Plans  for  retirement 

Physicians  who  responded  to  the  ques- 
tionnaire were  asked  if  their  plans  for  re- 
tirement had  changed  in  recent  years 
and,  if  so,  how  they  had  changed. 

Approximately  three  in  ten  Texas  doc- 
tors report  alteration  of  their  retirement 
plans  in  the  recent  past.  This  is  more 
characteristic  of  older  than  younger  phy- 
sicians, but  certain  specialists  (radiolo- 
gists, anesthesiologists,  pathologists,  pe- 
diatricians) are  substantially  less  likely 
than  general  practitioners  or  internists  to 
report  changes  in  their  retirement 
situation. 

Almost  one  half  of  those  who  report 
changes  indicate  that  they  are  retiring 
earlier  than  originally  planned.  However, 
a substantial  group  (28%  ) report  later  re- 
tirement due  to  financial  constraints,  and 
7%  cite  specialty  shifts. 

Utilization  review 

Respondents  were  asked  two  questions 
about  their  patients  with  private 
insurance: 

Approximately  how  many  times  each 
week  do  you  have  to  answer  calls  from 
utilization  reviewers  who  have  ques- 
tions about  hospital  admissions  for 
your  patients  with  private  insurance? 

Including  time  you  are  put  ‘on  hold,’ 
approximately  how  much  time  do  you 
spend  each  week  on  these  calls? 

Overall,  Texas  physicians  answer  3 5 
such  calls  a week  and  spend  about  the 
same  number  of  hours  per  week  on  the 
telephone  with  utilization  reviewers. 
There  is  substantial  variation  in  these  sta- 
tistics across  demographic  categories: 

1.  Physicians  aged  41-50  receive  more 
than  three  times  as  many  calls  as  their 
younger  colleagues  (24-30  years  old); 

2.  Solo  practitioners  receive  signifi- 
cantly more  calls,  but  spend  less  time  on 
them  than  physicians  in  partnership  or 
group  practice  arrangements;  and 


3.  Pathologists  report  a large  number 
of  calls  of  very  short  duration,  while  radi- 
ologists receive  few  calls  but  spend  more 
than  an  hour  a week  on  them. 

In  addition  to  issues  related  to  socio- 
economics, the  1989  needs  assessment 
asked  physicians  to  rate  the  importance 
and  effectiveness  of  association  activities 
and  to  evaluate  association  publications. 

The  survey  results  were  presented  to 
the  Texas  Medical  Association  Board  of 
Trustees  during  its  meeting  March  4 in 
Austin. 


6.  Pressure  to  discharge  Medicare  patients  early. 
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r^ore  bailee 
and  integrity  to 

the 1989 Tbcas 
Supreme  Court 


BAD  NEWS:  Medical  adversaries  aren’t  exactly 
plagued  by  self  doubt.  They  are  back  in  force  with  a 
new  aggressive  assault  on  the  Texas  Legislature  and 
rumors  of  heavy  involvement  in  Texas  Supreme  Court 
elections  scheduled  for  1990. 

You  proved  you  can  make  a difference.  Help  us  con- 
tinue to  make  a difference. 

Join  TEXPAC  today  and  we’ll  take  your  order  by 
phone.  Call  512/474-1812. 


1905  N. LAMAR  BLVD. 


AUSTIN,  TEXAS  78705 
512/474-1812 

Texas  Medical 

Political  Action  Committee 


Voluntary  political  contributions  (Texas  Medical  Assoc,  PACVj.  American  Medical  Assoc.  PAC'/j)  are  not  limited  to  suggested  amounts.  Neither  TMA  or  AM  A will  favor  or  disadvantage 
anyone  based  on  amounts  or  failure  to  make  contributions.  Coninbutions  are  subject  to  Federal  Election  Commission  Regulations. 

r— 1 


Fill  Out  Application  and  Mai!  to: 

TEXPAC,  1905  N.  Lamar,  Austin,  TX  78705 

Physician  membership  categories  (Check  One) 


[ □ 300  Club $300 

I d Active $ 1 00 

I O Advocate  (1st  year  practitioners  & retirees  only) $ 45 

! Id  Residents $ 20 

j D Medical  Students $ 0 

I Name  

I Address  

j City Zip 

I License  Number 

I Auxiliary  membership  categories  (Check  One) 

j 0 300  Club $300 

I d Auxiliary  Sustaining $100 

I d Auxiliary  Active $ 35 

..... 


Name  \ 

Address  i 

City Zip I 

d 1 have  enclosed  a check  payable  to:  TEXPAC  j 

d Master  Card/VISA  1 wish  to  pay  my  dues  by  credit  card.  ■ 

Name  that  appears  on  card ■ 

MC VISA Card  No I 

Expiration  Date I 

Signature | 

d TEXPAC  300  Club  Pledge  Program  ! 

1 wish  to  participate  in  the  TEXPAC  300  Club  Program.  1 J 
understand  that  I will  be  billed  at  the  requested  intervals  | 

and  that  these  billings  will  continue  until  I notify  TEXPAC  I 
otherwise.  S 

Please  bill  me:  (Check  One) Annually/Jan.@$300  I 

Quarterly@$75 Monthly@$25  ■ 

J 


American  Physicians  Insurance  Exchange 

MALPRACTICE 

Ifs  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 
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In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 
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EXAMPLE  LEASE  PAYMENT  RANGE 

$200  to  $300  Per  Month  $300  to  $450  Per  Month  $450  to  $575  Per  Month 


Honda  Accord 

Acura  Integra 

Ford  Taurus 

Mercury  Sable 

Ford  Probe 

Mazda  626 

$575  to  $750  Per  Month 

Porsche  911  SC 

Mercedes  Benz  300E 

BMW  525 

Jaguar,XJ-6 

Honda  Prelude 
Olds  Delta  88 
Acura  Legend 
Plymouth  Voyager 
Mazda  RX-7 


Nissan  240SX 
Buick  LaSabre 
Mazda  929 
Dodge  Caravan 
Toyota  Camry 


Chevrolet  Suburban  Ford  Bronco  4X4 


$750  to  $1,000  Per  Month 


Buick  Park  Avenue 
Cadillac  DeVille 
BMW  Convertible 
Porsche  944 
Cadillac  Seville 


Olds  "98  Reg.  Brougham 
Lincoln  Towm  Car 
Mercedes  Benz  190E  2.6 
Chevrolet  Corvette 
Lincoln  Continental 


Mercedes  Benz  420  SEL  BMW  7351 
Mercedes  Benz  560  SL  Porsche  911  Cabriolet 


I 


Over  $1,000  Per  Month 


BMW  7501L 
Porsche  928 


Mercedes  Benz  5060SEL 
Ferrari  328  GTSl 


I 


Plus  tax,  title  & license  purchase  Subject  to  change  due  to  price  interests  & interest  rate  fluctuations. 


Call  Marie  Sesny  or  Louis  Murad  toll  free  at 

1-800-634-0304 


■ ■ 


★ Delivered  to  your  home  or  office 

★ No  down  payment/No  security  deposit 

★ Closed  end  lease 

Trade  Ins. /We  will  purchase  your  present  vehicle. 


A 'Texas  Largest' 

Autofev: 
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Leasing  Is  Out  Business,  Out  Only  Business! 
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Adverse  reactions  to 
blood  transfiasion 


The  transfusion  of  whole  blood  and  blood  compo- 
nents is  usually  a temporarily  effective  means  of 
correcting  red  cell,  white  cell,  platelet,  and  coagu- 
lation factor  deficits.  Unfortunately,  blood  and 
blood  components  are  occasionally  unavoidably 
unsafe,  which  results  in  a spectrum  of  adverse 
reactions  following  transfusion.  These  reactions 
may  be  immunologically  or  nonimmunologically 
mediated,  and  may  vary  in  severity  from  mild  to 
fatal  Physicians  should  weigh  the  potential  risks 
versus  the  potential  benefits  of  each  blood  transfu- 
sion Only  when  the  benefits  clearly  outweigh  the 
risks  should  a blood  transfusion  be  administered. 
Transfusionists  must  carefully  monitor  each  blood 
transfusion  for  signs  and  symptoms  of  transfusion 
reactions  in  order  to  minimize  their  adverse  effects. 

KEY  WORDS:  TRANSFUSION  REACTION,  ADVERSE  REACTIONS, 
BLOOD  TRANSFUSION 


he  transfusion  of  whole  blood  and  blood 
components  is  usually  a temporarily  effective 
means  of  correcting  red  cell,  white  cell, 
platelet,  and  coagulation  factor  deficits  (1,2),  Unfor- 
tunately,  there  is  a spectrum  of  adverse  reactions  as- 
sociated with  the  transfusion  of  blood  and  blood 
components  (3,4).  These  reactions  may  be  immu- 
nologically or  nonimmunologically  mediated,  and 
may  vary  in  severity  from  mild  to  fatal  (1-4).  Trans- 
' fusion  reactions  can  be  divided  into  two  broad  cate- 
gories, acute  and  delayed.  Acute  reactions  generally 
occur  within  24  hours  of  a transfusion,  while  de- 
layed reactions  may  occur  days  to  years  later  ( 3 ). 

I Fig  1 lists  the  most  important  acute  and  delayed 
' transfusion  reactions. 

Because  it  is  better  to  avoid  a transfusion  reaction 
1 than  to  treat  one,  the  potential  value  of  each  blood 
transfusion  should  outweigh  its  risk.  A deliberate 
! comparison  of  risk  to  benefit  is  important,  and  the 
I documentation  of  such  a risk  to  benefit  comparison 
I may  prove  useful  should  a patient  sue  for  contract- 
ing a transfusion-transmitted  infection  or  for  some 
' other  adverse  effect.  Such  documentation  could  be 
I a note  in  the  clinical  record  that  the  risk-to-benefit 
ratio  was  considered.  Documentation  that  informed 
consent  for  blood  transfusion  was  obtained  may  also 
help  protect  a physician  against  transfusion-related 
litigation. 

Acute  reactions  to  blood  transfusion 

It  is  imperative  that  transfusionists  be  aware  of  the 
signs  and  symptoms  of  transfusion  reactions  (3,4). 
Fig  2 lists  the  major  initial  signs  and  symptoms  that 
may  be  seen  with  acute  transfusion  reactions.  Close 
clinical  monitoring  of  transfusion  recipients  can  re- 
sult in  the  early  detection  of  an  acute  adverse  reac- 
tion. If  one  discontinues  a transfusion  at  the  onset  of 


a reaction  and  limits  the  quantity  of  blood  trans- 
fused, serious  complications  may  be  avoided  (4). 

ACUTE  HEMOLYSIS  OF  TRANSFUSED  RED  CELLS 
Acute  hemolysis  of  transfused  red  cells  may  either 
be  immunologically  or  nonimmunologically  medi- 
ated (3,4,6).  Immunologically-mediated  acute  he- 
molytic transfusion  reactions  most  often  are  due  to 
ABO-incompatible  transfusions  (7-9).  Anti-A  and/or 
anti-B  antibodies  begin  to  be  produced  within  the 
first  year  of  life,  depending  on  the  individual’s  ge- 
netic inheritance  (10).  These  antibodies  usually 
reach  their  maximum  titers  by  the  time  the  child  is 
10  years  of  age  and  are  the  cause  of  an  acute  hemo- 
lytic reaction  if  ABO-incompatible  blood  is 
transfused. 

Almost  all  ABO-incompatible  transfusion  reac- 
tions are  preventable  (9>  These  reactions  usually 
result  from  human  error  and  in  the  United  States 
complicate  the  transfusion  of  approximately  one  in 
every  25,000  U of  blood  (11).  Fatal  ABO-mismatched 
transfusions  occur  with  a frequency  of  about  two 
per  million  units  transfused.  Therefore,  only  about 
one  in  20  ABO-incompatible  transfusions  are  fatal. 

In  most  cases  the  patient  received  at  least  one  full 
unit  of  blood  in  error  before  anyone  noticed  the 
error,  even  when  the  patient  verbalized  significant 
adverse  symptoms  (9).  Hemolytic  transfusion  re- 
actions may  be  accompanied  by  fever,  chills,  chest 


I Hemolytic  transfusion  reactions. 

Acute  Reactions; 

Hemolysis  of  transfused  red  cells 
Hemolysis  of  the  recipient's  red  cells 
Nonhemolytic  febrile  reactions 
Urticarial  allergic  reactions 
Anaphylactic  allergic  reactions 
Congestive  heart  failure 
Transfusion-related  acute  lung  injury 
Sepsis 

Arrhythmias 
Citrate  toxicity 

Delayed  Reactions: 

Hemolysis  of  transfused  red  cells 

Alloimmunization  to  transfused  red  cells,  white  cells,  and 
platelets 

Disease  transmission 
Iron  overload 
Graft-vs-host  disease 


2.  Initial  signs  and  symptoms  of  acute  transfusion  reactions  (3). 


Fever 

Hemoglobinemia 

Chills 

Shock 

Pain  at  infusion  site 

Generalized  bleeding 

Back  pain 

Oliguria 

Hypotension 

Anuria 

Nausea 

Chest  pain 

Dyspnea 

Flushing 

Hemoglobinuria 

Feeling  of  impending  doom 
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pain,  hypotension,  nausea,  flushing,  dyspnea,  hemo- 
globinemia,  hemoglobinuria,  shock,  generalized 
bleeding,  oliguria,  anuria,  back  pain,  and  pain  along 
the  infused  vein.  Some  patients  may  complain  of  a 
feeling  of  impending  doom  (9).  Although  all  of 
these  symptoms  probably  will  not  be  found  in  any 
individual  patient,  a common  first  symptom  noted 
in  conscious  recipients  is  fever  frequently  accom- 
panied by  chills.  In  unconscious  or  anesthetized  pa- 
tients the  only  manifestations  of  an  acute  hemolytic 
transfusion  reaction  may  be  unexplained  bleeding  at 
surgical  and  venipuncture  sites  due  to  disseminated 
intravascular  coagulation  ( DIG  ) and/or  unexplained 
hypotension  (1,2,4). 

The  investigation  of  an  acute  hemolytic  reaction 
should  begin  by  verifying  that  the  correct  unit  of 
blood  was  given  to  the  correct  patient  (5,12).  This 
can  be  accomplished  at  the  bedside  by  checking  the 
unit  label  and  the  patient’s  identification  band.  If 
there  is  a discrepancy,  the  possibility  of  an  ABO- 
incompatible  transfusion  is  great,  and  the  blood 
bank  and  the  patient’s  physician  should  be  notified 
immediately.  Also,  identification  errors  often  involve 
two  patients,  and  it  is  imperative  to  determine 
whether  another  patient  is  also  in  danger  of  receiv- 
ing incompatible  blood  (4,12).  Even  if  no  clerical 
error  is  discovered,  a transfusion  reaction  investiga- 
tion must  still  be  completed.  An  anticoagulated  and 
clotted  sample  of  blood  should  be  drawn  from  the 
patient  and  sent  to  the  blood  bank  along  with  the 
remainder  of  the  suspected  unit  of  blood  and  all  at- 
tached tubing  (5,12).  The  blood  bank  laboratory 
must  quickly  rule  out  an  acute  intravascular  hemo- 
lytic reaction  by  performing  three  “stat”  tests  (5). 
The  first  is  a visual  comparison  of  the  patient’s  pre- 
transfusion and  post-transfusion  blood  samples  for 
the  presence  in  the  serum  or  plasma  of  bilirubin  or 
free  hemoglobin;  the  second  is  a direct  antiglobulin 
(Coombs’)  test  performed  on  the  post-transfusion 
sample;  and  the  third  is  a clerical  check  of  all  the 
laboratory  work  related  to  the  unit(s)  implicated  in 
the  patient’s  reaction.  Additional  tests  such  as  a 
serum  haptoglobin  determination  and  free  serum 
hemoglobin  are  frequently  ordered,  but  are  of  no 
additional  value  if  the  blood  bank  “stat”  workup  is 
properly  done.  If  the  post-transfusion  blood  sample 
is  properly  obtained  so  as  to  prevent  traumatic  he- 
molysis of  red  cells  at  the  time  of  the  venipuncture, 
the  visual  inspection  performed  on  that  sample  by 
the  blood  bank  may  detect  as  little  as  5 to  10  mL  of 
transfused  red  blood  cells  that  have  been  hemo- 
lyzed  intravascularly  (4).  If  an  ABO-incompatible 
transfusion  has  occurred,  treatment  will  depend  on 
how  much  incompatible  blood  has  been  transfused. 
If  a volume  of  incompatible  blood  less  than  5%  of 
the  patient’s  estimated  blood  volume  has  been 
transfused,  usually  no  specific  therapy  is  necessary. 
Incompatible  transfusions  exceeding  5%  to  10% 


may  lead  to  hypotension,  shock,  DIG,  and  renal  fail- 
ure. Vigorous  treatment  of  hypotension  and  promo- 
tion of  adequate  renal  blood  flow  are  important  (3). 
Renal  failure  may  be  secondary  to  shock,  and  if  the 
shock  can  be  prevented  or  adequately  treated,  renal 
failure  may  be  avoided.  Therapy  should  be  directed 
at  maintaining  normal  blood  pressures  and  brisk 
urine  flow.  Although  some  authorities  recommend 
the  use  of  intravenous  mannitol,  the  author’s  experi- 
ence is  with  the  use  of  specific  diuretic  agents  such 
as  intravenous  furosemide  (Lasix)  which  improves 
renal  blood  flow  and  produces  diuresis  and  the  ad- 
ministration of  intravenous  fluids  to  prevent  de- 
hydration and  help  maintain  the  patient’s  blood 
pressure.  The  initial  dose  of  furosemide  (Lasix) 
should  be  40  to  80  mg  for  adults  or  1 to  2 mglig  for 
children.  This  dose  may  be  repeated  once.  The  pa- 
tients should  be  adequately  hydrated;  1 ,000  mL  of 
normal  saline  may  be  administered  to  an  adult  over 
1 hour  to  maintain  urine  output  at  1 to  1.5  mlVkg/h. 
If  urine  output  is  too  low,  an  additional  1 ,000  mL  of 
normal  saline  may  be  administered  during  the  sec- 
ond hour.  It  is  important  to  monitor  these  patients 
closely.  If  no  diuretic  response  is  observed  within 
two  hours  of  instituting  fluid  and  diuretic  therapy, 
further  fluid  administration  and  diuretic  therapy 
may  actually  be  harmful,  as  the  patient  may  have  de- 
veloped acute  tubular  necrosis  (ATN ).  Hemodialysis 
may  be  required  to  treat  ATN.  Gonsiderable  con- 
troversy surrounds  the  use  of  other  drugs  when 
treating  acute  hemolytic  reactions  (3).  Drugs  that 
decrease  renal  blood  flow  are  contraindicated. 
Dopamine,  when  given  in  low  doses  (less  than  5 |xg/ 
kg/min),  dilates  the  renal  vasculature  while  increas- 
ing cardiac  output.  Dopamine  must  be  diluted  and 
given  intravenously  in  a metered  dose  while  the  pa- 
tient’s urine  flow,  cardiac  output,  and  blood  pres- 
sure are  carefully  monitored.  High  doses  of  dopa- 
mine (more  than  15  [xg/kg/min)  are  vasoconstric- 
tive and  may  decrease  renal  blood  flow  ( 3 ). 

The  use  of  heparin  to  treat  DIG  is  controversial  as 
heparin  may  cause  bleeding  and  thus  may  be  con- 
traindicated for  patients  who  have  undergone  sur- 
gery. Heparin  is  probably  only  indicated  when  the 
reaction  is  due  to  an  ABO  mismatch  and  the  patient 
has  received  more  than  3 mlVkg  body  weight  of  in- 
compatible blood  (3).  Several  different  treatment 
regimens  have  been  proposed.  One  approach  is  to 
give  heparin  deep  subcutaneously  (intrafat)  to 
adults  in  a dose  of  80  U/kg  of  body  weight  (2,500  to 
5,000  U),  three  or  four  times  daily  (3).  Another  ap- 
proach is  to  give  heparin  to  adults  in  a continuous 
intravenous  infusion  of  1,500  U/h  following  a 5,000 
U loading  dose  (13).  Regardless  of  the  treatment 
regimen  used,  if  heparin  is  administered,  it  probably 
should  be  administered  only  for  as  long  as  the  stimu- 
lus for  the  DIG  exists.  Therefore,  heparinization  may 
only  be  required  for  6 to  24  hours  (13).  Administra- 
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tion  of  platelet  concentrates  and  cry  oprecipitate  ( as 
a source  of  fibrinogen ) might  be  necessary  if  bleed- 
ing due  to  Die  is  life  threatening  (3,1  3). 

Acute  hemolytic  transfusion  reactions  may  also 
be  due  to  incompatibility  of  other  blood  group  anti- 
gens, although  less  often  than  ABO  mismatch.  Anti- 
bodies such  as  anti-Jk",  anti-K,  anti-Fy^,  and  anti-Le" 
have  all  caused  acute  hemolytic  transfusion  reac- 
tions, some  of  which  have  been  fatal  (9).  The  trans- 
fusion of  blood  that  is  incompatible  with  a signifi- 
cant antibody  may  occur  due  to  technical  or  cleri- 
cal error  or  due  to  the  intentional  transfusion  of  un- 
crossmatched  blood  in  an  emergency  situation. 

There  are  several  nonimmunological  causes  for 
acute  hemolysis  of  transfused  blood.  These  include 
osmotic  lysis  if  incompatible  crystalloid  solutions 
are  used  to  dilute  blood  (such  as  5%  dextrose  in 
water),  accidental  freezing  (which  can  occur  if 
blood  is  stored  in  unmonitored  ward  or  surgical  re- 
frigerators), accidental  overheating  by  faulty  blood 
warmers  or  microwave  heating,  and  bacterial  con- 
tamination (3,13). 

HEMOLYSIS  OF  RECIPIENT  RED  CELLS 
Transfusion  of  antibodies  to  red  blood  cells  can  re- 
sult in  acute  hemolysis  (14-17).  Blood  products 
such  as  platelet  concentrates,  fresh  frozen  plasma, 
cryoprecipitate,  and  clotting  factor  concentrates 
may  contain  anti-A  and/or  anti-B  alloantibodies  (4). 
For  example,  whenever  a unit  of  group  O platelets 
is  transfused  into  a group  A or  group  B recipient,  at 
least  45  to  50  mL  of  incompatible  plasma  is  trans- 
fused (4).  If  a unit  of  group  O whole  blood  were 
transfused  into  a group  A patient,  300  mL  of  incom- 
patible plasma  would  be  transfused.  At  least  one 
ABO  incompatible  fatality  has  been  reported  to  the 
FDA  that  was  due  to  the  transfusion  of  group  O 
whole  blood  into  a group  A patient  (9). 

NONHEMOLYTIC  FEBRILE  TRANSFUSION 
REACTIONS 

A nonhemolytic  febrile  transfusion  reaction  is  sus- 
pected at  the  author’s  institution  whenever  a patient 
has  a temperature  rise  of  1°C  ( 1.8°F)  or  more  dur- 
ing or  within  two  hours  of  the  completion  of  a 
blood  transfusion  and  without  other  explanation. 
These  reactions  are  among  the  most  frequent  acute 
adverse  effects  seen  in  blood  recipients,  complicat- 
ing approximately  0.5%  to  1%  of  blood  transfusions 
(11).  Most  often,  febrile  episodes  are  due  to  the 
transfusion  of  white  cells  and/or  platelets  to  which 
the  recipient  has  antibodies.  Because  hemolytic  re- 
actions to  blood  may  also  result  in  fever,  febrile  re- 
actions cannot  be  ignored  and  must  be  carefully 
evaluated  (4). 

No  specific  therapy  is  indicated  for  nonhemolytic 
febrile  transfusion  reactions,  although  antipyretics 
may  be  administered.  The  use  of  acetaminophen 


(600  mg)  is  superior  to  salicylates  because  aceta- 
minophen does  not  affect  platelet  function.  Patients 
who  suffer  repeated  nonhemolytic  febrile  transfu- 
sion reactions  may  benefit  from  the  use  of  leuko- 
cyte-poor blood  products.  Red  cell  products  can  be 
made  leukocyte  poor  by  centrifugation,  filtration, 
washing,  or  freeze-thaw  techniques  (4).  Recently, 
highly  efficient  filters  have  been  developed  that  can 
remove  more  than  99%  of  the  white  blood  cells 
ft-om  red  cell  products.  These  filters  can  be  used 
during  the  actual  transfusion.  Plateletpheresis  con- 
centrates (utilizing  cell  separator  devices)  can  be 
prepared  so  they  contain  a minimum  amount  of 
white  cell  contamination.  Platelets  produced  from 
whole  blood  donations  and  plateletpheresis  prod- 
ucts can  be  filtered  to  further  reduce  their  white 
cell  contamination.  As  with  red  cell  transfusions, 
this  filtration  may  also  be  done  during  the 
transfusion. 

URTICARIAL  ALLERGIC  REACTIONS 
Another  very  common  acute  reaction  is  the  urti- 
carial allergic  reaction  which  is  characterized  by 
erythema,  hives,  and  itching  without  fever  (4).  It  is 
probably  due  to  allergy  to  soluble  proteins  in  the 
donor  plasma  (4).  Perhaps  1%  of  all  transfusions  are 
complicated  by  these  reactions  (11).  Packed  cells 
are  less  likely  to  cause  an  urticarial  reaction  than 
whole  blood,  and  AS-1  or  AS- 3 packed  cells  are  less 
likely  to  cause  an  urticarial  reaction  than  CPD-Al 
packed  cells.  If  an  urticarial  allergic  reaction  should 
occur  and  it  is  not  associated  with  fever  or  any 
other  of  the  signs  and  symptoms  of  hemolytic  trans- 
fusion reactions,  it  is  not  necessary  to  discontinue 
the  transfusion.  Rather,  the  infusion  may  be  tempo- 
rarily interrupted,  but  the  needle  kept  open,  and  an 
antihistamine  such  as  diphenhydramine  (Benadryl) 
may  be  administered  either  intramuscularly  or  in- 
travenously at  a dose  of  50  to  100  mg.  Once  the 
symptoms  have  subsided,  the  transfusion  may  be 
continued  slowly.  Patients  who  repeatedly  suffer  ur- 
ticarial allergic  reactions  may  be  premedicated  with 
antihistamine.  The  use  of  plasma-depleted  blood 
products  such  as  saline-washed  or  deglycerolized 
frozen  red  cells  also  prevents  urticarial  allergic  reac- 
tions; however,  these  blood  products  are  costly  (4). 

ANAPHYLACTIC  TRANSFUSION  REACTIONS 
Anaphylactic  transfusion  reactions  are  rare.  They 
affect  about  one  patient  for  every  1 50,000  U trans- 
fused (1 1,18).  They  are  characterized  by  anaphylac- 
tic shock  after  the  administration  of  only  a few 
milliliters  of  blood.  Patients  may  develop  flushing, 
rash,  chills,  coughing,  respiratory  distress,  vascular 
instability,  abdominal  cramping,  vomiting,  and  diar- 
rhea, and  they  may  lapse  into  unconsciousness. 
Other  causes  for  acute  anaphylaxis,  such  as  drug  re- 
actions, must  be  considered.  Anaphylactic  trans- 
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fusion  reactions  typically  are  seen  in  patients  with 
IgA  deficiency  who  have  formed  anti-IgA  antibodies. 
Approximately  one  in  every  800  patients  are  IgA- 
deficient  but  only  a small  percentage  of  IgA-defi- 
cient individuals  form  anti-IgA.  The  treatment  of 
such  a reaction  is  to  stop  the  blood  transfusion, 
maintain  a patent  intravenous  line,  treat  hypoten- 
sion, and  give  1:1,000  epinephrine  (0.5  mL  for 
adults;  0.01  miykg,  maximum  of  0.3  mL  for  chil- 
dren) subcutaneously  (preferred)  or  intramuscu- 
larly. Intravenous  hydrocortisone  may  also  be 
necessary.  Oxygen  therapy  should  be  administered, 
as  required  clinically.  Tracheostomy  may  be  re- 
quired to  deliver  adequate  doses  of  oxygen  if  signifi- 
cant upper  airway  obstruction  should  occur. 

Patients  with  anti-IgA  should  be  transfused  with 
blood  products  that  lack  IgA,  such  as  saline-washed 
or  deglycerolized  red  cells.  If  feasible,  the  patient’s 
autologous  blood  should  be  stored  for  future  use.  If 
time  permits,  blood  can  be  obtained  from  Rare 
Donor  Files  where  IgA-deficient  blood  products  are 
stored. 

BACTERIAL  CONTAMINATION 
When  a blood  product  is  contaminated  with  bacte- 
ria, transfusion  of  that  product  can  result  in  a dev- 
astating reaction  with  septic  shock.  Fortunately, 
bacterial  contamination  of  blood  products  is  rare 
(3,4,9,19).  The  reaction  is  characterized  by  high 
fever,  chills,  flushed  skin,  hypotension,  hemoglobi- 
nemia,  hemoglobinuria,  DIC,  and  renal  failure.  If 
such  a reaction  is  clinically  suspected.  Gram’s  stain 
should  be  applied  to  the  implicated  blood  prod- 
uct(s)  and  the  patient’s  blood  and  implicated  blood 
products  should  be  cultured.  Treatment  consists  of 
intravenous  antibiotic  therapy  ( initially  guided  by 
the  Gram’s  stain  results)  combined  with  the  admin- 
istration of  vasopressor  drugs  such  as  dopamine. 
About  two  to  three  fatal  reactions  per  year  are  re- 
ported to  the  FDA  (9).  Bacterial  contamination  is 
more  likely  to  affect  products  stored  at  room  tem- 
perature, such  as  platelets  (9). 

In  order  to  minimize  the  risk  of  a unit  of  blood 
becoming  grossly  contaminated  with  bacteria, 
blood  units  should  not  be  allowed  to  “hang”  for  ex- 
cessively long  periods  of  time  (4).  A recommended 
maximum  infusion  duration  for  red  cell  units  is  four 
hours.  Platelets  and  plasma  products  should  be  in- 
fused over  shorter  periods  of  time. 

CIRCULATORY  OVERLOAD 
It  has  been  estimated  that  for  every  10,000  units 
transfused,  one  patient  develops  congestive  heart 
failure  (11).  This  may  be  an  underestimation  be- 
cause volume  overload  due  to  transfusion  does  not 
have  to  be  reported  to  the  laboratory.  Increases  in 
blood  volume  may  be  poorly  tolerated  if  a patient 
has  little  or  no  cardiac  reserve  or  an  already  ex- 


panded blood  volume.  Even  small  volume  blood 
transfusions  may  cause  clinical  problems  in  some 
patients.  Patients  who  are  susceptible  to  develop 
circulatory  overload  may  require  very  slow  blood 
transfusions.  However,  to  minimize  the  risk  of  bac- 
terial contamination,  no  container  of  blood  should 
“hang”  for  more  than  four  hours.  If  blood  must  be 
given  very  slowly,  the  desired  dose  of  blood  may  be 
divided  into  aliquots.  The  use  of  diuretics  prior  to 
and  during  transfusion  may  be  useful.  Under  no  cir- 
cumstances should  a diuretic  (or  any  other  medica- 
tion) be  added  to  the  blood  container,  as  hemolysis 
might  result  or  the  efficacy  of  the  drug  might  be 
affected  (5,12).  If  circulatory  overload  does  de- 
velop, the  transfusion  should  be  stopped,  diuretics 
and  oxygen  should  be  administered,  and  the  patient 
should  be  placed  into  a sitting  position  if  possible. 

TRANSFUSION-RELATED  ACUTE  LUNG  INJURY 
(NONCARDIOGENIC  PULMONARY  EDEMA) 
Transfusion-related  acute  lung  injury  may  compli- 
cate one  in  every  10,000  transfusions  (noncardio- 
genic  pulmonary  edema)  and  is  characterized  by 
acute  respiratory  insufficiency  without  evidence  of 
heart  failure  ( 1 1,20).  Symptoms  occur  after  infu- 
sions of  small  volumes  of  blood  products  insuffi- 
cient to  cause  volume  overload.  This  very  rare 
reaction  is  due  to  the  transfusion  of  antileukocyte 
antibodies  present  in  donor  plasma  or  due  to  the 
transfusion  of  white  cell  concentrates  to  patients 
with  antileukocyte  antibodies.  Transfused  leukoag- 
glutinins  react  with  recipient  leukocytes  to  produce 
white  cell  aggregates  that  are  trapped  in  the  pulmo- 
nary microcirculation.  In  the  other  instance,  during 
the  transfusion  of  granulocyte  concentrates,  leuko- 
agglutinins  in  the  recipient  aggregate  the  transftised 
leukocytes  in  the  pulmonary  microcirculation.  If  an 
acute  pulmonary  reaction  develops,  the  transfusion 
should  be  stopped  immediately.  Respiratory  support 
should  be  provided.  Intravenous  corticosteroids  in 
very  large  doses  may  be  beneficial. 

ARRETYTHMIAS 

The  transfusion  of  ice-cold  blood  via  central  cathe- 
ters positioned  close  to  the  cardiac  conduction  sys- 
tem may  precipitate  cardiac  arrhythmias.  Pulling 
back  on  the  catheter,  reducing  the  rate  of  infusion, 
or  using  blood  warmers  may  prevent  this  problem. 

If  blood  warmers  are  employed,  only  approved 
warming  devices  should  be  used.  Blood  must  not  be 
overheated,  as  overheating  may  hemolyze  red  cells, 
and  rare  fatalities  from  overheated  blood  have  been 
reported  (9). 

CITRATE  TOXICITY 

When  large  volumes  of  fi-esh  frozen  plasma,  whole 
blood,  and/or  platelet  concentrates  are  transfused  at 
rates  in  excess  of  100  rnDmin  to  an  exsanguinating 
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adult  (especially  those  with  liver  disease  and/or 
those  in  shock),  or  when  an  infant  is  treated  by  ex- 
change transfusion,  citrate  levels  may  rise  in  the 
blood  and  serum  calcium  levels  drop  correspond- 
ingly (13).  This  problem  may  be  managed  by  ad- 
ministering calcium  solutions  intravenously.  It  is 
important  not  to  give  too  much  calcium  because 
iatrogenic  hypercalcemia  may  cause  worse  prob- 
lems for  the  patient  than  transfusion-induced  hypo- 
calcemia. The  prophylactic  use  of  calcium  in  patients 
receiving  massive  transfusions  has  been  associated 
with  the  production  of  ventricular  arrhythmias.  In 
the  absence  of  underlying  conditions  that  pre- 
dispose to  the  development  of  hypocalcemia,  most 
citrate  reactions  require  no  treatment  other  than 
the  slowing  or  discontinuation  of  the  transfusion. 
However,  should  the  massively  transfused  adult  pa- 
tient have  ECG  changes  consistent  with  hypocal- 
cemia (prolonged  ST  and  QT  segments),  therapy 
consists  of  5 to  10  mL  of  10%  calcium  gluconate 
given  intravenously.  Calcium  should  not  be  given 
through  the  same  intravenous  line  used  for  transfu- 
sion and  must  never  be  added  directly  to  the  blood 
container,  as  the  blood  will  clot.  Infants  treated  by 
exchange  transfusion  may  receive  calcium  supple- 
mentation, but  it  is  generally  not  necessary. 

AIR  EMBOLISM 

Air  embolism  can  occur  if  blood  is  infused  under 
pressure  while  using  an  open  system  or  if  air  enters 
the  system  while  containers  or  blood  administration 
sets  are  being  changed  (3,13).  Symptoms  include 
cough,  dyspnea,  chest  pain,  and  shock.  If  air  embo- 
lism is  suspected,  the  patient  should  be  placed  on 
his  or  her  left  side  with  the  head  down. 

Delayed  reactions  to  blood  transfusion 
ALLOIMMUNIZATION  TO  RED  CELLS,  WHITE 
CELLS,  AND  PLATELETS 

When  individuals  receive  ABO/Rh-compatible  blood 
products,  the  risk  of  forming  red  cell  alloantibodies 
following  blood  transfusion  is  approximately  1 % 
per  unit  of  red  cell  component  transfused  (21,22). 
Antibodies  such  as  anti-E  and  anti-K  are  among  the 
most  commonly  formed  alloantibodies  following 
blood  transfusion.  With  the  initial  appearance  of 
these  antibodies  in  the  serum,  few  if  any  clinical 
symptoms  are  detectable  because  weeks  to  months 
pass  before  the  antibodies  are  formed.  By  that  time, 
most  of  the  transfused  red  cells  responsible  for  the 
initial  immunization  have  been  cleared  from  the  cir- 
culation. When  a clinically  significant  antibody  is 
identified,  the  patient  (or  the  patient’s  family) 
should  be  informed.  Ideally  a card  or  letter  with  this 
information  should  be  provided. 

After  the  initial  immunization,  alloantibodies  may 
diminish  to  undetectable  levels  (23).  Once  such  an 
antibody  has  been  identified  in  a patient,  blood 


bearing  the  corresponding  antigen  should  be 
avoided,  even  if  the  patient’s  serum  appears  to  be 
negative  for  red  cell  antibodies  ( 4 ). 

Alloimmunization  can  also  occur  to  leukocyte  or 
platelet  antigens  (3,13).  Alloimmunization  to  leuko- 
cyte antigens  may  cause  febrile  transfusion  reac- 
tions when  the  patient  is  subsequently  transfused. 
Antiplatelet  and/or  antileukocyte  antibodies  may  re- 
sult in  refractoriness  to  platelet  transfusions. 

DELAYED  HEMOLYSIS  OF  TRANSFUSED  RED  CELLS 
Symptomatic  delayed  hemolytic  transfusion  reac- 
tions result  from  an  anamnestic  immune  response 
to  transfused  red  cells  bearing  a blood  group  anti- 
gen that  the  recipient  of  the  blood  lacks  (4).  Typi- 
cally, the  immunizing  stimulus  is  a previous  blood 
transfusion  or  pregnancy  (4).  As  previously  stated, 
alloantibodies  formed  after  the  initial  immunizing 
stimulus  may  diminish  to  undetectable  levels  in  the 
patient’s  serum.  Crossmatches  may  be  compatible, 
yet  within  hours  to  days  following  the  transfusion  of 
the  “compatible”  blood,  an  anamnestic  immuno- 
logic response  leads  to  rapidly  increasing  levels  of 
alloantibodies  that  can  mediate  hemolysis  of  trans- 
fused red  cells.  Such  an  anamnestic  response  may 
occur  as  often  as  once  for  every  2,500  red  cell 
transfusions,  but  only  a percentage  of  those  cases 
reveal  signs  and/or  symptoms  of  overt  hemolysis 
(6,1 1 ).  These  patients  may  present  with  fever,  jaun- 
dice, and  an  unexplained  drop  in  their  hemoglobin 
level.  Only  rarely  does  renal  failure  occur,  and  even 
less  commonly  a delayed  reaction  may  be  fatal  (9). 
Approximately  two  fatalities  due  to  delayed  hemo- 
lytic transfusion  reactions  per  year  are  reported  to 
the  FDA  (9).  Typically,  no  specific  therapy  is  re- 
quired, but  monitoring  the  patient’s  urine  output  is 
suggested.  Additional  blood  transfusions  should  be 
avoided  unless  absolutely  necessary.  If  blood  must 
be  transfused,  consideration  should  be  given  to  se- 
lecting units  that  lack  the  antigen(s)  to  which  the 
patient’s  anti-red  cell  antibodies  correspond. 

POST-TRANSFUSION  PURPURA 
Post-transfusion  purpura  is  very  rare.  It  is  character- 
ized by  profound  thrombocytopenia  which  devel- 
ops about  1 week  after  a blood  transfusion  and  is 
associated  with  anti-platelet  alloantibodies,  usually 
anti-Pl*'  (24).  The  syndrome  may  last  more  than  a 
week  and  may  be  fatal.  Plasmapheresis  may  be  bene- 
ficial, although  patients  may  recover  spontaneously. 
The  recommended  plasmapheresis  dose  is  45  to  75 
mL/kg  (a  1 to  1.5  plasma  volume  exchange).  Re- 
placement fluids  may  consist  of  saline  and  5%  albu- 
min solutions.  Fresh  frozen  plasma  is  not  recom- 
mended due  to  its  potential  to  transmit  disease. 

POST-TRANSFUSION  HEPATITIS 
Post-transfiision  hepatitis  is  the  most  common  se- 
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rious  complication  of  blood  transfusion.  In  the 
1970s  and  early  1980s  it  had  been  estimated  that  as 
many  as  7%  to  1 0%  of  blood  recipients  developed 
at  least  mild  hepatitis  following  blood  transfusion 
(25—32).  Over  90%  of  these  cases  were  “non-A, 
non-B”  with  the  remainder  mostly  B viral  hepatitis. 
Currently  it  is  estimated  that  about  2%  to  3%  of 
blood  recipients  develop  non-A,  non-B  hepatitis. 
Some  of  those  patients  may  develop  cirrhosis,  and 
even  liver  carcinoma.  In  order  to  reduce  the  inci- 
dence of  hepatitis  B,  all  donated  blood  is  tested  for 
hepatitis  B surface  antigen  (HBsAg)  and  hepatitis  B 
core  antibody  ( anti-HBc ) ( 5 ).  In  addition,  in  hope 
of  reducing  the  incidence  of  non-A,  non-B  hepatitis, 
all  blood  banks  in  the  United  States  test  donated 
blood  for  anti-HBc  and  alanine  aminotransferase 
(ALT)  (5).  However,  these  tests  are  not  reliable 
serologic  tests  for  non-A,  non-B  hepatitis  and  at 
best  are  expected  to  reduce  the  incidence  of  non-A, 
non-B  hepatitis  by  about  50% . A specific  test  for 
non-A  non-B  hepatitis  has  been  developed  by  Chi- 
ron Corp  (Emeryville,  CA).  However  this  test  is  not 
yet  available  for  routine  blood  donor  screening. 

CYTOMEGALOVIRUS 

Cytomegalovirus  can  be  transmitted  by  blood  trans- 
fusion, and  the  resultant  infections  in  term  infants 
or  children  are  usually  manifested  by  asymptomatic 
seroconversion  or  a mild  mononucleosis-like  syn- 
drome. The  outcome  of  CMV  infections  in  preterm 
infants  is  different  in  that  they  are  more  likely  to  de- 
velop symptomatic  infections  with  respiratory  diffi- 
culties, hepatosplenomegaly,  gray  pallor,  and  atypi- 
cal lymphocytosis.  Infants  weighing  less  than  1,250 
g whose  mothers  are  CMV  seronegative  are  at  the 
highest  risk  for  developing  serious  or  fatal  CMV  in- 
fections when  they  receive  more  than  50  mL  of 
blood  from  CMV  seropositive  donors  (33).  It  has 
been  recommended  that  these  infants  receive  CMV 
seronegative  blood.  The  American  Association  of 
Blood  Banks  states  the  following:  “Where  transfu- 
sion-associated CMV  disease  is  a problem,  com- 
ponents that  contain  formed  elements  should  be 
selected  or  processed  to  reduce  that  risk  to  the  neo- 
natal recipient  weighing  less  than  1,200  g at  birth, 
when  either  the  neonatal  recipient  or  the  mother  is 
CMV-antibody  negative  or  that  information  is  un- 
known” ( 5 ).  Blood  products  that  might  reduce  the 
risk  of  CMV  disease  transmission  include:  blood 
drawn  from  CMV -seronegative  blood  donors,  saline- 
washed  packed  red  cells,  certain  types  of  filtered 
blood,  and  deglycerolized  red  cells. 

MALARIA 

Approximately  three  cases  of  post-transfusion  ma- 
laria occur  annually  in  the  United  States  (34).  As 
there  is  no  exoerythrocytic  stage  following  transfu- 
sion-induced malaria,  the  disease  may  be  treated 


with  therapy  that  kills  the  erythrocytic  parasites 
(34). 

SYPHIUS 

Since  the  spirochete  cannot  survive  at  refrigerator 
temperature,  only  blood  products  stored  at  room 
temperature  (platelets)  or  those  transfused  very 
promptly  after  donation  have  any  risk  of  syphilis 
transmission  (3).  However,  because  blood  products 
are  tested  by  a VDRL  or  equivalent  test,  and  syphilis 
serology-positive  units  of  blood  are  discarded,  no 
cases  of  transfusion-transmitted  syphilis  have  been 
reported  in  the  past  10  years  (3). 

TRANSFUSION-ASSOCIATED  AIDS 
Approximately  2.5%  of  the  adult  cases  and  12%  of 
the  pediatric  cases  of  AIDS  have  been  attributed  to 
blood  transfusion  (35).  In  addition,  approximately 
1 % of  AIDS  cases  have  been  attributed  to  the  treat- 
ment of  hemophilia  and  coagulation  disorders  (35). 
Most  of  those  persons  underwent  transfusions  prior 
to  March  1983,  when  Public  Health  Service  guide- 
lines for  excluding  members  of  groups  at  increased 
risk  for  AIDS  were  implemented,  or  prior  to  March 
1985,  when  HIV  antibody  test  kits  were  licensed  for 
screening  blood  for  transfusion.  Until  there  is  a cure 
for  AIDS,  prevention  of  its  transmission  will  con- 
tinue to  be  extremely  important.  Blood  donors  at 
risk  for  HIV  infection  are  asked  not  to  donate  blood, 
and  all  blood  drawn  within  the  United  States  is 
tested  for  anti-HIV  antibodies  (5).  However,  the  risk 
that  a unit  of  blood  might  be  infectious  with  HIV  is 
about  one  in  40,000  (36). 

In  addition  to  non-A,  non-B  hepatitis  and  AIDS 
viruses,  concern  has  been  expressed  about  the  po- 
tential transmission  by  transfusions  of  a leukemia 
virus,  called  HTLV-I,  and  a second  AIDS  virus,  called 
HIV-II  (LAV-II)  (35).  At  the  time  of  this  writing,  all 
blood  banks  have  been  advised  to  test  donors  for 
antibodies  to  HTLV-I  and  to  discard  blood  and  com- 
ponents obtained  from  donors  who  have  a positive 
screening  test  for  anti-HTLV-I. 

OTHER  INFECTIONS  TRANSMITTED  BY  BLOOD 
TRANSFUSION 

Other  infections  may  very  rarely  be  transmitted  by 
blood.  These  include  brucellosis,  toxoplasmosis,  try- 
panosomiasis, Colorado  tick  fever,  bartonellosis,  ba- 
besiosis, and  Chagas’  disease.  The  Epstein-Barr  virus 
may  also  be  transmitted  by  blood  transfusion.  The 
rate  of  seroconversion  for  EBV  may  be  1 :200  (37). 

GRAFT-VS-HOST  DISEASE 

Graft- versus-host  disease  (GVH)  may  be  seen  in  im- 
munocompromised patients  receiving  cellular  blood 
products  ( 3 )■  Cellular  blood  fractions,  such  as 
erythrocytes,  platelets,  and  granulocytes,  contain 
lymphocytes  capable  of  causing  GVH  disease  (4). 
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Moreover,  storage  of  blood  does  not  solve  the 
problem,  as  lymphocy  tes  capable  of  causing  the 
disease  can  survive  both  liquid  and  frozen  storage. 

A radiation  dose  of  1 5 to  30  Gy  will  render  95% 
or  more  of  the  lymphocytes  in  a unit  of  blood, 
granulocyte,  or  platelet  concentrate  incapable  of 
replication  (3,4)-  The  function  of  the  platelets, 
granulocytes,  or  red  cells  is  unaffected  by  this 
treatment.  Irradiated  blood  products  are  usually 
available  from  regional  blood  centers,  or  blood 
products  may  be  irradiated  in  the  hospital. 

TRANSFUSION  HEMOSIDEROSIS 
Each  unit  of  whole  blood  or  packed  red  cells  con- 
tains about  250  mg  of  elemental  iron  (4).  When 
patients  have  received  over  100  U of  blood,  iron 
deposition  in  such  vital  organs  as  the  heart,  liver, 
or  endocrine  organs  may  interfere  with  their  func- 
tion (3).  Treatment  is  directed  at  reducing  the  pa- 
tient’s overloaded  iron  stores.  Administration  of  an 
iron-chelating  agent  may  be  useful. 

Summary 

The  life-sustaining  benefits  of  blood  transfusion  are 
not  achieved  without  risk.  The  decision  to  trans- 
fuse each  unit  of  blood  or  blood  product  must  be 
critically  evaluated,  and  only  when  the  benefits 
clearly  outweigh  the  risks  should  a transfusion  be 
given.  The  judicious  use  of  blood  and  its  compo- 
nents will  help  prevent  unnecessary  transfusion  re- 
actions. Solutions  such  as  crystalloids,  synthetic 
colloids,  and/or  albumin,  should  be  used  in  place 
of  blood  whenever  feasible  for  the  management  of 
acute  hypovolemic  blood  loss.  Asymptomatic  pa- 
tients with  hematocrit  levels  below  30%  should 
not  be  automatically  transfused.  Under  appropriate 
medical  supervision,  low  hematocrits  should  be 
tolerated  by  the  physician  as  well  as  they  are  by 
the  patient.  All  patients  about  to  undergo  an  elec- 
tive surgical  procedure  that  might  require  a blood 
transfusion  should  be  evaluated  as  potential  candi- 
dates for  autologous  blood  programs,  both  for  pre- 
operative blood  donation  and  for  intraoperative 
salvage.  In  general,  if  a patient  can  tolerate  an  elec- 
tive surgical  procedure,  autologous  blood  donation 
will  probably  be  tolerated.  Einally,  eflforts  should  be 
made  to  minimize  iatrogenic  anemia  which  can  be 
induced  by  frequent  phlebotomy  for  laboratory  test- 
ing, especially  in  neonates. 
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Surveys  indicate  that  many 
parents  overestimate  the 
physical  fitness  of  their  children 
because  they  appear  so  active. 
The  fact  is,  to  be  physically  fit, 
children  need  one  to  two  hours 
of  vigorous  exercise  each  day. 

What  can  you  do  to  ensure 
that  your  children  get  enough 
exercise?  Try  the  following: 

■ Discuss  your  child's  overall 
physical  fitness  with  your 
school's  Physical  Education 
teacher. 

■ Make  a conscious  effort 
to  monitor  the  type  and 
amount  of  exercise  your 
child  gets  both  in  and  out 
of  school. 

■ Be  aware  of  your  child's 
weight  in  comparison  to  medi- 
cally accepted  norms  for  his  or 
her  age  and  size. 

With  the  right  amount  of 
daily  exercise,  teenagers 
and  children  of  all  ages  will 
get  the  most  from  school . . . 
and  play. 

For  more  information,  write  to: 
Fitness,  Dept.  84, 

Washington, 

DC  20001. 


The  President's 
Council  on 
Physicol  Fitness 
ond  Sports 


Texas  Medicine 


PAUL  S.  SALVA,  MD,  PhD 
GEORGE  E.  BACON,  MD 


Anabolic  steroids  and 
growth  hormone  in  the 
Texas  Panhandle 


We  conducted  a surt’ey  of  family  physicians  and 
general  pediatricians  in  the  Texas  Panhandle  to 
learn  about  patient  interest  in  anabolic  steroids 
and  growth  hormone.  Responses  were  anonymous. 
Fifty  five  percent  of  those  surt'ey’ed  responded  Of 
these,  48.5%  had  received  inquiries  about  anabolic 
steroids.  29%  had  seen  patients  they  felt  were  tak- 
ing steroids,  and  15%  had  received  inquiries  con- 
cerning growth  hormone.  All  inquirers  about  ster- 
oids and  growth  hormone  and  all  perceived  steroid 
users  were  male,  and  almost  all  were  white.  Ado- 
lescents (from  13  to  17  years  old ) accounted  for 
48%  of  the  inquiries,  young  adults  (18  to  25  years 
old)  48%,  and  adults  4%.  Twenty  percent  of  the 
inquiries  were  made  by  parents.  Adolescents  ac- 
counted for  31%  of  the  perceived  steroid  users, 
young  adults  68%,  and  adults  1%.  Weight  lifters 
and  body  builders  comprised  60%  of  this  group, 
football  players  26%,  and  those  taking  steroids 
primarily  for  psychological  reasons  13%.  Nearly 
all  inquiries  about  growth  hormone  were  made  by 
parents,  and  44%  were  made  on  behalf  of  children 
for  purposes  of  augmenting  their  normal  height  or 
for  athletic  enhancement 

KEY  WORDS:  ANABOUC  STEROIDS,  GROWTH  HORMONE 


Anabolic  steroids  have  been  available  for 
medical  use  for  over  30  years  ( 1 ).  While 
valid  medical  indications  for  their  use  do 
exist  ( 2 ),  this  class  of  drugs  has  gained  notoriety  for 
other  reasons  (ie,  their  use  by  athletes  to  increase 
strength  and  weight).  Even  though  no  clear  data 
demonstrate  their  effectiveness  and  their  use  is  not 
without  risk  (3,4),  surveys  indicate  that  consump- 
tion continues  ( 5 ).  Even  in  the  face  of  sanctions 
against  anabolic  steroids  by  most  if  not  all  amateur 
athletic  governing  bodies,  an  occasional  Olympic 
athlete  or  college  football  player  still  has  a positive 
test  for  these  substances.  There  is  growing  concern, 
based  on  anecdotal  information,  that  steroid  use  ex- 
tends beyond  this  calibre  of  athlete  to  the  high 
school  and  perhaps  the  junior  high  level.  Also,  with 
the  availability  of  essentially  unlimited  amounts  of 
synthetic  growth  hormone,  there  is  added  concern 
that  inappropriate  use  of  it  may  extend  to  the  pedi- 
atric population  (6).  In  an  attempt  to  characterize 
the  general  public’s  interest  in  anabolic  steroids  and 
growth  hormone,  we  conducted  a survey  of  180 
family  physicians  and  pediatricians  in  a contiguous 
4 1 -county  area  of  the  Texas  Panhandle,  encompass- 
ing  the  cities  of  Lubbock  and  Amarillo.  According  to 
the  Texas  Department  of  Health,  the  total  popula- 
tion is  approximately  790,000,  distributed  as  73% 
white,  22%  Hispanic,  and  5%  black. 

Methods 

Surveys  were  mailed  to  all  members  ( 180 ) of  the 


Panhandle  District  Medical  Society  who  identified 
themselves  as  family  physicians,  general  practition- 
ers, or  pediatricians.  Resident  physicians  were  not  in- 
cluded, nor  were  known  pediatric  subspecialists. 

The  questionnaire  asked  physicians  if  they  had 
ever  received  inquiries  about  anabolic  steroids; 
who  made  the  inquiry;  whether,  in  the  physician’s 
judgment,  the  inquiry  was  serious  or  merely  curi- 
ous; and  whether  they  had  seen  patients  who  they 
believed  were  actually  taking  steroids.  Similar  ques- 
tions dealt  with  growth  hormone.  The  question- 
naire further  asked  the  physician  to  describe  the 
patients  by  age,  gender,  race,  and  reason  for  inquiry 
or  use.  In  the  accompanying  cover  letter,  we  em- 
phasized that  we  were  seeking  anonymous  re- 
sponses and  that  we  were  not  inquiring  about  the 
physician’s  prescribing  habits  nor  about  the  demo- 
graphics of  his  or  her  practice.  A stamped,  self- ad- 
dressed return  envelope  was  included.  Results  are 
expressed  as  percentages  of  physicians  who  chose 
to  participate  in  the  survey. 
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Results 

One  hundred  of  the  180  questionnaires  were  re- 
turned, a 55%  response  rate.  One  physician,  de- 
scribed in  the  response  as  a pediatric  oncologist, 
reported  over  20  inquiries  about  growth  hormone; 
these  data  were  excluded  from  the  total  since  many 
patients  were  possible  referrals  and  might  represent 
duplicate  reporting. 

Eorty-eight  physicians  (48%  ) reported  a total  of 
213-225  inquiries  about  anabolic  steroids.  All  in- 
quiries were  made  by  or  for  males,  all  but  five  of 
whom  were  white.  Twenty  percent  of  the  inquiries 
were  made  by  parents  for  their  sons.  Fifty-eight  per- 
cent of  the  total  number  of  inquiries  were  consid- 
ered to  be  serious.  ( It  was  not  possible  to  deter- 
mine from  the  data  how  many  of  the  parental  vs  pa- 
tient inquiries  were  considered  serious). 

The  patients  were  divided  into  three  age  groups. 
Teenage  males  (13—17  years  of  age)  accounted  for 
48%  of  the  inquiries  and  overwhelmingly  were  in- 
terested in  steroids  to  help  them  play  football. 
Nearly  all  of  the  parental  inquiries  were  for  patients 
in  this  age  group  and  also  involved  football;  three 
had  been  referred  by  their  coaches  or  trainers. 
However,  12%  of  the  adolescents  were  described 
as  being  asthenic  or  having  a poor  self-image  and 
sought  steroids  solely  to  improve  their  physical  ap- 
pearance. A few  others  were  interested  in  steroids 
for  body  building  purposes  alone.  Curious  inquiries 
slightly  outnumbered  serious  ones  in  this  age  group. 

Young  adults  ( 18—25  years)  also  accounted  for 
48%  of  the  inquiries.  Four  sought  steroids  in  order 
to  secure  or  retain  athletic  scholarships.  However, 
the  vast  majority  of  inquiries  were  for  body  building 
or  weight  lifting  purposes  rather  than  for  collegiate 
athletic  competition.  In  contrast  to  the  adolescent 
group,  serious  inquiries  slightly  outnumbered  curi- 
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ous  ones  among  young  adults.  The  third  group, 
comprising  4%  of  the  total,  were  older  than  25 
years  of  age,  with  the  maximum  age  being  40  years. 
All  were  described  as  body  builders  or  weight  lift- 
ers, and  all  inquiries  were  considered  to  be  serious. 

Twenty-nine  physicians  ( 29%  ) stated  they  had 
seen  72-77  patients  (all  male  and  97%  of  them 
white)  who  they  believed  were  actually  taking 
steroids.  Dividing  these  patients  by  age,  3 1 % were 
adolescents,  68%  were  young  adults,  and  1 % were 
adults.  Weight  lifters  and  body  builders  comprised 
60%  of  the  group,  football  players  26% , and  males 
perceived  to  be  taking  steroids  to  alter  their  physi- 
cal appearance  primarily  for  psychological  reasons, 

1 3% . Four  physicians  commented  parenthetically 
that  they  had  observed  hypertension,  severe  acne, 
and  abnormal  liver  function  studies  in  their  patients. 

Fifteen  physicians  ( 15%  ) reported  52  inquiries 
(100%  male,  100%  white,  90%  by  parents)  about 
growth  hormone,  of  which  37  (71%  ) were  thought 
to  be  serious.  Fifty-six  percent  of  the  inquiries  were 
considered  appropriate  in  that  the  children  were 
very  small  and  may  or  may  not  have  had  deficient 
growth  hormone  levels.  A subset  of  this  group  con- 
sisted of  children  with  familial  short  stature.  How- 
ever, 44%  of  the  inquiries  were  made  by  parents  for 
children  of  average  stature  and  development  or  by 
normal  adolescents  wanting  to  increase  their  size 
for  athletic  purposes. 

Discussion 

The  results  of  this  pilot  survey  suggest  that  there  is 
definite  interest  in  and,  more  ominously,  use  of  ana- 
bolic steroids  among  high  school  males.  Further- 
more, interest  in  these  substances  apparently  is  not 
confined  to  people  involved  in  organized  athletics. 
Although  adolescents  were  interested  in  steroids 
primarily  for  football  and  in  some  instances  were 
being  prompted  by  parents  and  coaches,  young 
adults  most  frequently  were  interested  in  steroids 
for  cosmetic  purposes.  The  results  of  the  survey 
also  identified  a group  of  teenage  males  who  wanted 
steroids,  and  may  have  been  taking  them  in  the 
hope  that  they  could  improve  their  self-image  by  al- 
tering their  physical  appearance.  It  appeared  that 
relatively  few  adults  were  interested  in  steroids,  but 
the  results  were  biased  by  the  fact  that  internists 
were  not  included  in  the  survey. 

The  growth  hormone  results  differ  somewhat 
from  the  steroid  data.  There  were  fewer  inquiries, 
almost  all  of  them  made  by  parents.  A greater  per- 
centage of  the  inquiries  were  considered  serious, 
and  the  patient  population  was  younger.  An  inquiry 
about  growth  hormone  involving  familial  short  stat- 
ure was  considered  appropriate  because  of  the  im- 
plied intent  of  the  inquirer  (ie,  to  attain  “average” 
height).  However,  nearly  half  of  the  inquiries  were 
described  as  being  inappropriate  in  that  they  were 
made  by  or  for  “average”-sized  children  or  clearly 


for  athletic  enhancement.  Interestingly,  not  a single 
inquiry  about  anabolic  steroids  or  growth  hormone 
was  made  by  or  for  a female,  and  all  perceived 
steroid  users  also  were  male.  As  expected,  it  ap- 
pears that  boys  place  much  greater  emphasis  on 
physical  stature  and  athletic  achievement  than  do 
girls,  to  the  point  of  resorting  to  pharmacological 
assistance.  Also,  parents  seem  to  put  little  premium 
on  attempting  to  enhance  the  height  or  athletic  abil- 
ity of  daughters,  and/or  are  disinclined  to  subject 
them  to  the  risks  of  medication. 

In  this  survey,  whites  expressed  an  interest  in 
steroids  and  growth  hormone  out  of  proportion  to 
their  percentage  of  the  population.  TTiis  finding  may 
reflect  a broader  pattern,  but  could  also  be  related 
to  the  demographics  of  the  physicians’  practices. 
Likewise,  minority  groups  may  tend  to  make  their 
inquiries  elsewhere  (eg,  coaches,  trainers).  How- 
ever, socioeconomic  factors  and  access  to  health 
care  were  beyond  the  scope  of  this  study. 

While  this  investigation  demonstrates  a bona  fide 
public  interest  in  anabolic  steroids  and  growth  hor- 
mone, it  quantified  only  those  people  who  con- 
tacted physicians.  What  percentage  of  the  total 
societal  interest  this  represents  is  unknown.  Also, 
the  area  of  the  state  surveyed  is  very  rural.  Levels 
and  patterns  of  interest  may  be  different  in  urban  lo- 
cations. We  are  modifying  and  expanding  the  survey 
to  encompass  Texas’  major  metropolitan  centers  to 
determine  whether  this  is  the  case. 
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We  describe  four  cases,  each  with  a distinct  rheu- 
matologic  presentation.  Three  had  lymphoma,  and 
the  fourth,  though  initially  suggestive  of  lym- 
phoma, had  a tuberculous  infection.  Clinicians 
should  be  alert  for  diseases  masquerading  as  di- 
verse clinical  syndromes.  It  is  important  to  estab- 
lish rheumatic,  lymphoproliferative,  or  infectious 
etiology  because  of  major  differences  in  therapeu- 
tic and  prognostic  implications. 

KEY  WORDS:  LYMPHORETICULAR  DISEASE,  LYMPHOMA,  TUBER- 
CULOSIS, VASCULITIS,  ARTHRITIS,  SACROILIITIS,  RHEUMATIC 
DISEASE. 


The  diagnosis  of  a disease  starts  with  the 

clinical  impression  gained  by  patient  inter- 
view and  physical  examination.  The  confir- 
mation of  the  diagnosis,  however,  usually  requires 
investigational  evidence.  Generally,  the  diagnosis  of 
a rheumatic  disease  is  easily  suggested  on  clinical 
evaluation  and  is  confirmed  by  laboratory  tests.  The 
clinical  picture  and  course  of  several  diseases  is 
fairly  characteristic.  Occasionally,  a disease  may 
present  the  picture  of  another  disease,  requiring  the 
diagnostician  to  be  ever  alert  to  such  possibilities. 
We  describe  four  recent  patients  who  presented 
with  what  appeared  to  be  rheumatologic  disease 
syndromes;  three  had  lymphoma,  and  the  fourth, 
though  initially  thought  to  have  lymphoma,  was 
shown  to  have  tuberculous  infection. 


Case  1 

A 6 1 -year-old  white  man  presented  with  an  eight- 
week  history  of  left-sided  headache  mainly  in  the 
temporal  area.  He  complained  that  combing  his  hair 
on  the  left  side  of  his  scalp  was  painful  and  that  he 
experienced  pain  in  the  left  temple  when  chewing 
food.  He  had  lost  5 to  10  lbs  during  this  period. 
There  was  no  history  of  visual  symptoms,  tongue 
claudication,  fever,  or  nocturnal  sweats.  He  had 
noted  a transient  episode  of  garbled  speech  one 
month  before  his  examination.  A presumptive  diag- 
nosis of  temporal  arteritis  had  been  made  by  his 
local  physician  and  a ten-day  course  of  40  mg/day  of 
prednisone  had  temporarily  improved  his  symp- 
toms. He  had  had  cutaneous  lymphoma  of  the  face 
three  years  before  which  was  treated  with  hydroxy- 
chloroquine and  radiotherapy  and  had  been  consid- 
ered cured.  At  the  time  of  the  cutaneous  lymphoma, 
the  erythrocyte  sedimentation  rate  was  1 3 mm/h. 
Physical  examination  revealed  tenderness  of  the  left 
side  of  the  scalp  and  erythema  around  the  perior- 
bital area  and  nose.  Temporal  pulses  were  normal 
on  both  sides.  There  was  weakness  of  the  left  half  of 
the  tongue  and  fasciculations  of  the  tongue  were 
present.  Besides  a hemoglobin  level  of  1 2.6  g/dL 
(126  g/L)  and  an  erythrocyte  sedimentation  rate  of 
6l  mm/h,  other  laboratory  studies  were  within  nor- 


mal limits.  Head  CT  with  contrast  demonstrated 
lytic  destruction  involving  the  left  occipital  and  pe- 
trous bones.  A tumor  was  identified  adjacent  to  the 
left  sigmoid  sinus  with  extension  into  soft  tissues  of 
the  neck.  The  CT  appearance  was  consistent  with 
lymphoma  metastatic  to  the  base  of  the  left  side  of 
the  skull.  A left  posterior  cervical  triangle  lymph 
node  biopsy  revealed  diffuse  large-cell  malignant 
lymphoma.  Immunostaining  revealed  this  to  be  of 
B-cell  phenotype  representing  high-grade  transfor- 
mation of  previous  low-grade  lymphoma. 

COMMENT 

This  patient  presented  clinically  with  a picture  sug- 
gestive of  temporal  arteritis;  treatment  with  pred- 
nisone diminished  his  symptoms.  The  erythrocyte 
sedimentation  rate  had  been  normal  three  years  ear- 
lier when  he  was  treated  for  cutaneous  facial  lym- 
phoma. The  initial  cutaneous  lymphoma  was  consid- 
ered to  be  low-grade  malignant,  but  converted  to 
high-grade  malignancy  three  years  later. 

Case  2 

A 47-year-old  white  man  presented  initially  in  April 
1986  with  a history  of  lethargy,  headache,  nausea 
and  vomiting,  and  left-sided  weakness  starting  in 
September  1984.  At  that  time,  workup  by  his  local 
physician  had  revealed  a right  hemisphere  lesion  on 
CT  scan  of  the  head  for  which  he  was  treated  with 
tapering  doses  of  dexamethasone  (Decadron)  and 
improved  symptomatically.  In  October  1984,  physi- 
cal examination  findings  were  normal,  and  a repeat 
CT  scan  of  the  head  demonstrated  a 25%  reduction 
in  the  right  hemispheric  lesion.  In  January  1985,  he 
was  asymptomatic  with  almost  complete  resolution 
of  the  lesions  on  head  CT  scan.  He  did  well  until 
December  1985,  when  he  developed  a left  foot 
drop  with  numbness.  It  was  diagnosed  as  left  pero- 
neal palsy  by  a local  neurologist,  and  the  condition 
improved  over  the  next  two  weeks.  In  January  1986, 
left  ankle  weakness  was  noted,  and  a CT  scan  of  the 
head  demonstrated  continued  resolution  of  the  old 
lesions,  but  showed  the  appearance  of  new  lesions 
in  the  right  parietal,  occipital,  and  vermis  areas. 
Magnetic  resonance  imaging  showed  multiple  focal 
lesions  affecting  primarily  the  white  matter  in  the 
right  cerebral  hemisphere.  At  this  time,  electroen- 
cephalogram visual  evoked  potentials,  brainstem  au- 
ditory evoked  potentials,  and  sensory  and  somatic 
evoked  potentials  were  normal.  Cerebrospinal  fluid 
values  were  also  within  normal  limits.  A diagnosis  of 
cerebral  vasculitis  was  made.  In  February  1986,  the 
patient  had  a one-hour  episode  of  uncontrollable 
left  leg  jerking  and  was  noted  to  have  left  leg  weak- 
ness with  upgoing  plantar  on  the  left.  He  was  treated 
with  prednisone,  60  mg  daily,  and  phenytoin  so- 
dium for  a focal  seizure.  An  electroencephalogram 
did  not  reveal  epileptiform  discharge.  An  electro- 
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myogram  in  March  1 986  was  reportedly  compatible 
with  left  peroneal  nerve  palsy.  He  was  noted  to  have 
bilateral  left  inferior  quadrantic  visual  field  defect 
and  a CT  scan  of  the  head  revealed  decreased  old 
lesions  but  the  appearance  of  new  lesions. 

When  we  saw  him  in  April  1 986,  he  had  left  leg 
weakness  with  upgoing  left  plantar.  The  rest  of  the 
physical  examination  was  unremarkable.  Electro- 
myographic examination  suggested  a central  cause 
for  the  left  leg  weakness.  An  electroencephalogram 
was  normal,  and  echocardiographic  examination  did 
not  reveal  any  possible  source  for  emboli.  The  cere- 
brospinal fluid  was  normal.  A CT  scan  of  the  head 
demonstrated  clearing  of  older  lesions  with  the  ap- 
pearance of  new  lesions.  This  was  thought  to  repre- 
sent multiple  infarcts  most  likely  due  to  vasculitis, 
recurrent  emboli,  or  multiple  vascular  malforma- 
tions. A right  cerebral  angiogram  was  normal.  Mag- 
netic resonance  imaging  demonstrated  nonspecific 
multiple  areas  of  increased  signal  intensity  bilat- 
erally. A right  frontal  lobe  brain  biopsy  was  done, 
and  a diffuse  large-cell  malignant  lymphoma  was  dis- 
covered. CT  scans  of  the  chest  and  abdomen  were 
negative  for  systemic  lymphoma. 

COMMENT 

The  clinical  course  of  this  patient  with  steroid- 
responsive  brain  lesions  and  head  CT  scans  consis- 
tent with  multifocal  inflammatory  lesions  or  mul- 
tiple infarcts  suggested  a diagnosis  of  vasculitis.  The 
head  CT  scans  were  not  characteristic  for  central 
nervous  system  lymphoma.  In  the  absence  of  sys- 
temic disease  or  evidence  of  vasculitis  elsewhere, 
the  possibility  of  granulomatous  angiitis  of  the  ner- 
vous system  was  considered.  The  presentation  and 
course  of  the  disease  was  suggestive  of  an  inflam- 
matory pathology  and  the  correct  diagnosis  was 
made  only  after  biopsy. 

Case  3 

A 56-year-old  white  man  with  a ten-year  history  of 
seropositive  rheumatoid  arthritis  was  seen  in  March 
1984  for  nocturnal  right  foot  pain  which  was 
promptly  relieved  by  hanging  the  leg  over  the  side 
of  his  bed.  On  examination,  the  right  popliteal,  pos- 
terior tibial,  and  dorsalis  pedis  pulsations  were  ab- 
sent. An  angiogram  revealed  ri^t  superficial 
femoral,  popliteal,  and  posterior  tibial  artery  occlu- 
sion. Bypass  surgery  was  advised,  but  the  patient  be- 
came asymptomatic  spontaneously  and  decided  to 
defer  surgery.  In  December  1985,  he  developed 
nocturnal  right  calf  pain  causing  him  to  sleep  on  the 
sofa  with  the  right  leg  on  the  floor.  This  had  started 
one  week  after  stopping  aspirin  and  improved  with 
restarting  the  aspirin.  However,  by  January  1986, 
the  pain  had  spread  to  the  right  thigh  and  hip. 

There  was  a very  tender  area  over  the  right  lateral 
hip,  but  the  hip  and  lumbosacral  spine  were 


painless.  An  electromyogram  was  normal  without 
evidence  for  lumbar  plexopathy  or  radiculopathy. 
Cortisone  injection  into  the  right  trochanteric  bur- 
sal area  relieved  the  pain  transiently.  The  pain 
spread  to  involve  the  right  side  of  the  sacrum  and 
coccyx.  There  were  no  bowel  or  bladder  symp- 
toms. The  rheumatoid  arthritis  was  well  controlled 
on  methotrexate,  5 mg  per  week,  prednisone,  5 mg 
twice  daily,  and  aspirin,  9 tablets  per  day.  Examina- 
tion revealed  a firm,  nontender,  4 cm,  elliptical 
lymph  node  in  the  left  axilla.  Tenderness  was 
present  over  the  lower  right  sacroiliac  joint  and 
sciatic  notch.  There  were  rales  over  the  right  pos- 
terior mid-lung.  There  was  no  neurological  deficit.  A 
CT  scan  of  the  abdomen  and  pelvis  showed  multiple 
masses  within  both  kidneys,  a retroperitoneal  soft 
tissue  mass  between  the  aorta  and  left  kidney,  and 
enlarged  retroperitoneal  lymph  nodes  bilaterally.  A 
chest  roentgenogram  showed  bilateral  hilar  ade- 
nopathy and  bilateral  nodular  infiltrates  in  the 
middle  and  lower  areas  of  the  lungs.  A radioactive 
bone  scan  was  negative.  A left  axillary  lymph  node 
biopsy  revealed  malignant  lymphoma,  diffuse  small 
noncleaved  cell  type,  of  B-cell  phenotype. 

COMMENT 

This  patient  had  rheumatoid  arthritis  and  known  oc- 
clusion of  the  right  superficial  femoral,  popliteal, 
and  posterior  tibial  arteries.  The  initial  right  foot 
pain  started  after  stopping  aspirin  and  improved 
with  restarting  aspirin,  suggesting  that  the  pain  may 
have  been  related  to  rheumatoid  disease.  Subse- 
quently, the  pain  localized  over  the  right  greater 
trochanteric  area  with  tenderness  mimicking  tro- 
chanteric bursitis.  The  presentation  of  stage  III  lym- 
phoma with  right  leg  pain  in  a patient  with  rheuma- 
toid arthritis  and  atherosclerotic  obstruction  of  the 
right  leg  arteries  is  distinctly  unusual. 

Case  4 

A 34-year-old  white  man  was  seen  initially  in  April 
1986,  with  history  of  developing  left  hip  and  but- 
tock pain  in  February  1985.  There  was  no  history  of 
antecedent  trauma.  He  saw  his  local  physician  who 
treated  him  with  ibuprofen  and  ice  packs  for  cap- 
sulitis/tendinitis. Evaluation  by  an  orthopedist  and 
roentgenograms  of  the  left  hip  were  normal.  In  July 
1985,  he  had  recurrence  of  pain  while  playing  soft- 
ball.  Roentgenograms  of  the  lumbosacral  spine,  pel- 
vis, and  left  hip  and  femur  were  reportedly  normal, 
but  a bone  scan  showed  abnormal  uptake  at  the  left 
sacroiliac  joint.  This  was  thought  to  be  due  to 
trauma,  and  the  pain  improved  with  rest  and  ibu- 
profen. In  October  1985,  the  pain  recurred  after  the 
patient  ran  up  a flight  of  stairs.  Evaluation  by  a local 
physician  at  that  time  revealed  an  erythrocyte  sedi- 
mentation rate  of  65  mm/h,  normal  CT  scan  of  the 
lumbosacral  spine,  and  a negative  electromyogram. 


Volume  85  Ma\'  1989 


Lymphoreticular  disorders 


48 


Roentgenogram  of  the  lumbosacral  spine  was  inter- 
preted as  showing  “sclerosis  and  loss  of  definition  of 
the  left  sacroiliac  joint.”  A test  for  HLA-B27  antigen 
was  negative.  A left  trochanteric  bursal  aspirate  was 
negative.  The  pain  improved  after  chiropractic  ma- 
nipulations. In  March  1986,  there  was  another  re- 
currence of  pain  after  the  patient  slipped  in  mud. 
The  pain  was  worse  after  prolonged  weight  bearing, 
but  it  improved  with  sitting  or  walking.  He  also  de- 
veloped afternoon  fevers  with  sweating  and  fatigue. 
Physical  examination  by  a local  physician  revealed 
tenderness  over  the  left  sacroiliac  joint  and  left 
trochanteric  bursa.  There  was  one-inch  atrophy  of 
the  left  thigh  muscles.  His  oral  temperature  was 
37.9°  C ( 100.2°  F).  The  erythrocyte  sedimentation 
rate  was  77  mm/h,  and  roentgenograms  demon- 
strated widening  of  the  left  sacroiliac  joint  without 
lytic  or  destructive  lesions.  He  was  treated  with 
ibuprofen  without  relief  When  seen  in  April  1986, 
he  was  afebrile  and  walked  with  an  antalgic  gait 
favoring  the  left  leg.  There  was  point  tenderness 
over  the  left  greater  trochanter,  but  no  tenderness 
over  the  left  buttock  or  sacroiliac  joint.  The  eryth- 
rocyte sedimentation  rate  was  55  mm/h,  but  blood 
counts  and  chemistries  were  normal.  Roentgeno- 
grams of  the  pelvis  and  left  hip  showed  widening 
and  erosive  changes  in  the  left  sacroiliac  joint.  A CT 
scan  of  the  pelvis  revealed  an  irregularity  and  widen- 
ing of  the  sacroiliac  joint.  A soft  tissue  mass  in  the 
presacral  area  was  also  identified.  A bone  scan  re- 
vealed increased  uptake  in  the  left  sacroiliac  joint, 
but  an  indium-labeled  leukocyte  scan  demonstrated 
a cold  lesion  in  that  area.  A CT-guided  biopsy  of  the 
left  sacroiliac  joint  was  reported  to  show  malignant 
lymphoma  cells.  A lymphangiogram  revealed  nu- 
merous abnormal  lymph  nodes  in  the  left  external 
iliac  and  left  low  para  aortic  region.  The  appearance 
was  consistent  with  lymphoma.  To  stage  the  lym- 
phoma, a left  periaortic  and  external  iliac  lymph 
node  biopsy  was  performed  and  demonstrated  mul- 
tiple necrotizing  granulomas  without  evidence  for 
neoplasm.  Therefore,  an  open  biopsy  of  the  left  sa- 
croiliac joint  was  done  and  showed  active  necrotiz- 
ing granulomatous  inflammation.  Stains  for  bacteria, 
fungi,  and  mycobacteria  were  negative,  but  cultures 
for  mycobacteria  grew  Mycobacterium  tuberculo- 
sis. Chest  roentgenograms  were  normal. 

COMMENTS 

This  young  man  presented  with  recurrent  episodes 
of  unilateral  sacroiliitis.  The  exacerbation  of  symp- 
toms following  physical  strain  and  relief  with  rest 
and  ibuprofen  led  the  local  physician  to  think  this 
was  a soft  tissue  rheumatic  problem.  The  initial  im- 
pression of  lymphoma  on  lymphangiogram  and 
closed  needle  biopsy  was  not  borne  out  by  open  bi- 
opsy. This  was  a very  unusual  presentation  of  tuber- 
culous infection.  The  stains  for  mycobacteria  were 


negative  but  cultures  at  six  weeks  grew  the  orga- 
nism, underscoring  the  need  for  culture  in  all  sus- 
pected cases. 

Discussion 

We  have  described  four  cases  that  presented  with 
rheumatologic  syndromes,  three  with  lymphoma 
and  one  with  tuberculosis. 

Case  1 presented  with  a clinical  picture  compat- 
ible with  temporal  arteritis.  Headache,  scalp  tender- 
ness, jaw  claudication,  and  weight  loss  are  fairly 
typical  of  temporal  arteritis.  The  involvement  of 
hypoglossal  nerve  and  the  history  of  cutaneous  lym- 
phoma were  clues  to  another  possible  cause  for  his 
symptoms.  However,  neurologic  lesions  in  the  tem- 
poral artery  have  been  described  ( 1 - 3 ) and  may 
occur  in  up  to  15%  of  cases  (3).  Patients  with  tem- 
poral arteritis  have  also  been  diagnosed  as  having 
various  neurologic  diseases  ( 1 ).  The  differential  di- 
agnosis of  temporal  arteritis  is  generally  from  other 
types  of  vasculitis  and  less  commonly  atrial  myxoma 
and  infective  endocarditis  (3).  The  possibility  of 
malignancy,  especially  lymphoma,  should  be  consid- 
ered in  cases  with  atypical  features.  The  diagnosis  of 
temporal  arteritis  is  confirmed  by  temporal  artery 
biopsy  which  should  be  performed  whenever  the 
diagnosis  is  suspected. 

In  case  2,  the  patient  presented  with  an  uncom- 
mon problem  of  focal  neurologic  deficit  whose 
course  was  punctuated  with  steroid-responsive  re- 
missions including  clearing  of  brain  lesions  on  CT 
scan.  The  lesions  on  CT  scan  of  the  head  had  the  ap- 
pearance of  multiple  infarcts  or  multifocal  inflam- 
matory lesions.  There  was  no  evidence  of  extracra- 
nial disease,  and  therefore  the  possibility  of  isolated 
vasculitis  of  the  central  nervous  system  was  consid- 
ered. As  the  name  implies,  this  is  a rare  condition 
with  vasculitis  limited  to  the  central  nervous  system 
( 2,4  ).  This  causes  necrosis  of  the  blood  vessels  re- 
sulting in  tissue  ischemia  or  hemorrhage.  The  neu- 
rologic presentation  depends  on  the  site  of  the 
lesion  which  is  multifocal  in  80%  of  cases  (2).  The 
cerebrospinal  fluid  may  be  normal  or  show  slight 
lymphocytosis.  Cerebral  angiogram  shows  symmetri- 
cal narrowing  with  multiple  areas  of  involvement, 
but  may  be  normal  (4).  Therefore,  histological  con- 
firmation of  the  diagnosis  is  recommended.  Cortico- 
steroids may  induce  temporary  remission  ( 2 ).  Thus, 
the  patient’s  course  in  case  2 was  quite  compatible 
with  this  condition.  The  correct  diagnosis  of  lym- 
phoma in  our  patient  was  made  by  brain  biopsy, 
which  reiterates  the  confirmation  of  diagnosis  by 
tissue  histology  in  such  cases. 

Case  3 calls  attention  to  two  issues.  First  is  the  ob- 
vious pitfall  of  attributing  new  symptoms  in  patients 
to  known  diagnoses.  It  is  important  to  remember  that 
patients  with  rheumatoid  arthritis  can  have  pain  due 
to  other  causes  (5).  The  second  issue  brought  forth 
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is  the  controversy  associated  with  the  relationship  of 
rheumatoid  arthritis  and  malignancy.  While  inves- 
tigators from  Great  Britain  have  reported  an  in- 
creased risk  for  lymphoproliferative  disorders  in 
patients  with  rheumatoid  arthritis  (6,7),  studies 
from  the  United  States  have  failed  to  find  a signifi- 
cant association  (8,9).  Furthermore,  our  patient  had 
received  azathioprine  (Imuran)  and  methotrexate 
for  treatment  of  his  rheumatoid  arthritis  in  the  three 
years  prior  to  the  discovery  of  lymphoma.  Presenta- 
tion of  stage  III  malignant  lymphoma  as  nocturnal 
lower  leg  pain  is  unusual. 

The  patient  in  case  4 presented  with  unilateral  sa- 
croiliitis  interspersed  with  periods  of  remission.  Sa- 
croiliitis  is  most  commonly  seen  in  inflammatory 
spondyloarthropathies.  Although  pure  unilateral  sa- 
croiliitis  may  be  seen  in  seronegative  spondylo- 
arthritis,  it  is  more  suggestive  of  joint  infection  or 
neoplasm  (10).  Causes  of  unilateral  sacroiliitis  are 
listed  in  Fig  1 . Of  the  infectious  agents  causing  uni- 
lateral sacroiliitis,  staphylococcus  is  most  common; 
in  intravenous  drug  abusers  P aeruginosa  is  com- 
monest. Unilateral  sacroiliitis  caused  by  Mycobac- 
terium tuberculosis  in  a young  man  in  continental 
North  America  is  unusual.  The  initial  evidence  and 
closed-needle  biopsy  had  suggested  a diagnosis  of 
malignant  lymphoma,  and  the  correct  diagnosis  was 
made  after  open  biopsy  and  tissue  cultures  for  my- 
cobacteria. This  stresses  the  importance  of  tissue 
culture  in  all  cases  suspected  of  tuberculous  infec- 
tion; staining  for  mycobacteria  is  not  adequate  to 
exclude  tuberculous  infection  (11). 

Some  diseases  such  as  syphilis,  diabetes  mellitus, 
and  tuberculous  infections  are  known  to  be  great 
mimics.  Various  malignancies  can  present  in  atypical 
fashions.  Pain  is  a common  symptom  in  rheumatic 
diseases  and  also  in  patients  with  malignancy.  Physi- 
cians should  stay  alert  to  the  possibility  of  lympho- 
matous  disorders  masquerading  as  rheumatologic 
diseases.  This  is  important  not  only  for  correct  diag- 
nosis but  because  of  major  differences  in  the  treat- 
m.ent  and  prognosis  of  these  disorders. 


I.  Causes  of  unilateral  sacroiliitis. 

Infection  {Staphylococcus  aureus,  Pseudomonas  aeruginosa, 
Streptococcus,  pneumonococcus.  Escherichia  coli,  Gonococcus, 
Mycobacteria,  fungi) 

Malignancy 
Osteomyelitis 
Ankylosing  spondylitis 
Psoriatic  arthritis 
Reiter’s  syndrome 
Inflammatory  bowel  disease 
Degenerative  joint  disease 
Rheumatoid  arthritis 
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Asbestos  and  its  potential  for  adversely  affecting 
health  remain  a source  of  concern  to  several  sec- 
tors of  society.  Since  it  rarely  occurs  in  the  absence 
of  occupational  exposure  to  asbestos,  and  because 
it  is  potentially  preventable,  asbestosis  was  re- 
cently defined  as  a reportable  occupational  disease 
in  Texas.  An  overview  of  the  cardinal  characteris- 
tics of  the  asbestos  minerals  and  their  associated 
health  effects  is  presented.  The  role  of  the  primary 
physician  in  diagnosis  and  counseling  of  indi- 
viduals with  asbestos -associated  diseases  is 
addressed. 

KEY  WORDS:  ASBESTOS,  ASBESTOSIS,  OCCUPATIONAL  DISEASE 
REPORTING 


The  occupational  lung  diseases  are  recognized 
by  the  National  Institute  for  Occupational 
S^ety  and  Health  (NIOSH)  as  heading  the  list 
of  the  ten  leading  occupation-related  conditions  in 
this  country  ( 1 ),  When  one  considers  prevalence, 
potential  disability,  premature  death,  and  preven- 
tability,  asbestos  as  a cause  of  pulmonary  disease 
continues  to  be  a source  of  concern  to  industry, 
labor,  government,  and  the  general  public.  This  is 
heightened  by  different  medical,  sociopolitical,  and 
economic  considerations. 

In  1985,  asbestosis,  one  of  the  asbestos-related 
diseases,  was  defined  as  one  of  the  four  reportable 
occupational  diseases  in  Texas  (Texas  Civil  Statutes, 
Article  5182C)  (2).  The  other  three  reportable  con- 
ditions are  elevated  adult  blood  lead  levels,  silicosis, 
and  acute  occupational  pesticide  poisoning  (3). 

This  review  is  one  of  a series  of  papers  on  the  re- 
portable occupational  diseases  in  which  an  over- 
view of  the  historical,  epidemiologic,  mineralogical, 
pathological,  and  clinical  features  of  asbestosis  and 
the  spectrum  of  asbestos-related  conditions  or  dis- 
eases is  presented. 

Modem  history 

Asbestos  is  a term  that  refers  to  a group  of  naturally- 
occurring  fibrous  hydrated  silicate  minerals,  useful 
to  man  because  of  their  properties  of  enhanced 
strength,  flexibility,  and  resistance  to  physical  and 
chemical  insults.  It  was  used  sporadically  for  pro- 
duction of  purses  and  lamp  wicks  for  hundreds  of 
years.  Widespread  production  and  use  of  asbestos 
began  in  the  late  19th  century  with  the  introduc- 
tion of  the  steam  engine.  Unique  properties  of  as- 
bestos— flexibility  and  virtual  indestructibility — 
were  unmatched  at  the  time  by  any  other  mineral 
or  man-made  fiber  and  quickly  led  to  its  use  in  the 
manufacture  of  a long  list  of  construction  materials 
and  textiles,  including  cement,  insulation  products, 
friction  materials,  electrical  appliances,  and  protec- 
tive garments.  Worldwide  production  and  use  of  as- 


bestos increased  dramatically  until  the  mid-1970s 
when  concern  regarding  health  effects  of  asbestos 
and  the  implementation  of  strict  regulatory  stan- 
dards resulted  in  a decrease  in  annual  use  (from  ap- 
proximately 800,000  metric  tons  used  in  the  United 
States  in  1973  to  210,000  metric  tons  in  1983). 
Worldwide  cumulative  production  of  asbestos  prod- 
ucts, however,  has  continued  and  it  is  estimated  that 
approximately  30  million  metric  tons  of  asbestos 
are  still  in  use  in  this  country  (4). 

Isolated  case  reports  of  pulmonary  fibrosis  in 
heavily  exposed  asbestos  factory  workers  appeared 
as  early  as  1906  (5)  and  increased  rapidly  thereafter 
(6).  Although  an  association  between  asbestos  ex- 
posure, asbestosis,  and  lung  cancer  was  suspected  as 
early  as  1935  (7),  firm  epidemiologic  evidence  in- 
ferring causality  was  not  reported  until  1955  (8).  In 
I960,  a causal  association  between  asbestos  ex- 
posure and  mesothelioma,  a malignant  and  invari- 
ably fatal  tumor  of  the  pleura  and/or  peritoneum, 
was  reported  (9)  and  thus  further  expanded  the 
spectrum  of  asbestos-related  diseases. 

Asbestosis  first  became  a recognized  compensable 
disease  in  1931,  in  Great  Britain  under  the  Work- 
men’s Compensation  Act.  In  the  United  States,  com- 
pensation was  first  awarded  to  an  asbestos  weaver 
in  1927,  through  the  Massachusetts  Industrial  Acci- 
dent Board  (10).  The  extent  to  which  occupational 
diseases  are  covered  in  the  United  States  varies  ac- 
cording to  each  state’s  workers  compensation  laws. 
This  inconsistency  has  led  to  numerous  cases  being 
argued  via  tort  litigation  in  the  courts. 

Initially,  most  cases  of  asbestosis  described  were 
limited  to  workers  in  the  mining,  milling  (11),  and 
manufacturing  (12)  sectors.  End-product  users  (eg, 
insulators,  pipefitters,  shipyard  workers,  etc),  were 
not  regularly  reported  as  being  at  risk  of  asbestosis 
until  the  late  1950s  and  early  1960s  (13),  although 
isolated  cases  in  this  sector  had  been  described  as 
early  as  1934(6).  From  a medicolegal  standpoint, 
the  asbestos  product  use  sector  is  of  great  interest, 
since  the  numbers  of  exposed  workers  in  these 
occupations  are  now  considered  to  substantially 
outnumber  those  in  the  mining,  milling,  and  manu- 
facturing sectors.  In  the  United  States,  it  has  been 
estimated  that  over  27  million  persons  have  been 
occupationally  exposed  to  asbestos  since  1940 
( 1 4 ).  The  potential  medical,  economic,  and  legal 
implications  of  these  figures  are  readily  apparent. 

Implementation  of  regulatory  measures  and  safe 
workplace  practices  paralleled  scientific  knowledge; 
the  measures  taken  initially,  such  as  those  of  the  US 
Public  Health  Service,  however,  were  limited  and 
left  up  to  industry  to  implement  and  enforce  (15). 

A major  step  towards  stricter  workplace  regulation 
took  place  in  1970  with  the  passage  of  the  Occupa- 
tional Safety  and  Health  Act  and  the  subsequent 
creation  of  the  Occupational  Safety  and  Health  Ad- 
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ministration  ( OSHA ) in  the  Department  of  labor. 
OSHA  first  regulated  asbestos  in  1971,  setting  a per- 
missible exposure  limit  of  1 2 fibers  per  cubie  cen- 
timeter of  air  (f'cc).  Since  then  the  level  has  been 
progressively  lowered  to  the  current  threshold  limit 
of  0.2  £7cc  (16).  Present  legislation  specifies  stan- 
dards, not  only  on  levels  in  maritime  and  general  in- 
dustry, but  also  for  the  construction  sector,  with 
specific  norms  for  asbestos  abatement  projects,  since 
these  activities  are  considered  to  pose  the  potential 
for  acute  exposure  to  hazardous  levels  of  dust. 

Recognition  of  asbestos-related  diseases  has  in  re- 
cent times  led  to  concern  regarding  the  potential 
for  population  exposure  to  already  existing  asbestos 
in  public  buildings,  particularly  in  schools.  Legis- 
lation set  forth  by  the  Environmental  Protection 
Agency’  (EPA)  required  all  US  schools  to  examine 
their  facilities  for  asbestos-containing  materials  and, 
if  any’  were  found,  to  notify'  both  parents  and  em- 
ployees (17).  Subsequently,  guidelines  for  dealing 
with  asbestos,  if  found,  w ere  described  (18).  Al- 
though cases  of  mesothelioma  and  benign  pleural 
changes  have  been  described  as  a result  of  nonoccu- 
pational  exposure,  these  have  generally  been  lim- 
ited to  immediate  family  members  of  asbestos  work- 
ers, or  to  individuals  living  near  asbestos  plants  or 
naturally  occurring  asbestiform  fiber  deposits  (19- 
22).  Even  so,  cases  of  mesothelioma  have  been  de- 
scribed in  which  no  obvious  risk  factors  were  iden- 
tified. Epidemiologic  data  regarding  the  long-term 
effects  of  exposure  to  low  levels  of  asbestos,  such  as 
those  encountered  in  schools,  are  sparse.  Risk  as- 
sessment of  population  exposure  in  these  settings 
using  measurements  of  fiber  levels  inside  public 
buildings,  extrapolation  of  data  from  occupational 
cohorts,  and  mathematical  models  has  been  per- 
formed recently.  Estimates  of  excess  lung  cancers 
and  mesotheliomas  have  varied  in  precision,  mainly 
because  of  differences  in  underlying  assumptions  re- 
garding levels  of  occupational  exposure  in  the  dif- 
ferent cohorts  analyzed  (4,23-25). 

Mineralogy  and  the  asbestos  chain 

The  asbestos  minerals  are  classified  into  two  distinct 
classes,  serpentines  and  amphiboles.  The  serpentine 
class  contains  one  member,  chrysotile  (white  asbes- 
tos), which  accounts  for  90%  of  commercial  as- 
bestos produced  worldwide.  In  the  United  States. 
95%  of  the  commercial  use  of  asbestos  has  involved 
ehrysotile.  There  are  five  main  types  of  amphiboles: 
crocidolite  (blue  asbestos),  amosite  (brown  asbes- 
tos), anthophyllite,  actinolite,  and  tremolite.  Serpen- 
tine asbestos  fibers,  as  their  name  implies,  are  long, 
wavy,  and  very  flexible,  whereas  the  amphiboles 
tend  to  be  shorter  and  straighter;  these  properties  are 
taken  into  account  in  the  manufacture  of  asbestos- 
containing  products.  The  major  asbestos  mining 
countries  are  Canada  (which  mines  almost  exclu- 


sively chrysotile ),  South  Africa  ( the  major  producer  of 
crocidolite  and  amosite),  and  the  Soviet  Union  (26). 

Although  numerous  trades  in  industry'  have  dealt 
with  asbestos,  the  “asbestos  chain”  can  be  broadly 
categorized  as  described  in  Fig  1 ( 1 6 ).  Knowledge 
of  these  different  sectors  of  the  asbestos  chain  is  im- 
portant because  of  differences  in  the  nature  of  the 
exposure  and  the  concomitant  risk  of  disease.  Most 
occupational  asbestos  exposure  in  Texas  has  oc- 
curred in  end-product  use. 

Determinants  of  asbestos-related  health  effects 

Not  all  individuals  exposed  to  asbestos  will  develop 
asbestos-related  disease.  Factors  relating  to  both  en- 
vironment and  host  must  interact  to  create  the  nec- 
essary conditions  for  a pathologic  response.  Among 
these,  we  can  distinguish  fiber  characteristics,  indi- 
vidual susceptibility,  and  the  nature  of  the  exposure. 

It  is  mandatory  for  fibers  to  be  respirable  (ie,  of  a 
size  that,  after  inhalation,  can  reach  respiratory  bron- 
chioles and  alveoli ).  In  general,  this  capability'  is  lim- 
ited to  fibers  with  an  aerodynamic  diameter  of  3 pm 
or  less,  since  larger  diameter  particulates  tend  to  be 
trapped  in  more  proximal  airways.  In  addition,  ani- 
mal experiments  suggest  that  asbestos  fibers  with  a 
large  aspect  ratio  (length:width  ratio)  appear  to 
have  more  pathogenic  potential  than  shorter,  thicker 
ones  (4).  Similarly,  at  least  with  respect  to  meso- 
thelioma, there  is  evidence  of  a differential  risk  gra- 
dient by  fiber  type  (28—32),  with  crocidolite  posing 
the  greatest  risk,  followed  by  amosite  and,  at  the 
lower  end  of  the  scale,  chrysotile  and  anthophyllite. 

Once  a fiber  has  reached  the  alveolar  level,  it 
must  persist  long  enough  to  cause  an  effect.  Foreign 
particles  in  the  lung  are  typically  handled  by  two 
basic  lung  defense  mechanisms,  the  mucociliary  es- 
calator and  the  alveolar  macrophage  or  scavenger 

I.  Common  sources  of  asbestos  exposure. 

Mining  and  milling,  in  and  around  either  open-faced  or  under- 
ground mines.  In  this  stage,  fibers  arc  for  the  most  part  initially 
intact  in  the  rock,  hut  subsequent  crushing  in  the  mill  may  gen- 
erate large  amounts  of  dust. 

Primary  manufacturing  where  raw  asbestos  fibers  arc  received, 
introduced,  and  processed  to  make  asbestos  products  such  as  ce- 
ment, sheet,  and  paper. 

Secondary  manufacturing  where  products  arc  received  from  pri- 
mary manufacturers  and  further  processed  ( including  sawing, 
pressing,  and  drilling)  to  fabricate  other  intermediate  or  finished 
prtxlucts. 

End-product  use,  involving  the  application  of  products,  generally 
in  the  construction,  insulation,  electrical,  automotive,  and  ship- 
building industries. 

Nonoccupational  or  environmental  exposure.  Since  all  persons 
may  have  some  asbestos  fibers  in  their  lungs  from  general  envi- 
ronmental levels  (27),  the  question  of  what  constitutes  signifi- 
cant environmental  exposure  is  still  being  debated 
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cell.  The  macrophage  phagocytizes  the  particle  and 
is  subsequently  transported  away  (cephalad)  from 
the  area  by  either  the  mucociliary  escalator  or 
drainage  to  the  regional  lymph  nodes.  With  asbestos 
fibers,  this  task  may  be  complicated  by  the  fibers’ 
peculiar  dimensions  and  resistance  to  destruction, 
making  them  harder  to  engulf.  Some  of  the  fibers 
are  eventually  coated  with  an  iron  protein  material 
which  confers  a club-  or  beaded-like  appearance  to 
the  fiber  (asbestos  body).  Evidence  from  in  vitro 
and  animal  experiments  suggests  that  these  coated 
fibers  have  been  rendered  less  reactive  than  naked 
ones  (33—35).  Data  have  also  shown  that  inhaled 
chrysotile  may  in  part  disappear  over  time  from  the 
lung,  possibly  due  to  leaching  of  minerals  and  fiber 
fragmentation  and  dissolution,  whereas  the  amphi- 
boles  tend  to  persist  in  both  coated  and  uncoated 
states  (36,37).  Asbestos  bodies  have  been  found  not 
only  in  persons  occupationally  exposed  to  asbestos, 
but  also  in  lungs  of  presumably  nonexposed  urban 
residents,  examined  at  autopsy,  although  generally 
in  much  smaller  numbers  (27).  Therefore,  it  is  be- 
lieved that  the  presence  of  asbestos  bodies  in  the 
lung  is  a marker  of  asbestos  exposure,  not  disease. 

This  information  suggests  that  for  exposure  to  as- 
bestos to  produce  disease,  there  must  be  some  quan- 
tity of  retained  uncoated  asbestos  fibers,  possibly 
related  to  overwhelming  of  the  normal  lung  defense 
mechanisms.  Data  concerning  the  pathogenesis  of 
parenchymal  injury  at  this  stage  are  uncertain,  but 
currently  favor  the  occurrence  of  an  inflammatory 
response  and  release  of  cytotoxic  enzymes,  initially 
at  the  peribronchiolar  level,  which  can  ultimately 
lead  to  fibrosis  (38).  Bronchoalveolar  lavage  analy- 
sis has  revealed  the  presence  of  increased  numbers 
and  types  of  inflammatory  cells,  as  well  as  some  im- 
munological changes  in  asbestos-exposed  subjects 
both  with  and  without  asbestosis,  although  many  of 
these  abnormalities  are  not  specific  to  asbestos  ex- 
posure (39-41). 

Several  studies  have  noted  that  the  prevalence  of 
smoking  among  asbestos  exposed  individuals  is  quite 
high.  In  vitro  and  in  vivo  studies  have  shown  that 
particle  clearance  is  impaired  in  the  presence  of 
cigarette  smoke,  and  epidemiologic  data  have  found 
that  the  risk  of  lung  cancer  is  increased  markedly 
among  asbestos-exposed  smokers  (42-44).  In  addi- 
tion, smokers  are  at  increased  risk  of  other  lung  dis- 
eases (eg,  emphysema)  which  are  independent  of 
an  association  with  asbestos.  Therefore,  smoking 
may  also  be  responsible  for  some  of  the  symptoms 
and  lung  pathology  present  in  asbestos-exposed 
subjects  and  needs  to  be  taken  into  account  during 
their  clinical  evaluation  (45). 

The  nature  of  exposure  to  this  mineral  is  impor- 
tant as  a determinant  of  disease.  When  evaluating  a 
potential  causal  link  between  a suspected  toxin  and 
an  adverse  efifect,  the  demonstration  of  a dose- 


response  relationship  constitutes  evidence  in  favor 
of  the  toxin’s  being  the  cause  of  that  efifect.  Numer- 
ous studies  have  shown  dose-response  relationships 
between  asbestos  exposure  and  the  established 
asbestos-related  conditions  and  diseases  (46). 
Autopsy  series  document  correlations  between  lung 
fiber  content  and  asbestosis  and  mesothelioma 
(46-48).  The  ability  of  epidemiological  studies  to 
demonstrate  dose-response  relationships  depends  in 
part  on  their  precision  in  defining  both  exposure 
levels  and  disease.  Unfortunately,  the  appropriate 
exposure  data  are  not  always  available  because 
of  the  long  latency  period  between  asbestos  ex- 
posure and  onset  of  disease,  the  general  lack  of 
workplace  dust  level  measurements,  and  the 
marked  variation  in  individual  exposures  (14).  This 
limitation  is  particularly  true  when  evaluating  the 
risks  in  end-product  users.  Less  direct  measures  of 
exposure,  such  as  years  since  onset  of  first  ex- 
posure, duration  of  exposure,  and  job  type  provide 
in  some  instances  a rough  correlation  between  dose 
and  response  (46). 

Nonmalignant  asbestos-related  pathology 

PLEURAL  CHANGES 

Asbestos  exposure  is  associated  with  different  types 
of  nonmalignant  processes  involving  the  lungs  and 
pleura.  For  medical  and  compensation  purposes,  it 
is  necessary  to  carefully  differentiate  those  changes 
associated  with  functional  impairment  and  disability 
from  processes  not  generally  leading  to  disease  or 
disability. 

Nonmalignant  asbestos-associated  pleural  changes 
may  be  of  three  types;  circumscribed  pleural  thick- 
ening (plaques),  diffuse  pleural  thickening,  and 
pleural  effusion.  Pleural  plaques  are  irregularly 
rounded,  circumscribed  lesions  that  are  characteris- 
tically bilateral  and  most  commonly  appear  on  the 
lower  posterolateral  aspects  of  the  parietal  pleura 
and  central  tendinous  portion  of  the  diaphragm.  An 
exposure-response  relationship  has  been  demon- 
strated between  frequency  of  plaques  and  duration 
of  exposure  and  years  since  onset  of  first  exposure; 
plaques  correlate  less  well,  however,  with  cumula- 
tive exposure  (49).  Plaques  are  uncommon  in  sub- 
jects with  less  than  20  years  elapsed  since  first 
exposure  and  have  been  reported  in  persons  with 
nonoccupational  exposure  to  asbestos  (50). 

Macroscopically,  pleural  plaques  appear  as  ivory- 
colored  or  grayish-white  elevated,  localized  areas 
on  the  parietal  pleura.  The  surface  of  pleural  plaques 
is  generally  smooth,  but  often  can  be  nodular.  Infre- 
quently, calcification  may  be  visible  to  the  naked 
eye  and  tends  to  correlate  with  increasing  years 
since  first  exposure  as  well  as  with  the  age  of  the 
plaque.  Microscopically,  plaques  are  composed  of 
collagen  fibers  most  often  arrayed  in  a basket-weave 
pattern.  Cellular  elements  are  scarce,  and  calcium 


Texas  Medicine 


deposition  at  this  level  is  common. 

Coated  asbestos  fibers  (asbestos  bodies)  have  not 
been  described  in  pleural  plaques.  Likewise,  un- 
coated fibers  are  not  visible  on  light  microscopy  of 
routinely  prepared  plaques,  but  have  been  reported 
when  studying  ashed  specimens  (51). 

Radiographically,  pleural  plaques  may  be  the  most 
frequent  asbestos-related  abnormality  described  in 
both  cross-sectional  and  longitudinal  studies 
(50,52);  prevalence  is  even  higher  at  autopsy  (53). 
On  the  radiograph,  pleural  plaques  are  most  com- 
monly seen  along  the  lateral  aspects  of  the  mid- 
third  of  the  chest  wall  and  on  the  diaphragm.  They 
do  not  involve  the  apices  or  costophrenic  angles 
unless  they  are  very  extensive.  Plaques  on  the  chest 
wall  can  appear  either  in  profile  or  en  face,  and 
their  presence  can  often  be  enhanced  with  the  use 
of  oblique  films  (54).  These  lesions  may  or  may  not 
be  calcified,  but  when  present,  calcium  deposition 
tends  to  appear  in  the  center  of  the  lesion.  The  ra- 
diographic appearance  of  pleural  plaques  can  be 
confused  with  a variety  of  radiologic  shadows,  in- 
cluding those  related  to  subpleural  fat,  companion 
shadows,  rib  fractures,  post-thoracotomy  pleural 
thickening,  serratus  anterior  muscle,  or  previous 
empyema. 

Circumscribed  pleural  plaques  are  asyrnptomatic. 
Epidemiologic  studies,  in  general,  have  not  found 
consistent  associations  between  these  changes  and 
clinically  significant  lung  function  abnormality.  Simi- 
larly, the  presence  of  pleural  plaques  among  asbes- 
tos workers  does  not  appear  to  be  an  independent 
risk  factor  for  either  parenchymal  fibrosis  or  cancer, 
when  adjusted  for  age  and  exposure  (55-57).  At 
present,  no  evidence  exists  that  these  plaques  de- 
generate into  mesothelioma.  Because  of  the  current 
lack  of  evidence  associating  pleural  plaques  with  ad- 
verse health  effects,  it  is  believed  that  pleural  plaques 
indicate  exposure  to  asbestos,  but  not  asbestos- 
associated  disease.  Use  of  the  term  “pleural  asbesto- 
sis”  is  discouraged,  in  that  it  may  contribute  to  con- 
fusion with  other  asbestos-associated  processes  that 
do  have  functional  consequences. 

Diffuse  pleural  fibrosis  may  be  detected  in  some 
asbestos  workers,  although  it  is  less  common  than 
circumscribed  plaques.  Differentiation  of  pleural  fi- 
brosis from  pleural  plaques  is  important  from  both  a 
medical  and  a legal  perspective.  Pathologically,  dif- 
fuse pleural  fibrosis  consists  most  commonly  of  a 
variable  degree  of  thickening  of  the  visceral  pleura. 
Its  pathogenesis  is  unclear,  but  it  can  appear  adja- 
cent to  areas  of  parenchymal  fibrosis  and  possibly  as 
a sequel  to  asbestos-related  pleural  effusions.  Radio- 
graphically, diffuse  pleural  fibrosis  may  also  appear 
in  profile  or  en  face.  In-profile  changes  are  mani- 
fested by  obliteration  and  thickening  of  one  or  both 
costophrenic  angles,  tapering  cephalad.  En  face  dif- 
fuse pleural  thickening  casts  a milky  haze  over  the 


mid-  and  lower-lung  fields  and  may  complicate 
evaluation  of  the  underlying  parenchyma.  Comput- 
erized tomography  of  the  chest  can  aid  in  its  detec- 
tion (58). 

Severe  diffuse  pleural  fibrosis  independently  may 
cause  abnormal  lung  function,  characterized  by  a 
decrease  in  lung  volumes  and  forced  vital  capacity. 
In  some  cases,  unilateral  or  bilateral  decortication 
has  been  necessary  because  of  severe  symptomatic 
extraparenchymal  restrictive  disease  (59).  When 
evaluating  diffuse  pleural  fibrosis,  one  should  also 
consider  other  etiologies  such  as  scarring  secondary 
to  prior  surgery,  trauma,  or  infection. 

Nonmalignant  pleural  effusions  are  the  earliest 
asbestos-associated  changes  to  manifest  themselves, 
not  infrequently  appearing  in  workers  less  than  ten 
years  since  first  exposure.  They  are  generally  small, 
and  thoracentesis  yields  an  exudate  that  may  be 
blood-tinged.  The  effusions  are  usually  unilateral, 
but  can  recur  and  alternatively  involve  the  oppo- 
site side.  Although  often  asymptomatic,  asbestos- 
exposed  individuals  may  present  with  pleuritic  pain 
and  dyspnea,  with  or  without  an  accompanying 
fever.  The  effusions  tend  to  resolve  spontaneously, 
although  occasionally  they  persist  for  long  periods 
of  time.  Since  the  effusion  itself  is  nonspecific,  other 
conditions  associated  with  exudative  effusion  must 
also  be  considered,  including  differentiation  from 
mesothelioma  (60). 

ASBESTOSIS 

Asbestosis  refers  to  a diffuse  interstitial  lung  fibrosis 
which  results  from  significant  asbestos  exposure.  Of 
the  nonmalignant  asbestos-associated  diseases,  it  is 
the  only  one  which  is  a reportable  occupational  dis- 
ease in  Texas  ( 2 ).  When  it  occurs,  the  fibrosis  devel- 
ops insidiously  and  generally  after  a latency  period 
of  usually  20  years  and  may  progress  after  cessa- 
tion of  exposure.  In  epidemiologic  studies  of  those 
industrial  sectors  where  dust  levels  have  been  avail- 
able for  some  time  (ie,  mining,  milling,  and  manu- 
facturing), good  dose-response  relationships 


2.  Asbestos-associated  conditions. 
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•Although  unlikely  to  be  of  clinical  significance. 
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between  duration  or  intensity  of  asbestos  exposure 
and  asbestosis  have  emerged  (61—63)-  Similarly,  au- 
topsy series  have  revealed  a rough  eorrelation  be- 
tween lung  asbestos  fiber  content  and  parenchymal 
fibrosis  (48  ).  Unfortunately,  the  finding  of  similar 
dose-response  associations  in  the  end-product  use 
sector  is  made  difficult  by  the  lack  of  adequate  expo- 
sure data.  To  date,  there  is  no  firm  evidence  that  non- 
oceupational  asbestos  exposure  produces  asbestosis. 

Both  chrysotile  and  the  amphiboles  appear  to 
have  similar  fibrogenic  potential  although  that  of 
the  latter  may  be  more  severe.  The  contribution  of 
smoking  to  the  fibrosis  is  unclear,  with  some  studies 
purporting  to  show  a higher  prevalence  of  inter- 
stitial disease  among  asbestos-exposed  smokers 
(63—66)  and  others  finding  no  sueh  association 
(67-69). 

Because  of  the  demonstration  of  consistent 
exposure-response  curves,  coupled  with  the  obser- 
vation of  fewer  and  milder  cases  of  fibrosis  in  work- 
ers exposed  to  the  lower  dust  levels  of  more  recent 
times,  it  is  believed  that  strict  observation  of  cur- 
rent permissible  exposure  limits,  engineering  and 
safety  controls,  and  good  workplace  praetices 
should  make  the  appearance  of  future  cases  of  as- 
bestosis extremely  rare  ( 58 ). 

Macroscopic  examination  of  the  asbestotic  lung 
reveals  that  the  fibrosis  almost  always  begins  in  the 
subpleural  areas  of  the  lower  lobes  and  extends  up- 
ward as  its  severity'  increases.  Patchy  involvement  is 
common.  The  hallmark  of  microscopic  diagnosis  is 
the  simultaneous  presence  of  both  fibrosis  and  asbes- 
tos bodies.  In  advanced  asbestosis  cases,  areas  of  hon- 
eycombing may  appear  in  the  affected  lung  areas. 

The  most  common  presenting  symptom  in  the  pa- 
tient with  asbestosis  is  dyspnea.  Rales — characteris- 
tically bilateral,  pan-  or  end-inspiratory,  and  best 
heard  laterally  or  posteriorly — are  present  on  physi- 
eal  examination  in  over  50%  of  patients,  but  are  not 
specific.  Clubbing  is  less  eommon,  nonspecific,  and 
generally  appears  late  in  the  course  of  the  disease. 

Pulmonary  function  studies,  when  abnormal,  typi- 
cally reveal  a restrictive  lung  pattern,  with  a reduc- 
tion in  vital  and  total  lung  capacities,  and  preserva- 
tion of  the  FEV,/FVC  ratio.  Lung  diffusing  capacity, 
although  variable,  may  also  be  low,  and  relative 
hypoxemia  can  be  present  in  advanced  stages  of  the 
disease. 

The  radiologie  appearance  of  asbestosis  is  eharac- 
terized  by  the  presenee  of  bilateral  small,  irregular 
interstitial  opacities  beginning  in  the  lower  lobes. 
The  concentration  or  “profusion”  of  these  opacities 
increases  with  the  severity  of  the  disease  and  corre- 
lates roughly  with  both  cumulative  exposure  ( 63  ) 
and  a reduetion  in  lung  volumes  (46,70),  partieu- 
larly  at  higher  grades  of  profusion.  A gradient  for 
profusion  has  been  quantitated  by  the  International 
Labour  Office  (ILO)  (71),  but  interpretation  of  mini- 


mal degrees  of  profusion  can  be  particularly  diffi- 
cult. Several  faetors  contribute  to  this.  First  of  all, 
interobserver  variability  is  present  in  interpretation 
of  radiographic  changes,  even  when  the  standards 
set  out  by  the  1980  ILO  Classification  of  Radio- 
graphs of  the  Pneumoconioses  are  used.  Second,  the 
positive  predictive  value  of  mild  increases  in  inter- 
stitial markings  for  asbestosis  is  low,  and  other  fac- 
tors should  be  entertained  in  the  differential  diagno- 
sis. Some  studies  have  found  interstitial  markings  to 
be  more  prevalent  among  smokers  and,  indeed,  in 
some  cases,  to  regress  at  least  partially  after  cessa- 
tion of  asbestos  exposure  and  smoking  (72).  Lung 
function  is  generally  normal  or  minimally  impaired 
at  this  stage  of  disease.  On  the  other  hand,  longitu- 
dinal studies  have  suggested  a progression  of  profu- 
sion in  those  who  develop  asbestosis,  if  the  disease 
worsens  (73).  Unfortunately,  physicians  are  fre- 
quently asked  to  make  a judgment  at  a single  point 
in  time,  which  often  is  the  case  when  evaluating 
compensation  cases.  While  there  would  be  little  un- 
certainty in  the  case  of  a symptomatic  asbestos 
worker  who  presents  with  rales,  elubbing,  a restric- 
tive lung  defect,  and  a chest  radiograph  showing 
bilateral  calcified  pleural  plaques  and  advanced  in- 
terstitial fibrosis,  the  majority  of  cases  are  not  as 
straightforward.  Recently,  the  American  Thoracic 
Society  and  the  American  College  of  Chest  Physi- 
cians both  recognized  that  characteristic  radio- 
graphic  changes,  coupled  with  an  adequate  history 
of  exposure,  may  be  sufficient  to  establish  a diag- 
nosis of  asbestosis  (58).  The  additional  presence  of 
rales,  clubbing,  lung  restriction,  or  a low  diffusing 
capacity  increases  the  certainty  of  the  diagnosis.  It 
is  generally  accepted  that,  in  the  presence  of  a his- 
tory of  oecupational  asbestos  exposure  and  com- 
patible clinical-radiological  findings,  the  benefit  of 
the  doubt  weighs  in  favor  of  a diagnosis  of  as- 
bestosis (58).  Lung  biopsy  is  not  neeessarily  ob- 
tained for  diagnosis.  When  performed,  however, 
tissue  obtained  by  open  lung  biopsy  is  preferable  to 
transbronehial  biopsy  because  of  the  low  yield  of 
adequate  tissue  and  nonspecificity  of  the  latter  tech- 
nique (27).  Guidelines  for  the  pathologic  diagnosis 
of  asbestosis  have  been  published  jointly  by  the  Col- 
lege of  American  Pathologists  and  NIOSH  (74). 

OBSTRUCTIVE  AIRWAYS  DISEASE 
There  exists  some  controversy  as  to  whether 
chronic  inhalation  of  asbestos  fibers  can  also  induce 
obstructive  airways  disease.  Examination  of  the 
lungs  of  asbestos-exposed  animals  and  humans  has 
shown  that  the  earliest  injury  occurs  at  the  level  of 
the  respiratory  bronchiole  (75,76).  Likewise,  some 
epidemiologic  studies  have  reported  lower  mid- 
expiratory  flow  (MMF)  rates,  decreased  flows  at  low 
lung  volumes,  and  diminished  closing  volume  (CV) 
values  among  asbestos  workers,  suggestive  of  “small 
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air^\  ays  disease”  (77- "'9).  This  difference  persisted 
after  adjusting  for  smoking  history'  in  those  studies 
where  this  was  considered.  However,  MMF,  CV,  and 
decreased  flows  at  low  volumes  are  fraught  with  a 
great  deal  of  variabilitv'  ( 80 ) and  are  of  uncertain 
long-term  significance.  Furthermore,  dose-response 
relationships  between  exposure  levels  and  degree 
of  airflow  abnormality  have  been  difficult  to  docu- 
ment. A higher  prevalence  of  clinically  significant 
airway  obstruction,  as  reflected  by  decreases  in  the 
FEVl/FVC  beyond  that  attributable  to  smoking 
alone,  has  not  been  consistently  observed  in  as- 
bestos-exposed individuals  (77,81).  In  general, 
obstructive  lung  defects  in  these  populations  appear 
to  be  the  result  of  the  high  prevalence  of  smoking. 

Asbestos-associated  malignancy 

LUNG  CANCER 

Studies  of  asbestos-exposed  workers  have  consis- 
tently demonstrated  an  excess  number  of  lung  can- 
cer deaths  (82—86).  This  risk  is  further  increased 
among  smokers,  above  that  expected  from  a simple 
additive  effect  of  both  exposure  and  smoking  (42). 
Occupational  studies  have  shown  a linear  relation- 
ship between  cumulative  asbestos  exposure  and 
lung  cancer  mortality  (23).  At  low  levels  of  ex- 
posure, however,  it  is  unclear  whether  a threshold 
exists  below  which  there  is  no  excess  risk.  This 
question  is  of  considerable  importance,  particularly 
with  respect  to  consequences  of  environmental  ex- 
posure to  asbestos.  Due  to  the  lack  of  data  on  ex- 
posure at  these  low  levels,  risk  estimation  studies 
(4,23,25)  have  in  general  assumed  a linear  no- 
threshold model  for  purposes  of  recommending 
standards,  extrapolating  from  health  effects  at  higher, 
generally  occupational,  exposures.  The  rationale 
underlying  this  assumption  presumes  a “worst  pos- 
sible” situation  on  which  to  base  subsequent  risk 
estimates. 

Some  uncertainty'  exists  as  to  whether  asbestos  is 
a complete  carcinogen  (ie,  able  to  initiate  carcino- 
genesis by  itself),  or  if  it  acts  as  a tumor  promoter 
or  cocarcinogen,  at  least  in  the  case  of  lung  cancer 
(4 ).  Proponents  of  the  latter  point  to  several  obser- 
vations (87,88).  First,  the  excess  number  of  lung 
cancer  cases  among  asbestos-exposed  nonsmokers 
( in  those  studies  where  these  data  are  available ) oc- 
curs predominantly  among  workers  with  concomi- 
tant evidence  of  asbestosis  ( 8 ).  Second,  there  is 
some  evidence  that  the  incidence  of  lung  cancer  in 
individuals  with  other  fibrotic  lung  diseases  (eg,  idio- 
pathic pulmonary  fibrosis,  pulmonary'  systemic  scle- 
rosis) is  increased,  suggesting  that  the  fibrosis  itself 
may  be  associated  with  subsequent  malignancy 
( 87 ).  Some  authors  have  noted  that  lung  cancer  in 
these  patients  preferentially  arises  in  the  lower 
lobes  as  does  the  fibrosis,  unlike  the  usual  situation 
of  upper  lobe  predominance  of  bronchogenic  tu- 


mors (88).  In  the  United  Kingdom,  bronchogenic 
carcinoma  is  attributed  to  asbestos  only  if  there  is 
also  concomitant  evidence  of  asbestosis.  Laboratory' 
studies  of  mutagenicity  and  carcinogenicity'  have 
produced  somewhat  conflicting  results.  Whereas  a 
few  studies  have  reported  a weak  mutagenic  effect 
of  asbestos  in  certain  cell  lines  ( 89 ),  most  have 
failed  to  observe  this  ( 4,90 ).  Animal  studies  of  as- 
bestos and  carcinogenicity'  favor  the  role  of  asbestos 
as  a tumor  promoter  or  cocarcinogen,  at  least  in  the 
case  of  lung  cancer  (4). 

Most  cases  of  bronchogenic  carcinoma  in  asbes- 
tos-exposed individuals  appear  after  a latency'  pe- 
riod of  20  years  or  more.  While  not  all  fiber  types 
show  the  same  risks,  there  does  not  appear  to  be  a 
predominant  fiber  type  responsible  for  the  observed 
excess  lung  cancer  rates  (91 ).  Likewise,  there  is  no 
firm  evidence  of  a predominant  histologic  ty  pe  of 
bronchogenic  carcinoma  in  asbestos-exposed  popu- 
lations (92),  although  earlier  a slight  predominance 
of  adenocarcinoma  was  reported  by  some  authors 
(93). 

MESOTHELIOMA 

There  is  little  question  as  to  the  causal  association 
between  asbestos  exposure  and  the  occurrence  of 
malignant  mesothelioma.  Several  observations  sup- 
port this  relationship.  Mesothelioma  is  rare  in  the 
nonexposed  population,  although  cases  have  been 
reported  (94—96).  Epidemiologic  studies  have 
consistently  identified  cases  in  asbestos-exposed 
groups,  regardless  of  occupational  setting  (4,16,94). 
Clusters  of  mesothelioma  cases  among  relatives  of 
asbestos  workers  and  individuals  living  near  asbes- 
tos plants  have  been  described  as  well  ( 19-21,94). 
Also,  mesotheliomas  have  been  produced  in  animal 
studies  following  inoculation  and/or  inhalation  of  as- 
bestos (97,98).  Finally,  an  exposure-response  rela- 
tionship has  been  reported  between  years  elapsed 
since  onset  of  exposure  and  appearance  of  these  tu- 
mors, although  based  on  relatively  few  studies  ( 99 ). 
This  exposure-response  curve  appears  to  be  expo- 
nential, not  linear,  with  most  cases  appearing  after  a 
latency  period  of  30  or  more  years  (23)  There  is 
evidence  supporting  the  existence  of  a differential 
risk  gradient  according  to  fiber  ty  pe,  with  crocido- 
lite  posing  the  greatest  hazard  (23).  Smoking  does 
not  appear  to  increase  the  risk  of  mesothelioma 
among  asbestos-exposed  subjects.  As  is  the  case 
with  bronchogenic  carcinoma,  there  is  some  debate 
( 100)  as  to  whether  a threshold  exists  below  which 
no  excess  mesothelioma  deaths  would  be  expected 
to  occur,  although  risk  estimates  also  are  based  on  a 
no-threshold  model  (4,23,24).  There  are  data,  how- 
ever, on  mesothelioma  cases  appearing  several  years 
after  relatively  brief  and  probably  lower  exposures 
than  those  observed  in  the  other  asbestos-associated 
diseases  (101). 
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The  most  common  presenting  symptoms  of  the 
patient  with  mesothelioma  are  unremitting  chest 
pain  and  increasing  dyspnea  upon  exertion.  Chest 
radiographs  may  show  a moderate  or  large  effusion 
and  pleural  thickening  encroaching  on  the  inter- 
lobar fissures  and  infiltration  of  the  mediastinum,  as 
the  tumor  progressively  encases  the  lung  and  neigh- 
boring structures.  Establishing  a pathologic  diag- 
nosis prior  to  death  is  frequently  difficult.  Closed- 
needle  biopsy  of  the  pleura  and  pleural  fluid  analysis 
may  have  a low  diagnostic  yield;  open-  or  thoraco- 
scopically-guided  pleural  biopsy  procedures  pro- 
duce better  samples.  Other  tumors  such  as  meta- 
static adenocarcinoma  may  mimic  mesothelioma, 
and  frequently  a combination  of  gross  pathology, 
microscopic  study  of  specimens,  and  histochemical 
testing  for  the  presence  or  absence  of  certain 
mucins  and  enzymes  is  required  for  a definitive 
diagnosis. 

OTHER  MALIGNANCIES 

Although  there  is  general  agreement  on  the  associa- 
tion between  asbestos  and  both  lung  cancer  and 
mesothelioma,  a consensus  does  not  exist  as  to 
whether  there  is  an  increased  risk  of  other  tumors 
such  as  gastrointestinal,  laryngeal,  renal,  and  ovarian 
carcinomas  in  asbestos-exposed  populations.  Among 
these  tumors,  the  epidemiologic  evidence  is  most 
abundant  for  tumors  of  the  digestive  tract,  with 
some  studies  reporting  an  increased  risk,  although 
not  always  statistically  significant,  among  those  ex- 
posed to  asbestos  (85,102,103);  other  studies  have 
not  found  such  an  increase  (29,104).  Exposure- 
response  relationships  have  not  been  documented 
in  studies  of  asbestos  exposure  and  tumors  of  non- 
respiratory  sites,  the  biological  plausibility  of  an 
effect  has  been  questioned,  and  animal  experiments 
have  been  unable  to  substantiate  the  association  of 
gastrointestinal  tumors  with  asbestos  exposure 
(4,105).  Doll  and  Peto  (106)  suggest  that  mis- 
classification  of  cases  of  peritoneal  mesothelioma  as 
gastrointestinal  cancer  may  account  for  most  of  the 
observed  excess.  Notwithstanding  this,  OSHA  con- 
sidered gastrointestinal  cancer  as  probably  asso- 
ciated with  asbestos  exposure  when  it  recently  re- 
vised its  exposure  limits  (16). 

There  axe  fewer  data  on  the  SKSociations  between 
tumors  other  than  gastrointestinal  and  lung  and  as- 
bestos exposure.  Although  some  studies  have  sug- 
gested an  excess  number  of  laryngeal  carcinoma 
cases  among  asbestos  workers,  these  studies  were 
limited  by  problems  with  study  design,  lack  of  ade- 
quate reference  populations,  and  lack  of  adjustment 
for  the  confounding  effects  of  smoking  and  alcohol 
intake  (4,107).  Even  so,  the  likelihood  of  misdiag- 
nosis of  laryngeal  carcinoma,  particularly  in  case- 
control  studies,  is  low,  and  an  argument  is  made  for 
the  biological  plausibility  of  such  an  association. 


This  association,  therefore,  remains  unresolved  and 
fijrther  study  seems  warranted  (106). 

Role  of  flhe  primary  physician 
The  primary  physician  has  two  important  roles 
with  respect  to  patients  with  a history  of  asbestos 
exposure:  the  identification  and  counseling  of  indi- 
viduals at  risk  and  the  accurate  diagnosis  of  asbestos- 
associated  diseases  when  present.  Obtaining  a care- 
ful occupational  history,  which  includes  a detailed 
description  of  onset  of  exposure  and  the  duration 
and  nature  of  exposures,  cannot  be  overempha- 
sized. Likewise,  an  accurate  smoking  history  and 
careffiil  review  of  radiographs  for  evidence  of  both 
malignant  and  nonmalignant  pathology  are  essential. 
When  identified,  persons  at  risk  should  be  accu- 
rately informed  as  to  possible  complications  deriv- 
ing from  their  exposure  and  the  health  significance 
of  any  pulmonary  changes.  Baseline  and  periodic 
pulmonary  function  testing,  as  well  as  radiographs, 
may  be  helpful  in  this  assessment.  When  a possible 
asbestos-associated  disease  is  identified,  the  patient 
should  be  informed,  for  purposes  of  compensation, 
of  the  existence  of  a statute  of  limitations  from  the 
date  of  notification. 

If  a diagnosis  of  asbestosis  is  suspected  or  con- 
firmed, the  case  should  be  reported  either  to  the 
local  health  authority  or  directly  to  the  Epidemi- 
ology Division,  Texas  Department  of  Health.  Re- 
ports are  accepted  by  mail  or  toll-free  telephone 
report  (1-800-252-8239).  These  rules  provide  for 
strict  confidential  handling  of  case  reports.  To  bet- 
ter serve  the  purposes  of  surveillance,  a precise  case 
definition  for  asbestosis  has  not  been  established. 
However,  the  epidemiologic  surveillance  criteria  for 
a case  is  stated  as  “a  person  in  whom  an  occupa- 
tional disease  is  diagnosed  by  a physician  based 
upon  clinical  evaluation,  interpretation  of  labora- 
tory and/or  roentgenographic  findings,  and  an  ap- 
propriate occupational  history”  (108).  Pleural 
plaques  do  not  require  reporting.  Mesothelioma,  as 
well  ^ any  other  cancer,  is  reportable  under  the 
Texas  Cancer  Control  Act. 

OSHA  requires  that  a preplacement  medical  ex- 
amination be  performed  prior  to  assigning  an  indi- 
vidual to  a job  with  potential  for  exposure  to  air- 
borne asbestos.  For  active  employees,  an  annual 
comprehensive  medical  examination  is  required. 
Chest  roentgenographs  should  be  offered  “at  5 year 
intervals  during  the  10  years  following  any  em- 
ployee’s first  exposure  to  asbestos.  After  10  years 
from  the  employee’s  first  exposure,  the  age  category 
of  an  employee  will  determine  the  frequency  of 
x-ray  testing:  up  until  age  35,  x-rays  will  be  required 
at  5 year  intervals;  between  the  ages  of  35— 45 
medical  examinations  will  be  required  every  2 
years;  and  above  age  45,  x-ray  will  be  required  on 
an  annual  basis”  (16). 
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Compliance  with  current  exposure  control  mea- 
sures, coupled  with  ongoing  surveillance,  scien- 
tifically sound  policy  decisions,  and  heightened 
worker  awareness  should  make  the  asbestos-associ- 
ated diseases  virtually  obsolete  in  the  near  future. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  ciidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follow: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 
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investigation. 
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obstruction:  hypersensitivity  to  chlordiazepoxide  HCl  and/or  ciidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
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Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patiente  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initialfy; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrap3Tamidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis) , jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typicial 
of  anticholinergic  agents,  ie.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, cx)nstipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  foUovihng  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefulfy  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
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guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
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The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings;  Introduction, 
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F)ur  generations  ago,  in  1847,  the  AM  A was 
founded  “to  promote  the  art  and  science  of 
medicine  and  the  betterment  of  the  public  health” 
by  advancing  the  quality  of  medical  care.  And 
although  this  youngster  doesn’t  know  it,  her  future 
is  brighter  and  her  life  expectancy  is  longer  partly 
because  of  our  dedicated  efforts. 

The  factors  influencing  the  quality  of  medical 
care  today  are  more  complex  than  they  were  in 
1847.  There  are  questions  of  evolving  tech- 
nologies, new  delivery  systems,  policy  debates, 
cost  containment  and  more— each  needing  to  be 
weighed  to  determine  what  constitutes  the  best 
quality  care  for  individual  patients. 

But  at  the  AMA,  we  still  believe  only 
physicians  can  provide  the  answers.  That’s  why 
we  continue  to  lead  the  medical  community  and 


design  programs  to  inform,  educate  and  monitor 
ourselves.  And  that’s  why  we’ve  recently  estab- 
lished the  AMA  Office  of  Quality  Assurance. 

But  our  quality  assurance  efforts  extend 
even  further  still.  For  example,  to  help  physicians 
evaluate  drugs,  devices,  and  procedures,  there’s 
DATTA— the  Diagnostic  and  Therapeutic 
Technology  Assessment  program. 

These  are  two  of  the  many  activities  at  the 
AMA  to  improve  quality  health  care.  Because  at 
the  AMA,  we’re  interested  not  only  in  the  quality 
of  medicine,  but  the  quality  of  life. 

Our  members  make  a difference. 

If  you  re  already  a member,  we  need  your 
continued  support.  If  you  're  not,  JOIN  TODAY. 
Call  1-800- AMA-1452.  In  Illinois,  call  collect, 
312-645-4783. 


55 
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Olinical  lihsti^acts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the 
TMA  Memorial  Library  each  month. 

The  regulation  of  investigational  drugs.  David  A.  Kessler, 
MD,  JD.  ( Massachusetts  Medical  Society),  New  England  Jour- 
nal of  Medicine,  vol  320,  no  5,  Feb  2,  1989,  pp  281  — 288. 


rent  practice.  The  main  goal  of  this  article  is  to  provide  a quick 
reference  guide  to  help  the  busy  clinician  choose  which  test  to 
obtain  first  to  avoid  the  need  for  a second  expensive  imaging 
examination.  In  general,  MRI  is  preferred  for  examination  of 
the  CNS,  the  spine  for  disk  disease,  major  joints,  and  soft  tis- 
sues of  the  extremities.  CT  is  preferred  for  examination  of  the 
head  and  spine  after  acute  trauma  and  of  the  chest,  abdomen, 
and  pelvis. 


The  search  for  effective  drugs  to  combat  the  acquired  immu- 
nodeficiency syndrome  has  focused  renewed  attention  on  the 
process  by  which  the  US  Food  and  Drug  Administration  ( FDA ) 
regulates  the  development  and  availability  of  new  therapeutic 
agents.  The  federal  government’s  ability  to  strike  the  difficult 
balance  between  ensuring  the  safety  of  patients  and  accelerat- 
ing the  availability  of  new  drugs  has  been  seriously  questioned. 
The  criticisms  persist  even  though  the  agency  has  spent  the 
past  10  years  revising  its  own  regulations  governing  the  inves- 
tigation of  new  drugs.  This  article  examines  the  process,  in- 
cluding recent  revisions,  by  which  the  FDA  regulates  new 
investigational  drugs. 

Current  status  of  proximal  gastric  vagotomy.  Bruce  D. 
Schirmer,  MD.  (JB  Lippincott  Co),  Annals  of  Surgery’,  vol  209, 
no  2,  February'  1989,  pp  131  — 148. 

Proximal  gastric  vagotomy  is  nearing  its  twentieth  year  in 
clinical  use  as  an  operation  for  peptic  ulcer  disease.  No  other 
acid-reducing  operation  has  undergone  as  much  scrutiny  or 
study.  At  this  time,  the  evidence  of  such  studies  and  long-term 
follow-up  strongly  supports  the  use  of  proximal  gastric  vagot- 
omy as  the  treatment  of  choice  for  chronic  duodenal  ulcer  in 
patients  who  have  failed  medical  therapy.  Its  application  in 
treating  the  complications  of  peptic  ulcer  disease,  which  re- 
cently have  come  to  represent  an  increasingly  greater  percent- 
age of  all  operations  done  for  peptic  ulcer  disease,  is  less  well- 
tested.  However,  initial  series  suggest  that  is  should  probably 
occupy  a prominent  role  in  treating  some  of  these  complica- 
tions, particularly  in  selected  patients,  in  the  future.  The  opera- 
tion has  the  well-documented  ability  to  reduce  gastric  acid 
production,  not  inhibit  gastric  bicarbonate  production,  and 
also  minimally  inhibit  gastric  motility.  The  combination  of 
these  physiologic  results  after  proximal  ga,stric  vagotomy,  along 
with  preservation  of  the  normal  antropyloroduodenal  mecha- 
nism of  gastrointestinal  control,  serve  to  allow  patients  with 
proximal  gastric  vagotomy  the  improved  benefits  of  signifi- 
cantly fewer  severe  gastrointestinal  side  effects  than  are  seen 
after  other  operations  for  peptic  ulcer  disease. 


Magnetic  resonance  imaging  versus  computed  tomogra- 
phy— which  one?  Robert  E.  Anderson,  MD,  (McGraw-Hill), 
Postgraduate  Medicine,  vol  85,  no  3,  Feb  15,  1989,  pp  79—83, 
86-87. 


Management  of  myocardial  infarction  shock:  current 
status.  Theodore  L.  Schreiber,  MD;  David  H.  Miller,  MD;  and 
Benjamin  Zola,  MD.  (CV  Mosby  Co),  American  Heart  Journal, 
vol  117,  no  2,  February  1989,  pp  435—443. 

Major  advances  have  occurred  over  the  last  two  decades  in  the 
management  of  myocardial  infarction  shock,  increasing  the 
overall  in-hospital  survival  rate  from  approximately  1 5%  to 
more  than  50%  at  the  present  time  with  aggressive  methods  of 
interventional  cardiology.  The  widespread  use  of  intravenous 
thrombolytic  therapy  during  the  early  hours  of  myocardial  in- 
farction has  resulted  in  a decreasing  incidence  of  shock  with 
first  myocardial  infarctions.  Three  mechanisms  bring  about  car- 
diogenic shock:  ( 1 ) extensive  aggregate  systolic  left  ventricu- 
lar dysfunction,  ( 2 ) extensive  right  ventricular  infarction,  and 
(3)  mechanical  defects  of  the  left  and/or  right  ventricles  atten- 
dant to  ischemic  dysfunction  or  rupture.  To  permit  survival  in 
cardiogenic  shock,  even  with  maximally  aggressive  therapy,  di- 
agnostic evaluation  must  be  carried  out  concurrently  with 
clinical  stabilization  of  the  patient.  Intraaortic  balloon  counter- 
pulsation is  the  mainstay  for  supporting  the  patient  in  shock 
during  further  efforts  at  diagnosis  and  definitive  therapy.  Defin- 
itive therapy  for  cardiogenic  shock  may  include  percutaneous 
transluminal  coronary  angioplasty,  emergent  bypass  surgery,  or 
repair  of  a mechanical  defect.  This  report  details  the  current 
status  of  knowledge  with  respect  to  pathogenesis,  recognition, 
and  definitive  treatment  of  myocardial  infarction  shock. 

Multiple  primary  cancers  in  squamous  cell  cancer  of  the 
head  and  neck.  C.  Kotwall,  MD;  M.S.  Razack,  MD;  K.  Sako,  MD, 
et  al.  (Alan  R.  Liss,  \nc).  Journal  of  Surgical  Oncology,  vol  40, 
no  2,  February  1989,  pp  97-99- 

A retrospective  review  of  832  patients  with  squamous  cell  can- 
cer of  the  head  and  neck  between  1961  and  1985  was  carried 
out  to  determine  the  incidence  of  multiple  primary  cancers 
( MFC  ) at  the  time  of  autopsy  and  the  number  who  died  of  the 
second  cancer.  The  overall  risk  of  developing  a second  MFC  of 
the  head  and  neck,  lung,  or  esophagus  from  treatment  of  first 
head  and  neck  cancer  to  time  of  autopsy  was  4.04%  per  year. 


Both  magnetic  resonance  imaging  (MRI)  and  x-ray  computed 
tomography  (CT)  are  essential  diagnostic  imaging  tools  in  cur- 
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EFFECTIVE  MONOTHERAPY^ 
WITH  HIGH 
PATIENT  ACCEPTANCE 


BRIEF  SUMMARY 
CARDIZEM-  SR 
(diltiazem  hydrochloride) 

Sustained  Release  Capsules 
CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  eircept 
in  the  presence  of  a functioning  ventricular  pacemaker.  (2)  patients  with  second- 
er third-degree  AV  block  except  m the  presence  of  a functioning  ventricular 
pacemaker,  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic). 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocardial  infarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission 
WARNINGS 

1 . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome  This  effect  may  rarely  result  in  abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  of  2,  111  patients  or  0 43%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on  cardiac  conduc- 
tion A patient  with  Prinzmetal's  angina  developed  periods  ol  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative  inotropic  effect 
in  isolated  animal  tissue  preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contractility  (dp/dt)  An  acute  study  of  oral 
diltiazem  in  patients  with  impaired  ventricular  lunction  (election  fraction 
24%  ± 6%)  showed  improvement  m indices  of  ventricular  function  without 
significant  decrease  in  contractile  function  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  (diltiazem  hydrochloride)  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  limited  Caution  should  be 
exercised  when  using  this  combination 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension 

4-  Acute  Hepatic  Injury.  Mild  elevations  of  transaminases  with  and  without 
concomitant  elevation  m alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies.  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  diltiazem  treatment  In  rare  in- 
stances, significant  elevations  in  enzymes  such  as  alkaline  phosphatase, 
LDH,  SCOT,  SGPT,  and  other  phenomena  consistent  with  acute  hepatic  iniury 
have  been  noted  These  reactions  tended  to  occur  early  after  therapy  initiation 
( I to  8 weeks)  and  have  been  reversible  upon  discontinuation  ol  drug  therapy 
The  relationship  to  CARDIZEM  is  uncertain  in  some  cases,  but  probable  in 
some  (See  PRECAUTIONS ) 

PRECAUTIONS 

General,  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabolized  by 
the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  inter- 
vals. The  drug  should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function.  In  subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated  with  hepatic  damage 
In  special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher  in  rats 
were  associated  with  histological  changes  in  the  liver  which  were  reversible  when 
the  drug  was  discontinued  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes;  however,  these  changes  were  reversible  with  continued  dosing 
Dermatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappear  despite  continued  use  of  CARDIZEM  However,  skin  eruptions 
progressing  to  erythema  multitorme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported.  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued 

Drug  Interaction.  Due  to  the  potential  tor  additive  effects,  caution  and  careful 
titration  are  warranted  in  patients  receiving  CARDIZEM  concomitantly  with  any 
agents  known  to  affect  cardiac  contractility  and/or  conduction  (See  WARNINGS.) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  in  prolonging 
AV  conduction  when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

As  with  all  drugs,  care  should  be  exercised  when  treating  patients  with 
multiple  medications  CARDIZEM  undergoes  biotransformation  by  cytochrome 
P-450  mixed  function  oxidase.  Coadministration  of  CARDIZEM  with  other  agents 
which  follow  the  same  route  of  biotranstormation  may  result  in  the  competitive 
inhibition  of  metabolism.  Dosages  of  similarly  metabolized  drugs,  particularly 
those  of  low  therapeutic  ratio  or  in  patients  with  renal  and/or  hepatic  impairment. 


may  require  ad|ustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels. 

Beta-blockers:  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction 
abnormalities 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
propranolol  m five  normal  volunteers  resulted  in  increased  propranolol  levels  in 
all  subiects  and  bioavailability  of  propranolol  was  increased  approximately  50% 
If  combination  therapy  is  initiated  or  withdrawn  in  coniunction  with  propranolol, 
an  adiustment  in  the  propranolol  dose  may  be  warranted  (See  WARNINGS ) 

Cimetidine:  A study  in  six  healthy  volunteers  has  shown  a significant  increase 
in  peak  diltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1 -week  course  of  cimetidine  at  1 ,200  mg  per  day  and  diltiazem  60  mg  per  day 
Ranitidine  produced  smaller,  nonsignificant  increases  The  effect  may  be  me- 
diated by  cimetidine’s  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  diltiazem  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeti- 
dine An  adiustment  in  the  diltiazem  dose  may  be  warranted 

Digitalis:  Administration  of  CARDIZEM  with  digoxin  in  24  healthy  male  sub- 
iects increased  plasma  digoxin  concentrations  approximately  20%  Another 
investigator  found  no  increase  in  digoxin  levels  in  12  patients  with  coronary 
artery  disease  Since  there  have  been  conflicting  results  regarding  the  effect  of 
digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under-digitalization  (See  WARNINGS.) 

Anesthetics:  The  depression  of  cardiac  contractility,  conductivity,  and  auto- 
maticity  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 24-month  study  in 
rats  and  a 21 -month  study  in  mice  showed  no  evidence  of  carcinogenicity  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial  tests.  No  intrinsic  effect  on 
fertility  was  observed  in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  conducted  m mice, 
rats,  and  rabbits.  Administration  ot  doses  ranging  from  five  to  ten  times  greater 
(on  a mg/kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  letal  lethality  These  doses,  in  some  studies,  have  been  reported  to 
cause  skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was  some 
reduction  in  early  individual  pup  weights  and  survival  rates.  There  was  an 
increased  incidence  ot  stillbirths  at  doses  ot  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore,  use 
CARDIZEM  in  pregnant  women  only  it  the  potential  benefit  justifies  the  potential 
risk  to  the  fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human  milk  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels  If  use  of 
CARDIZEM  IS  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  it 
should  be  recognized  that  patients  with  impaired  ventncular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  from  these  studies. 

The  adverse  events  described  below  represent  events  observed  in  clinical  studies 
of  hypertensive  patients  receiving  either  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  of  angina  and  during  market- 
ing, The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rates  in  placebo  patients  shown  tor  comparison.  Less  common  events  are  listed  by 
body  system,  these  include  any  adverse  reactions  seen  in  angina  studies  that  were 
not  observed  in  hypertension  studies  In  all  hypertensive  patients  studied  (over 
900),  the  most  common  adverse  events  were  edema  (9%),  headache  (8%), 
dizziness  (6%),  asthenia  (5%),  sinus  bradycardia  (3%),  flushing  (3%),  and  TAV 
block  (3%)  Only  edema  and  perhaps  bradycardia  and  dizziness  were  dose  related. 
The  most  common  events  observed  in  clinical  studies  (over  2,100  patients)  ol 
angina  patients  and  hypertensive  patients  receiving  CARDIZEM  Tablets  or 
CARDIZEM  SR  Capsules  were  (le,  greater  than  1%)  edema  (54%),  headache 
(4,5%),  dizziness  (3  4%),  asthenia  (2.8%),  first-degree  AV  block  (1.8%),  flushing 
(1.7%),  nausea  (1  6%),  bradycardia  (1 5%),  and  rash  (1.5%) 


DOUBLE  BLIND  PLACEBO  CONTROLLED 

HYPERTENSION  TRIALS 

Aitverse 

Diltiazem 
N=3t5 
# pts  (%) 

Placebo 

N=2t1 
# pts  (%) 

headache 

38(12%) 

17(8%) 

AV  block  first  degree 

24  (7.6%) 

4 (1.9%) 

dizziness 

22  (7%) 

6 (2.8%) 

edema 

19  (6%) 

2 (0.9%) 

bradycardia 

19  (6%) 

3 (1.4%) 

ECG  abnormality 

13  (4.1%) 

3 (1.4%) 

asthenia 

10  (3.2%) 

1 (0.5%) 

constipation 

5 (1.6%) 

2 (0.9%) 

dyspepsia 

4 (1.3%) 

1 (0.5%) 

nausea 

4 (1,3%) 

2 (0.9%) 

palpitations 

4 (1.3%) 

2 (0.9%) 

polyuria 

4 (1.3%) 

2 (0.9%) 

somnolence 

4(1.3%) 

- 

alk  phos  increase 

3 (1%) 

1 (0.5%) 

hypotension 

3(1%) 

1 (0.5%) 

insomnia 

3 (1%) 

1 (0.5%) 

rash 

3 (1%) 

1 (0  5%) 

AV  block  second  degree 

2 (0.6%) 

- 

In  addition,  the  following  events  were  reported  infrequently  (less  than  1%)  or  I 
have  been  observed  in  angina  trials.  In  many  cases,  the  relation  to  drug  is  , 
uncertain. 

Cardiovascular:  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven-  ' 
tricular  extrasystoles,  congestive  heart  failure,  syncope,  j 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner-  = 
vousness,  paresthesia,  personality  change,  tinnitus,  tremor,  i 
abnormal  dreams.  i 

Gastrointestinal:  Anorexia,  diarrhea,  dysgeusia,  mild  elevations  of  SCOT,  SGPT, 
and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst.  , 

Dermatological:  Petechiae,  pruritus,  photosensitivity,  urticaria. 

Other:  Amblyopia  CPK  increase,  dyspnea,  epistaxis,  eye  irritation, 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  nocturia.  , 
osteoarticular  pain,  impotence,  dry  mouth.  , 

The  following  postmarketing  events  have  been  reported  infrequently  in  pa-  ■ 
tients  receiving  CARDIZEM  alopecia,  gingival  hyperplasia,  erythema  multitorme,  ' 
and  leukopenia  Oetinitive  cause  and  effect  relationship  between  these  events  ! 
and  CARDIZEM  therapy  cannot  yet  be  established  i 
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A Houston  First: 
Dedicated  Pediatric 
Operating  Suites 
in  a Major  Children’s 

Hospital. 


The  Ultimate  Surgical  Environment  for  Physicians, 

Children  and  Parents. 

The  Surgical  Department  of  one  of  America’s  foremost  pediatric 
hospitals  is  proud  to  offer  eight  state-of-the-art  surgical  suites  for 
children,  whose  surgical  care  is  distinctly  different  from  adults. 


Advanced  pediatric  moni- 
toring and  anesthesia 
equipment. 

The  extra  security  of  pediat- 
ric anesthesiologists  with 
specialized  knowledge  of 
anesthetic  agents,  depth  of 
sedation,  fluid  management 
and  pediatric  respiratory^ 
systems. 

A holding  area  with  a play- 
room atmosphere  complete 
with  wagons  and  toys  for 
distraction  and  reassurance. 
If  desired,  a youngster  will 
receive  anesthesia  in  an 
induction  room  designed 
like  a bedroom  and  in  the 
company  of  a parent. 


• Sophisticated  post  operative 
monitoring  in  the  recovery' 
room  by  a special  team  of 
pediatric  specialists. 

• A comfortable  family  waiting 
room  adjacent  to  operating 
suites  so  family  members 
feel  close  by’  and  available 
for  progress  updates. 


Texas 

Children’s 

Hospital 


■ A post-anesthesia  care  unit 
where  after  initial  reco\’ery, 
one  parent  can  remain  until 
the  child  awakens. 

• Streamlined  admitting  and 
pre- registration  procedures 
to  reduce  time  parents  must 
spend  at  the  hospital. 

• A highly  efficient  pre- 
registration, pre-testing  and 
orientation  sy'stem  for  Same 
Day  Surgery’  patients. 

Please  call  for  more  information 
on  Texas  Children’s  Hospital’s 
new  pediatric  surgical  facili 
ties  and  how  they  enhance 
the  physician’s  ability  to  pro- 
vide the  finest  possible  care. 


In  the  Texas  Medical  Center 
Houston,  Texas 

PEDIATRIC  SURGICAL  INFORMATION 

Syh’ia  Doyle 

Director  of  Operating  Suites,  PACU  and  Same  Day  Surgeiy 
713/798-1010 
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The  devil  or  the  sea? 
Transfer  regs  create  a 
dilemma 


With  the  advent  of  strict  federal  regula- 
tions, physicians  considering  whether  to 
transfer  patients  seeking  emergency 
treatment  can  find  themselves  between 
the  devil  and  the  deep  blue  sea  Do  they 
spar  with  the  diabolical  guidelines  and 
follow  their  best  medical  instincts  and 
training?  Or,  do  they  abandon  their  in- 
stincts and  training  and  depend  on  a 
regulatory  life  preserver  to  keep  their 
heads  above  water? 

Victoria  obstetriciani gynecologist 
Michael  L Burditt,  MD,  embodies  this 
unenviable  dilemma  After  he  ordered 
the  transfer  of  an  indigent  pregnant  pa- 
tient from  Victoria  to  Galveston,  the  fed- 
eral government  accused  him  of  know- 
ingly making  an  inappropriate  decision 
to  transfer.  Dr  Burditt  appealed  the  gov- 
ernment’s ruling  and  the  confrontation 
eventually  led  him  to  the  courtroom  in 
the  nation’s  first  test  of  the  1986  law 
that  prohibits  patient  ‘‘dumping.  ” Dr 
Burditt  came  close  to  settling  the  case, 
but,  with  assistance  from  the  Texas 
Medical  Association,  the  Victoria- 
Goliad-Jackson  County  Medical  Society, 
and  the  American  Medical  Association, 
he’s  still  in  the  fight  At  the  heart  of  the 
case  is  the  issue  of  guaranteeing  physi- 
cians due  process  in  the  review  system 
for  transfers.  (Due  process,  the  physi- 
cian’s right  to  be  heard  before  fines  or 
sanctions  are  imposed,  is  guaranteed  in 
Medicare’s  quality  review  procedures, 
but  not  in  transfer  reviews.)  The  case  is 
in  the  hands  of  an  administrative  law 
judge,  who  is  expected  to  hand  down  a 
decision  in  June. 

This  article  examines  Dr  Burditt’s  case 
in  light  of  developments  that  brought 
hospital  transfers  under  federal 
scrutiny. 

Michael  L.  Burditt’s  mobile  phone 
rang  at  4:15  pm,  Friday,  Dec  5, 
1986.  On  the  other  end  of  the 
line  was  a nurse  summoning  the  Victoria 
obstetrician/gynecologist  to  care  for  Rosa 
Rivera,  who  had  arrived  at  DeTar  Hospi- 
tal’s emergency  room.  The  nurse  de- 
scribed Mrs  Rivera’s  history.  She  had 
delivered  five  previous  children,  she  was 
hypertensive  during  her  last  pregnancy, 
she  probably  was  at  term  with  this  preg- 
nancy, she  had  no  prenatal  care  during 
this  pregnancy,  she  had  experienced  ir- 
regular contractions  beginning  the  morn- 


ing of  admission  and  was  continuing  with 
irregular  contractions,  her  blood  pres- 
sure was  230/130,  and  her  cervix  was  di- 
lated approximately  2-3  cm,  70%  effaced, 
and  ballotable.  The  patient  was  indigent 
and  had  no  personal  physician. 

Based  on  the  nurse’s  description  of  Mrs 
Rivera’s  high-risk  condition  and  consider- 
ing the  lack  of  facilities  available  to  care 
for  an  infant  who  likely  would  be  growth 
retarded.  Dr  Burditt  requested  that  ar- 
rangements be  made  for  the  patient’s 
transfer  to  John  Sealy  Hospital  in 
Galveston. 

Thus  began  Dr  Burditt’s  transformation 
from  a dedicated  physician  who  “just 
wanted  to  practice  good  medicine”  to  a 
political  symbol. 

Dr  Burditt  recalls  what  happened  next: 
“Upon  my  arrival  at  DeTar,  1 examined 
the  patient,  who  did  appear  hypertensive. 
She  was  not  in  active  labor  at  that  point 
(active  labor  being  defined  as  having 
regular  contractions  resulting  in  dilation 
of  the  cervix  ).  Due  to  my  concern  that 
the  baby  could  be  growth  retarded,  1 in- 
formed the  patient  that  1 felt  her  delivery 
would  best  be  handled  by  John  Sealy 
Hospital  in  Galveston.  1 again  requested 
that  the  nurse  make  the  necessary  ar- 
rangements while  1 contacted  a physician 
at  John  Sealy  Hospital  myself  and  in- 
formed her  of  the  situation.  At  4:55  pm, 
Dr  Downing  at  John  Sealy  agreed  to  ac- 
cept the  transfer.  She  suggested  that 
MgS04  be  given  to  the  patient,  and  it 
was  ordered. 

“At  this  same  time,  there  was  a second 
indigent  and  unaligned  patient  present  in 
labor  and  delivery.  This  second  patient 
had  been  seen  only  once  at  the  health 
clinic  during  her  pregnancy.  She  was  ap- 
proximately 7 to  7 1/2  months  into  her 
pregnancy  and  was  bleeding  heavily.  She 
needed  the  immediate  attention  of  a phy- 
sician, having  what  was  diagnosed  as  an 
abruptio  placenta,  being  8 cm  dilated 
with  an  infant  probably  weighing  no 
more  than  3 1/2  pounds.  This  patient  was 
delivered  at  approximately  6:22  pm.  At 
6:30  pm,  1 was  shown  lab  values  on  the 
first  patient,  and  the  OB  nurse  who  was 
going  to  go  with  the  patient  told  me  of 
the  patient’s  vaginal  examination  findings. 
1 was  surprised  that  the  patient  was  not 
on  her  way  to  Galveston.  At  7 pm,  I was 
informed  EMS  was  on  the  way  to  transfer 
the  first  patient. 


“I  was  later  informed  that  the  patient 
had  delivered  at  7:30  pm  en  route  to  Gal- 
veston. At  this  point,  my  orders  remained 
the  same.  1 still  recommended  the  pa- 
tient be  transferred  to  Galveston,  where 
the  mother  would  receive  a hypertensive 
workup  and  the  baby  could  be  evaluated 
fully  and  treated  if  problems  developed. 
The  patient,  however,  desired  to  return 
to  DeTar,  whereupon  another  physician 
began  treatment.” 

The  second  time  Dr  Burditt  saw  Rosa 
Rivera  was  three  years  later  in  a court- 
room in  Victoria.  She  appeared  as  a wit- 
ness for  the  federal  government  in  a 
hearing  in  which  Dr  Burditt  challenged 
the  Office  of  the  Inspector  General’s 
charge  that  he  inappropriately  trans- 
ferred Mrs  Rivera.  The  outcome  of  the 
hearing  is  pending,  and  Dr  Burditt  faces  a 
S25,000  fine.  At  issue  are  not  only  hospi- 
tal transfer  regulations,  but  also  physician 
interaction  with  nurses,  risk  management 
practices,  and  medical  staff  participation 
in  policy  development.  During  the  hear- 
ing in  Victoria,  a nurse  on  duty  the  night 
Rosa  Rivera  gave  birth  testified  that  the 
nurses  questioned  the  appropriateness  of 
the  transfer.  She  suggested  that  Dr  Bur- 
ditt wanted  to  transfer  Rivera  for  reasons 
other  than  patient  care.  Dr  Burditt  be- 
lieves one  of  the  nurses  was  “stonewall- 
ing” him.  “I  think  she  was  trying  to  wait 
as  long  as  she  could,  hoping  that  the 
lady’s  cervix  would  change,  that  she 
would  show  signs  of  being  in  labor,  and 
then  would  not  be  able  to  go.  But,  de- 
spite a two-hour-plus  delay,  her  cervix 
never  changed,  she  never  showed  any 
signs  of  being  in  labor,  and,  finally,  they 
just  had  to  give  in  and  send  her.” 

Michael  L.  Burditt,  MD 

Dr  Burditt,  a native  of  Del  Rio,  Tex,  grew 
up  with  medicine.  His  father  was  a family 
physician  who  practiced  medicine  “in 
the  old  sense  that  anything  that  came 
along,  he’d  take  care  of  it  if  he  could.”  As 
a teenager  Dr  Burditt  helped  drive  some 
of  his  father’s  patients  to  larger,  better- 
equipped  hospitals  in  San  Antonio.  “Pa- 
tient transfers  were  necessary  even  back 
then,”  he  says.  He  felt  the  tragic  conse- 
quences of  keeping  a patient  in  an  inade- 
quate facility  when  a woman  who  had 
worked  for  Dr  Burditt’s  father  could  not 
be  transferred.  “Despite  my  father’s 
efforts  and  my  efforts  in  the  delivery 
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room  pumping  blood  into  her,  the  lady 
just  bled  to  death.  It’s  something  that  1 
remember  vividly.” 

After  completing  his  education  at  The 
University  of  Texas  Medical  Branch  in 
Galveston,  Dr  Burditt  began  his 
obstetrics  and  gy  necology'  practice  in 
Victoria  in  1974.  He  was  in  group  prac- 
tice until  1982,  when  he  started  a solo 
practice  after  an  acrimonious  separation 
from  the  group.  That  same  year.  Dr  Bur- 
ditt was  divorced  and  became  the  pri- 
mary guardian  of  his  teenage  daughter. 
He  restricted  his  practice  to  allow  more 
time  for  the  responsibilities  of  being  a 
single  parent.  “I  tried  to  limit  any  high- 
risk  obstetrics  from  my  practice  so  that 
most  of  my  work  was  done  during  the 
day.  And,  when  I went  home  at  night,  I 
could  pretty  well  be  assured  that  I’d  be 
there  the  next  morning  to  get  my  daugh- 
ter off  to  school.” 


The  stage  is  set 

About  the  same  time  Dr  Burditt  was  re- 
styling his  work  and  personal  life,  patient 
transfers  were  coming  under  increased 
public  scrutiny.  In  1985,  the  Texas  Legis- 
lature took  a hard  line  on  alleged  “pa- 
tient dumping,”  the  transfer  of  patients  in 
need  of  emergency  care  based  on  non- 
medical reasons.  The  lawmakers  ex- 
tended to  all  general  hospitals  and 
licensed  physicians  the  obligation  to  pro- 
vide emergency  treatment  regardless  of  a 
patient’s  economic  status,  race,  religion, 
or  national  ancestry.  D.  Clifford  Burross, 
MD,  Wichita  Falls,  who  was  president  of 
TMA  at  the  time  the  law  passed,  notes 
that  the  association  actively  supported 
the  bill.  “All  doctors  reject  and  resist  in- 
appropriate transfers,  where  the  patient 
is  being  transferred  strictly  for  financial 
reasons,”  he  explained. 

One  year  later,  in  1986,  the  federal 
government  took  up  the  issue.  Congress 
enacted  the  Consolidated  Omnibus  Bud- 
get Reconciliation  Act  (COBRA)  of  1985. 
Section  9121  of  the  act  defined  the  re- 
sponsibilities of  Medicare  participating 
hospitals  in  emergency  cases.  It  prohib- 
ited hospitals  with  emergency  medical 
departments  from  refusing  to  treat  medi- 
cally unstable  patients.  It  also  prohibited 
inappropriate  transfers  of  these  patients 
to  other  medical  facilities.  Section  9121 
addressed  concerns  raised  by  the  US 
House  Ways  and  Means  Committee, 


his  treatment  of  Mrs  Rivera  and  the  deci- 
sion to  transfer  her. 

However,  he  had  received  notification 
of  the  fine  and  the  pending  arrival  of  the 
attorney  who  “had  the  powers  within  his 
briefcase  to  settle  the  issue.”  Anticipating 
an  opportunity  to  defend  his  decision,  Dr 
Burditt  prepared  a statement  describing 
the  events  surrounding  the  transfer.  “The 
OIG  attorney  described  himself  at  the 
outset  as  a ‘bill  collector.’  He  really 
wasn’t  interested  in  doing  anything  ex- 
cept collecting  the  fine  and  getting  back 
on  the  airplane  and  going  home,”  Dr  Bur- 
ditt recalled.  “(My  attorney)  persuaded 
him  to  listen  to  some  of  the  remarks  we 
had  prepared,  and  at  some  point  the  man 
interrupted  and  said  none  of  it  made  any 
difference.  All  he  wanted  was  the 
820,000.”  Dr  Burditt  refused  to  pay.  Re- 
calling his  feelings  on  that  day,  he  says, 
“Basically,  I was  denied  due  process.  I 
felt  like  I was  in  Nazi  Germany  or  Russia. 
Those  things  just  aren’t  supposed  to  hap- 
pen here — somebody  coming  down  and 
telling  you  to  pay  them  820,000  or  else.” 

Shortly  after  this  encounter,  Edward  J. 
Ganem,  Dr  Burditt’s  attorney,  asked 
Texas  Medical  Association  to  come  to  the 


law  judge.  With  Dr  Burditt  is  his  attorney  DeWitt 
Alsup.  (Photo  courtesy  of  the  Victoria  Advocate^ 


which  reported  that  hospital  emergency 
rooms  were  refusing  to  accept  or  treat 
patients  with  emergency'  conditions,  in- 
cluding medically  unstable  patients, 
when  the  patients  did  not  have  medical 
insurance.  The  committee  noted  reports 
of  patients  in  an  unstable  condition  being 
transferred  improperly,  sometimes  with- 
out the  consent  of  the  receiving  hospital. 
There  was  speculation  that  the  Medicare 
prospective  payment  system  and  pres- 
sure for  greater  hospital  efficiency  may 
have  aggravated  the  situation. 

The  drama  begins 

Although  Dr  Burditt  wasn’t  aware  of  it  at 
the  time.  Section  9121  eventually  would 
touch  him  on  a very  personal  level.  In 
1986,  less  than  a year  after  OBRA  was  en- 
acted, Dr  Burditt  received  the  call  to 
treat  Rosa  Rivera.  In  1987,  an  attorney 
from  Washington,  DC,  appeared  at  Dr 
Burditt’s  attorney’s  office  to  collect  a 
820,000  fine,  which  was  imposed  for  the 
allegedly  inappropriate  transfer  of  Mrs 
Rivera.  While  Dr  Burditt  was  aware  that 
the  Health  Care  Financing  Administration 
was  investigating  the  case,  he  never  had 
been  approached  for  information  about 


Michael  L Burditt,  MD,  ( right)  listens  to  testimony 
during  his  hearing  before  a federal  administrative 
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aid  of  his  client.  “It  is  our  thinking  that 
the  American  Medical  Association  and 
the  Texas  Medical  Association  and  any 
other  medical  association  ought  to  jump 
up  real  hard  and  be  counted  and  try  and 
do  something  about  this  inequitable  law 
passed  by  the  United  States  Congress,” 

Mr  Ganem  wrote. 

While  TMA’s  leadership  was  studying 
the  case.  Dr  Burditt  received  formal  noti- 
fication of  the  charges  against  him  from 
the  Department  of  Health  and  Human 
Services.  Deputy  Assistant  Inspector  Gen- 
eral Eileen  T.  Boyd  wrote  Dr  Burditt, 

“You  knowingly  ordered  the  transfer  of 
Ms  Rivera,  a woman  with  an  emergency 
medical  condition  which  had  not  been 
stabilized  and  in  active  labor,  and  who 
was  therefore  subject  to  the  protection 
of  the  anti  dumping  provisions  of  ( the 
Social  Security)  Act.  Furthermore,  you 
certified  in  writing  that  the  benefits  of 
the  transfer  outweighed  the  risks  to  the 
patient,  when  you  knew  that  they  did 
not.  . . The  circumstances  of  this  case 
are  egregious.”  Ms  Boyd  set  Dr  Burditt’s 
fine  at  825,000. 

“We  can  only  speculate  as  why  the  fine 
was  increased  from  820.000  to  825,000,” 


TMA  General  Counsel  Rock}'  Wilcox  has  worked 
closely  with  Dr  Burditt  in  preparing  a defense. 


TMA  General  Counsel  Rocky'  Wilcox 
said.  “Obviously,  if  the  OIG  was  going  to 
be  required  by  Dr  Burditt  to  prove  his 
case,  he  also  was  going  to  risk  having  to 
pay  the  maximum  fine  then  allowed.” 
(The  maximum  since  has  been  raised  to 
850,000  plus  exclusion  from  the  Medi- 
care program. ) 

TMA  steps  in 

In  May  1988,  less  than  a month  after  Dr 
Burditt  received  Ms  Boyd’s  scalding  let- 
ter, Texas  Medical  Association’s  House  of 
Delegates  took  action  on  a report  from 
the  association’s  Physician-Patient  Ad- 
vocacy’ Committee,  which  had  been  ex- 
amining the  federal  emergency  transfer 
law.  The  committee  voiced  its  concern 
that  “this  law  is  open  to  broad  interpreta- 
tion and  arbitrary’  decisions  of  HCFA  or 
the  OIG.  . . . The  US  House  of  Represen- 
tatives’ Committee  on  Government 
Operations  questioned  both  the  enforce- 
ment by  HCFA  and  the  lack  of  proper  no- 
tice to  hospitals,  physicians,  and  patients 
of  prohibitions  under  law.  The  report 
also  questioned  the  lack  of  implementing 
regulations  which  clearly  describe  the  re- 
quirements of  the  law.” 


Merle  Delmer.  MD.  San  Antonio,  obsert’es,  “HCFA 
could  do  what  we  want  done.  " 


The  delegates  approved  the  commit- 
tee’s recommendations  for  rectifying  the 
transfer  law,  and  these  were  taken  to  the 
AMA  House  of  Delegates  in  June  1988  in 
the  form  of  Resolution  111.  The  resolu- 
tion urged  the  Health  Care  Financing  Ad- 
ministration to; 

1.  Publish  implementing  regulations 
that  clearly  describe  all  administrative 
procedures  for  implementing  Section 
9121  of  the  Consolidated  Omnibus  Bud- 
get Reconciliation  Act; 

2.  Provide  adequate  notice  to  affected 
physicians  of  potential  transfer  violations; 

3.  Assure  that  all  investigations  be  sub- 
ject to  medical  determinations  by  a 
medical  peer  review  organization; 

4.  Provide  fair  and  equitable  due  pro- 
cess for  physicians  under  investigation 
before  assessing  any  penalty  or  otherwise 
taking  adverse  action;  and 

5.  Provide  for  several  levels  of  peer  re- 
viewed corrective  action,  such  as  educa- 
tion, before  imposing  arbitrarily  deter- 
mined fines. 

HCFA  had  published  proposed  regula- 
tions ten  days  before  the  AMA  House  of 
Delegates  convened.  They  contained 
none  of  the  assurances  and  provisions 
that  the  physicians  had  hoped  to  see,  so 
the  association  submitted  comments.  San 
Antonio  pathologist  Merle  Delmer,  MD,  a 
member  of  the  AMA’s  Council  on  Legisla- 
tion, recounts  the  AMA’s  comments:  “The 
AMA  abhors  the  practice  of  emergency 
patient  transfers  where  they  are  not  in 
the  best  medical  interest  of  the  patient. 
The  process  of  ‘patient  dumping’  is  a se- 
rious threat  to  the  health  of  patients.”  Dr 
Delmer  adds,  “The  AMA  went  on  to  say 
that  we  were  concerned  that  the  pro- 
posed rules  inadequately  informed  the 
responsible  parties  of  their  obligations 
under  the  act.  And,  we  were  concerned 
that  this  might  create  a climate  where 
hospitals  and  physicians  would  be  fearful 
of  making  transfer  decisions  even  when  it 
was  medically  appropriate. 

“The  other  thing  that  we  were  con- 
cerned about  was  the  policy  of  the  Office 
of  the  Inspector  General  when  request- 
ing evaluation  from  a local  peer  review 
organization.  That  policy  prohibits  the 
PRO  in  the  investigatory  stage  of  patient 
dumping  complaints,  from  consulting 
with  the  physician  under  investigation. 
And,  it  seems  completely  inappropriate 
to  follow  that  sort  of  route.” 


Texas  Medicine 


Dr  Delmer  obser\ed,  “It’s  the  percep- 
tion of  every  body  involved  that  ( HCFA  ) 
could  do  what  we  want  done,  but  they 
don’t  seem  to  show  any  inclination  to 
do  it” 

Concern  mounts 

In  the  meantime,  the  Texas  Medical 
Foundation  (TMF)  and  Sen  Phil  Gramm 
( R-Tex)  turned  their  attention  to  the  reg- 
ulations governing  transfers.  S.  Robert  L. 
King,  Jr,  executive  director  of  TMF,  ad- 
dressed a May  4,  1988,  proposal  to  the 
assistant  regional  inspector  general  for 
investigations  of  the  Office  of  the  Inspec- 
tor General  in  Dallas.  Noting  TMA’s  con- 
cern for  the  lack  of  physician  input  into 
the  review  process,  Mr  King  wrote,  “As  a 
means  of  addressing  these  concerns,  I 
would  offer  for  your  consideration  an 
amendment  to  the  existing  protocol, 
which  would  allow  the  PRO  an  oppor- 
tunity to  discuss  the  questioned  cases 
with  the  attending  physician  prior  to 
providing  the  OIG  with  a medical  opin- 
ion review.”  The  OIG  responded,  “All 
contacts  with  the  doctor  during  the  in- 
vestigation are  to  be  between  the  OIG 
and  the  doctor.  . . . No  contacts  with  any 


Nancy  Dickey.  MD,  is  chairman  of  TMA’s  Physician- 
Patient  Admcacy  Committee,  which  has  reviewed 
Dr  Burditt’s  case 


entity  other  than  the  OIG  .should  be 
made  in  conjunction  with  the  PRO 
consultations.” 

At  about  the  same  time  TMF  was  cor- 
responding with  the  OIG,  Dr  Burditt 
took  his  case  to  Sen  Gramm.  “(  The  anti- 
dumping act’)  is  un-American  . . . ,”  Dr 
Burditt  wrote.  He  explained  the  circum- 
stances of  his  entanglement  with  the  OIG 
and  concluded,  “If  (physicians)  are 
forced  to  treat  conditions  that  are  be- 
yond our  capabilities,  we  do  no  good  for 
the  patient,  and  we  are  then  guilty  of 
malpractice.  ...  It  is  not  fair  to  the  pa- 
tient nor  the  physician.  Something  must 
be  done.”  Senator  Gramm  subsequently 
wrote  Health  Care  Financing  Administra- 
tion Administrator  William  L.  Roper,  MD, 
about  the  regulations  governing  patient 
transfers,  which  had  been  published  in 
June  1988:  “The  proposed  regulations, 
unfortunately,  circumvent  the  usual  peer 
review  safeguards  to  assure  fairness  and  a 
quality  medical  review  of  all  the  facts  and 
circumstances.  I am  very  concerned  that 
the  fear  they  create  will  cause  unneces- 
sary delays  in  making  necessary  transfers, 
exacerbate  ‘reverse  dumping,’  and  ad- 
versely impact  on  necessaiy'  hospital 
transfer  decisions.” 

In  July  1988,  Texas  Medical  Associa- 
tion’s Board  of  Trustees  agreed  to  pro- 
vide financial  support  for  Dr  Burditt’s 
challenge  to  the  OIG.  Advocacy  commit- 
tee chairman  Dr  Dickey  notes,  “We  cer- 
tainly had  no  problem  with  the  purpose 
of  the  regulations,  which  was  to  protect 
patients  from  inappropriate  transfers. 

But,  we  did  have  concerns,  as  evidenced 
by  Dr  Burditt’s  case,  about  due  process 
. . . and  what  protections  there  were  be- 
fore accusations  were  made  about  physi- 
cians. . . . Certainly,  we  are  not  advo- 
cating transferring  for  monetary'  purposes 
or  transferring  when  it’s  medically  inap- 
propriate, but  it  is  imperative  that  we  not 
have  a process  that  so  threatens  physi- 
cians that  they  become  fearful  of  trans- 
ferring patients  even  when  it’s  in  the 
patient’s  best  medical  interest.” 

Board  Chairman  William  Gordon 
McGee,  MD,  requested  that  the  American 
Medical  Association  join  in  supporting  Dr 
Burditt.  “The  TMA  Board  of  Trustees  be- 
lieves that  Dr  Burditt’s  case  illustrates  the 
tragedy  of  the  process,  is  worthy  of  sup- 
port, and  will  serve  as  an  example  to 
help  correct  the  injustice  perpetrated  by 


this  process,”  Dr  McGee  wrote  Alan  K. 
Nelson.  MD,  chairman  of  the  AMA  Board 
of  I’rustees. 

The  AMA  agreed.  The  Texas  Academy 
of  Family  Physicians;  the  Texas  Chapter, 
American  College  of  Emergency  Physi- 
cians; the  Texas  Association  of  Obstetri- 
cians and  Gynecologists;  and  the  Texas 
Hospital  Association  also  offered  support. 

Ongoing  communication 

Following  their  report  to  the  TMA  Board 
of  Trustees,  representatives  of  the 
Physician-Patient  Advocacy  Committee 
met  with  AMA  and  HCFA  officials  to  dis- 
cuss due  process  in  the  review  of  patient 
tran.sfers.  During  the  Sept  13,  1988, 
meeting  in  Washington,  DC,  four  con- 
cerns were  presented; 

1.  There  is  an  apparent  need  for  more 
medical  input  and  involvement  of  the 
PRO  prior  to  an\'  HCFA  or  OIG  deter- 
mination. allowing  the  PRO  to  fully  do  its 
job  with  complete  documentation  and 
discussion  with  the  physician; 

2.  Punitive  action  against  the  receiving 
hospital  for  not  reporting  “potential  vio- 
lations” is  counterproductive  to  access; 

3.  There  must  be  a way  to  better  de- 
termine clear  and  confirmed  egregious 
cases  of  dumping  or  patterns,  and  not 
punitively  penalize  hospitals  and/or  phy- 
sicians for  single,  non-adverse  situations 
over  which  the  hospital  and/or  doctor 
had  no  control;  and 

4.  The  dual  investigation  and  .sanction 
system  of  HCFA  and  the  OIG  does  not 
allow  appropriate  due  process  and  cre- 
ates a double  jeopardy  situation  for  hos- 
pitals and  physicians. 

Dr  Dickey,  who  attended  the  Washing 
ton  meeting,  said,  “(HCFA  represen- 
tatives) are  walling  to  listen  to  the 
concerns.  They  have  listened  w ith  what 
appeared  to  be  an  open  ear,  although 
they  have  not  made  changes.” 

Meanwhile,  in  Victoria  . . . 

As  organized  medicine  continued  to 
pressure  the  government.  Dr  Burditt’s  ap- 
peal reached  the  courtroom  in  Victoria 
on  Jan  24,  1989.  Dr  Burross  was  the  chief 
witness  for  the  defense.  In  addition  to 
being  involved  in  passing  legislation  re- 
lated to  patient  transfers.  Dr  Burross  be- 
came an  expert  on  the  Burditt  case  as  a 
member  of  the  TMA  Physician-Patient 
Advocacy  Committee.  Dr  Burross  recalls 
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that  as  he  studied  Dr  Burditt’s  case,  he 
became  more  convinced  that  the  physi- 
cian had  transferred  appropriately.  “The 
more  I got  into  it,  and  put  myself  into  Dr 
Burditt’s  position  in  Victoria,  Tex,  and 
trying  to  ensure  that  he  got  good  care  for 
that  mother  and  the  fetus,  1 became  con- 
vinced that  Dr  Burditt  had  acted  prop- 
erly,” he  says. 

Dr  Burross  conferred  with  Dr  Burditt 
about  the  conduct  of  the  nursing  person- 
nel who,  according  to  Dr  Burross,  “were 
very  reticent  to  carry  out  Dr  Burditt’s 
orders,”  thus  causing  a delay  of  2 1/2  to 
3 hours  in  transferring  the  patient.  He 
asked  Dr  Burditt  why  Apresoline  was  not 
administered.  Dr  Burditt  explained  that 
he  was  not  trained  in  the  use  of  Apreso- 
line in  a patient  before  her  delivery.  He 
also  feared  that  a drop  in  blood  pressure 
would  compromise  the  perfusion  of 
blood  to  the  placenta.  In  his  experience 
with  MgS04,  his  patients  experienced  a 
lowering  of  blood  pressure  when  given 
the  drug  to  control  pre-eclampsia.  “The 
protocol  ( Dr  Burditt ) followed  is  one 
that’s  accepted  and  followed  by  UT  Medi- 
cal Branch  at  Galveston,  and  one  in 
which  Dr  Burditt  was  comfortable.  So, 
even  though  it  might  not  be  exactly  the 


Clifford  Burross,  MD,  Wichita  Falls,  spent  five  hours 
on  the  witness  stand  during  Dr  Burditt's  trial  in 
Victoria 


way  I would  have  done  it,  I thought  it 
was  a reasonable  way  for  him  to  treat. 
There’s  room  for  variance  in  medical 
opinion.” 

Government  attorneys  questioned  Dr 
Burross  for  five  hours  during  Dr  Burditt’s 
hearing.  Reflecting  on  the  courtroom 
scene.  Dr  Burross  says,  “It  was  a damn 
shame  to  me  that  (physicians  and  HCFA) 
were  caught  in  the  position  of  being  ad- 
versaries. I felt  the  government  had  a 
true  interest  in  trying  to  protect  the  pa- 
tient, and  I felt  that  medicine  had  the 
same  interest.  It  was  a shame  that  we 
found  ourselves  as  adversaries  in  a cou- 
rtroom proceeding  rather  than  meeting 
and  trying  to  resolve  this  issue.” 

To  the  edge 

Other  witnesses  came  forward  to  defend 
Dr  Burditt’s  decision:  Dr  Burditt’s  col- 
league Shirley  Pigott,  MD,  Victoria;  Joe 
Miller,  MD,  Wichita  Falls;  and  William 
Brendel,  MD,  Victoria.  The  government 
called  three  obstetricians/gynecologists, 
two  nurses,  and  Rosa  Rivera.  Dr  Burditt 
described  Mrs  Rivera’s  appearance  as 
“sad.”  “I  think  she  probably  had  been 
coached  about  what  to  say  and  what  not 
to  say.  But,  frankly,  she  didn’t  remember 
anything.  For  example,  she  tried  to  tell 
the  court  that  the  nurse  never  took  a his- 
tory from  her.  And,  it’s  documented  in 
the  record  that  that’s  not  true.  ...  I felt 
sorry  for  her  while  she  was  testifying.” 

The  hearing  continued  for  three  days. 
On  the  fourth  day.  Dr  Burditt  and  the 
government  attorneys  took  the  first  steps 
toward  a negotiated  settlement.  “The 
government  was  ready  to  take  $2,000 
and  go  home,”  Dr  Burditt  said.  “And,  my 
personal  attorney  advised  me  to  cut  my 
losses  and  accept  the  offer.  Then  (TMA 
General  Counsel)  Rocky  Wilcox  came 
over  to  me  while  we  were  discussing 
settlement  and  took  me  to  the  corner  of 
the  room.  He  told  me  that  if  I really 
didn’t  want  to  settle,  TMA  would  back 
me  100%,  and  that’s  all  it  took.  I just 
turned  around  and  said,  ‘Let’s  go  to  trial.’ 
The  TMA  has  been  just  super.” 

At  that  point,  more  than  a year  after  Dr 
Burditt  first  received  word  of  the  govern- 
ment’s fine,  he  was  allowed  to  explain  his 
reasons  for  transferring  Rosa  Rivera. 

Dr  Burditt  and  Dr  Burross  agreed  that 
Administrative  Law  Judge  Charles  Strat- 
ton encouraged  a complete  presentation 


of  the  facts  in  the  case.  Dr  Burross  ob- 
served, “I  thought  Judge  Stratton  particu- 
larly showed  a willingness  to  not  follow 
strict  courtroom  procedures,  but  that  he 
was  interested  in  obtaining  the  facts.  I 
was  very  impressed  with  the  judge.  He 
allowed  me  to  explain  my  answers,  and  I 
felt  like  I was  given  an  appropriate 
chance  to  be  heard.” 

“The  judge  was  very  attentive  and  very 
much  aware  of  the  importance  of  the 
case,”  Dr  Burditt  said.  “Our  attorneys  feel 
that  if  the  hearing  had  taken  place  in  a 
court  of  law,  there  was  no  question  that 
we  would  have  won.  But,  nobody  knows 
when  you’re  dealing  with  an  administra- 
tive law  judge.” 

A ruling  in  Dr  Burditt’s  case  is  ex- 
pected in  June.  Briefs  and  proposed  find- 
ings of  fact  and  conclusions  of  law  were 
being  prepared  at  press  time.  “It  has 
been  inspiring  to  work  with  Dr  Burditt 
on  this  case,”  Mr  Wilcox  said.  “Dr  Burditt 
is  one  tough  cookie.  He’s  long  on  doing 
what  is  best  for  his  patients,  and  he  isn’t 
willing  to  bend  his  principles  to  play  it 
safe  in  dealing  with  government  agents 
and  their  intimidation  tactics.” 

“The  facts  of  this  case  warrant  acquit- 
tal,” Mr  Wilcox  added.  “If  Dr  Burditt  is 
found  guilty,  the  case  presents  an  excel- 
lent opportunity  to  challenge  the  entire 
civil  monetary  penalty  scheme.  As  it 
stands,  ‘civil’  charges  are  filed  against 
physicians  and  hospitals  for  qyasi-criminal 
fines  and  penalties  without  any  of  the 
safeguards  provided  in  our  criminal  jus- 
tice system  for  common  robbers  and 
drug  dealers.” 

What  lies  ahead 

At  the  national  level,  the  American  Medi- 
cal Association  has  continued  to  pursue  a 
remedy  to  the  problems  associated  with 
the  federal  regulations  governing  hospital 
transfers.  Most  recently  the  association’s 
Board  of  Trustees  approved  model  legis- 
lation that  would  amend  the  antidumping 
provisions  of  the  Medicare  program  by 
adding  a new  section: 

“No  action  under  this  subsection  to 
enforce  the  provisions  of  this  section 
may  be  initiated  by  the  Secretary  or 
other  party  prior  to  referral  and  recom- 
mendation by  the  appropriate  peer  re- 
view organization  as  to  whether  a 
violation  of  this  section  has  occurred.  In 
making  such  a finding,  the  peer  review 
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organization  shall  determine  whether  the 
care  met  professionally  recognized  stan- 
dards of  care.  This  amendment  is  effec- 
tive Jan  1,  1990.” 

On  the  battle  line.  Dr  Dickey,  who 
practices  family  medicine  in  Richmond, 
says  the  federal  regulations  have  “signifi- 
cantly slowed  down  the  possibility  of  a 
transfer  because  you  now  have  involved 
everyone,  including  the  transferring  am- 
bulance company — which  is  concerned 
about  protecting  themselves — and  sev- 
eral levels  of  two  different  hospitals.  That 
delay  alone  sometimes  can  change  a pa- 
tient’s condition  such  that  what  was  a 
reasonable  transfer  when  you  started  be- 
comes more  difficult  just  because  time 
has  passed.  . . . One  of  the  biggest  prob- 
lems we  have  is  the  concern  that  many 
times,  when  we  feel  a patient  needs  to  be 
transferred  for  technology  or  specialty 
support  that  we  don’t  offer,  the  patient’s 
financial  condition  may  prohibit  the  trans- 
fer. That  is,  if  this  is  an  indigent  patient, 
we  may  not  be  able  to  find  anybody  who 
will  take  the  patient.  So,  while  the  evalua- 
tion thus  far  seems  to  be  overwhelmingly 
on  the  transferring  end,  there  needs  to 
be  some  evaluation  of  either  acceptances 
or  refusals  on  the  other  end.” 

She  added,  “If  Dr  Burditt’s  fine  is  up- 
held in  spite  of  the  appeal,  1 would  per- 
ceive that  physicians,  when  faced  with 
individual  judgments  of  tens  of  thousands 
of  dollars  very  well  may  not  only  think 
twice,  but  also  simply  refuse  to  transfer 
patients  for  fear  that  if  anything  happens 
en  route  of  the  transfer,  they  will  be  held 
responsible.  If  you  have  a patient  who 
has  a medical  condition  that  you  are  not 
equipped  to  deal  with  at  your  hospital, 
you’re  kind  of  caught  betwixt  and  be- 
tween. If  you  keep  him,  you  may  not  be 
offering  the  best  quality  care.  If  you  send 
him,  you  may  be  at  risk  for  a government 
fine  against  you.  That’s  called  no  win. 
■What  ultimately  may  happen  is  that  you’ll 
find  it  much  more  difficult  to  get  physi- 
cians to  go  into  areas  that  have  less  than 
100% -equipped  hospitals.” 

While  the  wheels  of  justice  are  grind- 
ing, Dr  Burditt  continues  his  practice. 
“The  patients  I’ve  dealt  with  over  the 
years  know  that  I’m  going  to  make  a de- 
cision based  on  their  best  interest  and 
their  babies’  best  interest,”  he  says,  not- 
ing that  the  subject  of  the  hearing  has 
come  up  often.  Patients  who  required 


transfer  have  come  in  for  treatment,  and 
he  transferred  them. 

Reflecting  on  the  larger  implications  of 
the  federal  transfer  regulations  and  this 
test  case.  Dr  Burditt  warns  his  colleagues, 
“Every'  physician  in  this  country  is  in- 
volved in  that  hearing,  probably  to  a 
greater  extent  than  they  realize.  This  is 
setting  a precedent  for  the  government 
to  look  over  your  shoulder  and  second 
guess  every'  medical  decision  you  make.” 

DONNA  B.  JONES 

News  Editor,  Texas  Medicine 
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No  two  are  exactly  alike. 


Because  body  chemistry 
differs  from  person  to 
person,  we  often  need 
a choice  of  drugs  to 
treat  the  same  illness. 


You've  heard  it  stiid  that  no  two 
snowflakes  are  exactly  alike. 

The  variety  is  endless.  Much 
the  same  is  taie  of  the,  human 
body. 

Take  the  case  of  two  patients 
suffering  from  hypertension. 
Both  under  the  care  of  the  same 
physician,  who  prescribes  the 
same  medication  for  each.  One 
patient  responds  to  the  medi- 
cation while  the  other  reports 
unpleastmt  side-effecLs.  Thanks 
to  the  diversity  of  dmgs  avail- 
able to  treat  this  illness,  the  doc- 
tor is  able  to  prescribe  another 
medicine  that  works  without 
the  side  effects. 

To  maintain  the  high  standards 
of  quality  care,  tind  because 
some  dmgs  work  better  than 


others  on  different  people,  it  is 
essential  to  have  this  diversity. 

America’s  research-based  phar- 
maceutical companies  are  com- 
mitted to  providing  a wide 
range  of  dmgs  of  the  highest 
quality  to  serve  the  public, 
'^y?  Because  the  public  is 
made  up  of  different  people 
requiring  different  treatment — 
even  when  they  suffer  from  the 
same  illness. 
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If  a New  Medicine  can  Help, 
■We’re  Working  On  It. 
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MELLENCE  ^ACHIEVEMENT 


^ AWARD 

Presenting 
the  winners  of  the  1989 
Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Lisa  M. 
Durham 


Susan  M. 
Erskine 


Jerry  W.  Rebecca 

Alexander  A.  Boyd 


Greg 

Cowart 


Steve  Glenn  J. 

Hamman  Horstdaniel 


Keith  E. 
Ingram 


Elizabeth 
M. Jordan 


Alice  L. 
Lewis 


Sandra  S.  Brian  Smith  L.  Donald  R.  Clark 

McAlister  Miles  Miller  Pettke,  Jr.  Shubert 
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Turn  to  the  following  page  and  find  out  how  your  award-winning 
Roche  representative  crui  help  both  you  and  your  patients. 


YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE  ◄ 
SOMETHINGTHATWILL... 
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. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice. 
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Working  today  for  a healthier  tomorrow 
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OIG  V.  Burditt,  MD 
(It  could  happen  to  you) 

Following  a five-month  evaluation  by  Texas  Medical  Associa- 
tion's Physician  Patient  Advocacy  Committee,  the  association 
has  loaned  its  support  to  Victoria  obstetrician/ gynecologist 
Michael  L.  Burditt,  MD,  whom  the  government  has  charged 
with  violating  federal  guidelines  for  hospital  transfers.  The 
Office  of  the  Inspector  General  is  challenging  Dr  Burditt's 
treatment  and  hospital  transfer  decision  made  for  Rosa 
Rivera  and  her  fetus  on  Dec  5,  1986.  Advocacy  Committee 
Chairtnan  Nancy  Dickey,  MD,  and  committee  member  D.  Clif- 
ford Burross,  MD,  along  with  consultant  Joseph  R.  Miller,  MD, 
a board  certified  obstetrician! gymecologist  from  Wichita  Falls, 
extensively  reviewed  the  medical  records,  interviewed  Dr  Bur- 
ditt and  other  Victoria  physicians,  and  reviewed  the  medical 
literature  before  presenting  their  findings  and  conclusions  to 
the  full  committee  and  to  TMA  President  Val  F.  Borum,  MD, 
in  June  1988.  Believing  that  the  case  exemplifies  the  dangers 
of  the  OIG  evaluating  transfer  decisions  without  using  the 
regular  quality  assurance  Texas  Medical  Foundation  Medi- 
care peer  review  process,  the  committee.  Dr  Borum,  and  the 
TMA  General  Counsel,  joined  by  the  Victoria-Goliad-Jackson 
County  Medical  Society,  made  their  recommendation  of  sup- 
port to  the  TMA  Board  of  Trustees  in  July  1988.  This  article 
describes  the  medical  events,  the  OIG  investigation,  and  the 
hearing  before  a Department  of  Health  and  Human  Services 
administrative  law  judge  on  the  charges  of  wrongful 
conduct. 

The  patient,  Rosa  Rivera,  walked  into  DeTar  Hospital  on  Friday 
afternoon,  Dec  5,  1986.  She  had  experienced  irregular  contrac- 
tions that  morning.  She  did  not  have  a doctor  and  had  received 
no  prenatal  care. 

Dr  Michael  L.  Burditt  first  learned  about  the  patient  when  he 
received  a phone  call  on  his  mobile  phone  at  4:15  pm.  He  im- 
mediately drove  to  the  hospital  to  see  the  patient.  After  exam- 
ining the  patient  and  analyzing  her  limited  available  medical 
background.  Dr  Burditt  determined  that  there  was  a significant 
risk  the  infant  would  be  growth  retarded.  Due  to  the  patient’s 
high  blood  pressure  on  admission  (210/130),  there  was  a risk 
of  stroke  to  the  mother  and  possibly  even  death  to  both  the 
mother  and  infant.  Dr  Burditt  also  determined  that  the  patient 
was  not  in  active  labor. 

Based  on  these  facts,  and  the  fact  that  DeTar  Hospital  did 
not  have  the  necessary  nursery  facilities  to  handle  a growth  re- 
tarded infant,  he  contacted  a physician  at  John  Sealy  Hospital 
in  Galveston,  who  accepted  the  transfer.  The  receiving  physi- 
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cian  recommended  that  the  patient  be  treated  with  a regimen 
of  magnesium  sulfate.  Dr  Burditt  ordered  a magnesium  sulfate 
regimen  for  this  patient  before  turning  his  attention  to  another 
unaligned  pregnant  patient  who  had  an  emergency  medical 
condition.  Dr  Burditt,  a board  certified  obstetrician/gynecolo- 
gist, knew  from  the  literature  and  from  his  own  experience 
that  it  is  much  safer  for  a growth  retarded  infant  to  be  trans- 
ported in  the  mother’s  uterus  to  a level  111  nursery  than  to  de- 
liver the  baby  and  then  transport  the  infant  in  an  artificially 
controlled  environment  ( 1 ).  However,  en  route  to  the  receiv- 
ing hospital,  the  patient  gave  birth.  Neither  she  nor  the  baby 
suffered  the  serious  complications  that  Dr  Burditt  feared  might 
occur.  Both  were  returned  to  DeTar  Hospital  and  were  dis- 
charged several  days  later  in  good  condition. 

OIG  investigation 

In  1986,  the  Department  of  Health  and  Human  Services  (HHS), 
Office  of  Inspector  General  (OIG),  began  its  investigation  of 
Dr  Burditt  for  his  allegedly  wrongful  transfer  of  this  patient 
and  fined  him  $25,000.  Subsequently,  the  OIG  formally  charged 
Dr  Burditt  with  knowingly  transferring  a pregnant  patient  in 
active  labor  in  violation  of  federal  hospital  transfer  laws. 

The  trial  of  Michael  L.  Burditt,  MD,  began  Tuesday,  Jan  24, 
and  continued  through  Friday,  Jan  27,  before  HHS  Administra- 
tive Law  Judge  Charles  Stratton.  Dr  Burditt  faced  charges  of 
knowingly  violating  the  Consolidated  Omnibus  Budget  Recon- 
ciliation Act  (COBRA)  hospital  transfer  law  Dec  5,  1986,  when 
he  ordered  a patient  transferred  from  DeTar  Hospital  in  Vic- 
toria to  John  Sealy  Hospital  in  Galveston  (2).  DeTar  Hospital 
settled  the  charges  asserted  by  the  OIG  against  it  for  $5,000  in 
early  1988.  Before  settlement,  the  hospital  had  furnished  HHS/ 
OIG  privileged  peer  review  records,  incident  reports,  and  the 
records  of  a sampling  of  emergency  room  patients.  In  addition 
to  the  possibility  of  being  fined,  DeTar  was  facing  a 23-day 
“Notice  of  Termination”  from  Medicare  and  would  have  lost 
millions  in  Medicare  and  Medicaid  reimbursement  had  it  been 
terminated  (3) 

During  Dr  Burditt’s  trial,  the  Office  of  the  Inspector  General 
called  as  witnesses  the  indigent  patient  Rosa  Rivera,  who  was 
transferred;  two  hospital  nurses;  and  three  OB/GYN  physicians 
(from  Maryland  and  Oklahoma,  and  Austin,  Tex). 

DeWitt  Alsup,  the  litigator  retained  by  Texas  Medical  Asso- 
ciation to  assist  Dr  Burditt  and  his  local  counsel,  Ed  Ganem, 
was  the  chief  counsel  at  trial  and  cross-examined  the  govern- 
ment’s witnesses.  The  government’s  chief  expert,  Warren 
Crosby,  MD,  a widely  published  author  and  vice  chairman  of 
the  Department  of  Gynecology  and  Obstetrics,  University'  of 
Oklahoma  School  of  Medicine,  concluded  his  testimony  with 
the  following  statement: 

On  balance,  1 think  this  law  may  very  well  create  a situa- 
tion in  which  the  fear  of  this  sort  of  proceeding  may  out- 
weigh, in  the  minds  of  many,  an  appropriate  transfer  because 
of  the  question  of  being  second-guessed.  1 think  the  greater 
harm  may  come  by  enforcing  that  law  to  its  very'  end,  rather 
than  wiping  it  from  the  books. 

That  statement  from  the  OlG’s  witness  summarizes  the  basis 
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for  American  Medical  Association  and  TMA  involvement  in  this 
litigation.  If  the  professional  review  organization  (PRO)  Medi- 
care quality  review  process  had  been  utilized  fully,  as  TMA 
continually  has  urged,  this  case  never  would  have  been  sent  to 
the  OIG  for  prosecution  (4 ). 

Defendant  witnesses  testify 

On  Thursday,  Jan  26,  D.  Clifford  Burross,  MD,  Wichita  Falls; 
Shirley  Pigott,  MD,  Victoria;  and  Joseph  R.  Miller,  MD,  Wichita 
Falls,  testified  on  Dr  Burditt’s  behalf.  The  focus  of  the  hearing 
shifted  from  Dr  Burditt’s  treatment  of  Rosa  Rivera  to  the  OIG 
investigative  process  and  the  credibility  of  the  previous  OIG 
witnesses.  Significant  assumptions  of  fact  forming  the  basis  of 
the  OIG  charges  were  shown  to  be  erroneous  as  the  trial  pro- 
gressed. The  OIG  attorneys  desperately  tried  to  discredit  the 
defendant’s  witnesses.  Dr  Burross  alone  was  cross-examined 
for  five  hours. 

Settlement  negotiations 

As  the  parties  were  discussing  settlement  for  nuisance  value 
sums,  TMA  attorneys  advised  Dr  Burditt  that  if  he  wished  to 
continue  to  challenge  the  sanction  process,  TMA  would  “pick 
up”  any  fine  that  might  be  imposed  and  the  continuing  litiga- 
tion costs.  ( Wm.  Gordon  McGee,  MD,  chairman  of  the  TMA 
Board  of  Trustees,  had  authorized  TMA’s  offer  that  morning. ) 

Dr  Burditt,  without  hesitating,  elected  to  continue  in  the  belief 
that  by  refusing  to  pay  a fine,  he  would  be  able  to  help  AMA 
and  TMA  modif>'  the  way  in  which  the  federal  transfer  cases 
are  developed  and  finally  would  be  able  to  tell  his  side  of  the 
story.  (Amazingly,  the  OIG  investigators  had  never  allowed  Dr 
Burditt  the  courtesy  of  an  interview  so  he  could  explain  his 
treatment  of  this  patient. ) 

Returning  to  the  hearing  room,  Victoria  pediatrician  William 
Brendel,  MD,  testified  on  the  limited  resources  at  DeTar  Hospi- 
tal, which  he  described  as  a “level  11  minus  ” nursery  with  no 
helicopter  available  for  pregnant  women.  Dr  Burditt  then  took 
the  stand.  On  cross-examination,  he  was  unflappable.  His  pro- 
fessional reasons  for  transferring  mother  and  fetus  to  the  level 
111  facility  at  John  Scaly  Hospital  as  soon  as  possible  were  well 
founded.  He  explained  away  every  scintilla  of  evidence  the 
OIG  attorneys  asserted  to  support  the  allegations  of  wrongful 
treatment.  He  also  described  local  physicians’  efforts  to  obtain 
helicopter  transport  for  pregnant  patients  and  to  staff  a clinic 
adjacent  to  DeTar  Hospital  to  provide  indigent  patients  with 
prenatal  care. 

Fhe  HHS  administrative  law  judge,  who  is  the  fact  finder  and 
decision  maker  in  the  case,  instructed  the  parties  to  file  post- 
trial briefs  and  proposed  findings  of  fact  and  conclusions  of  law 
by  April  17,  1989.  Reply  briefs  are  due  May  17,  1989.  It  is  an- 
ticipated that  the  administrative  law  judge’s  decision  will  be 
issued  sometime  in  June. 

Significance  of  case 

This  case  will  facilitate  modification  of  federal  law  and  pro- 
posed rules  to  assure  that  PROs  develop  quality  issues  in  hos- 
pital transfer  cases  using  the  due  process  safeguards  carefully 
worked  out  by  AMA,  the  American  A.ssociation  of  Retired  Per- 
sons, and  HHS  in  June  1987.  Efforts  by  AMA  and  TMA  to  assure 


the  full  use  of  TMF  quality  review  safeguards  is  bolstered  by 
forcing  the  OIG  to  live  with  its  bad  decision  to  limit  TMF’s  in- 
volvement in  the  development  of  this  case.  The  case  also  illus- 
trates the  need  to  protect  peer  review  proceedings  from 
discovery  in  federal  court  and  before  federal  agencies.  The 
OIG  had  access  to  the  hospital’s  confidential  peer  review  rec- 
ords, which  were  introduced  by  the  OIG  into  evidence  in  the 
hope  that  they  would  help  prove  its  case  (5).  Such  access  is 
not  permitted  in  Texas  courts  due  to  the  limitations  on  dis- 
covery and  admissibility  of  peer  review  proceedings  in  Texas 
law  (6). 

In  addition  to  hospital  transfer  issues,  the  case  illustrates  the 
importance  of  physician-nurse  interactions.  A misunderstand- 
ing between  a nurse  and  Dr  Burditt  helped  create  extraordi- 
nary interest  by  the  OIG.  This  case  also  emphasizes  the  need 
for  involving  the  medical  staff  in  policy  development  on  such 
medical  issues  as  hospital  transfer  policies  prior  to  revision  of 
these  policies. 

By  enabling  Dr  Burditt  to  continue  in  his  defense,  TMA  has 
kept  the  concern  for  OIG  prosecutions  of  hospital  transfer 
cases  alive  and  kicking.  A positive  outcome  will  help  ensure 
physicians’  freedom  to  order  transfers  when  appropriate. 

DONALD  P,  WILCOX,  JD 

TMA  General  Counsel 

HUGH  M.  BARTON,  JD 

TMA  Assistant  General  Counsel 
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1 . Dr  Burditt — at  that  time,  in  the  past,  and  since  then — has  partici- 
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at  the  same  time  Rosa  Rivera’s  transfer  was  being  arranged. 
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4.  The  PRO  review  in  hospital  transfer  cases  is  severely  limited  by 
the  OIG  at  this  time.  In  spite  of  concerns  raised  by  TMA,  TMF  and  Sen 
Phil  Gramm  ( R-Tex ),  the  OIG  has  prohibited  PROs  from  using  their 
u.sual  PRO  protocol  in  working  up  hospital  transfer  cases  that  present 
quality  issues.  The  OIG  works  up  these  cases  itself,  limiting  PRO  input 
to  identifying  physicians  who  are  willing  to  do  a desk-top  review  of  the 
medical  records.  No  contact  with  the  reviewed  physician  or  anyone 
else  involved  in  the  decision  to  transfer  is  permitted. 

5.  The  TMA  Delegation  to  the  AMA  carried  to  the  AMA  House  of 
Delegates  Resolution  89(1-88)  last  December  1988  calling  for  legis- 
lative limitations  on  discovery  in  federal  cases  of  peer  review  proceed- 
ings similar  to  those  now  in  place  in  Texas  and  in  most  other  states. 
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HNANCIERS. 


les,  these  men  and  women  are  physicians.  All 
of  their  skill,  training  and  experience  help  them 
make  sound  decisions  on  behalf  of  their  patients. 
Yet,  their  medical  training  has  not  prepared  them 
for  all  the  financial  decisions— both  personal  and 
professional— they  must  make  every  day. 

That’s  why  these  physicians  rely  on  the 
American  Medical  Association  for  help.  Help 
with  mortgage  financing,  for  example,  through  a 
program  created  exclusively  for  AMA  members 
who  want  to  buy  or  refinance  a home. 

The  program  is  fast,  easy  to  use,  and  competi- 
tively priced.  The  entire  loan  application  process 
from  pre-qualification  up  to  the  closing  is  han- 
dled by  toll-free  telephone.  Loan  approvals  are 
usually  made  within  ten  business  days.  Members 
can  save  time  and  money  by  using  this  program. 
It  saves  time  because  the  program  has  greatly 


reduced  the  documentation  typically  required.  It 
saves  money  because  of  a special  low  origination 
fee,  as  well  as  competitive  interest  rates. 

The  mortgage  financing  program  is  just  one  of 
the  financial  services  the  AMA  offers  our  mem- 
bers. There  are  also  exclusive  investment  services, 
insurance  plans,  and  even  a premier  VISA  card 
with  a full  range  of  services.  They’re  just  one  way 
the  AMA  works  on  behalf  of  our  members,  one 
way  we  repay  their  support  on  vital  issues  that 
affect  the  future  of  medicine. 

Our  members  make  a difference. 

If  you  ’re  already  a member,  we  need  your 
continued  support.  If  you  ’re  not— and  if  you ’d 
like  to  enjoy  our  exclusive  financial  services — 

JOIN  TODAY. 

Call  1-800-AMA-1452.  In  Illinois,  call  collect, 
312-645-4783. 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 
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Civil  Monetary  Penalties  Law: 
mistakes  could  be  (very)  costly 

The  Civil  Money  Penalties  Law  ( CMPL ) authorizes  the  Secre- 
tary’ of  Health  and  Human  Services  to  impose  civil  money 
penalties,  an  assessment,  and  program  exclusion  for  various 
forms  of  fraud  and  abuse  involving  the  Medicare  and  Medic- 
aid programs.  Penalties  range  from  S2,000  to  $100,000  for 
each  violation,  depending  on  the  specific  misconduct  in- 
volved The  monetary  sanctions  imposed  generally  far  exceed 
the  damages  actually  sustained  by  the  government 

The  Inspector  General  must  only  prove  liability  by  a "pre- 
ponderance of  the  evidence"  rather  than  the  more  demanding 
"beyond  a reasonable  doubt"  standard  required  in  criminal 
actions.  A health  care  provider  can  be  held  liable  based  on  its 
own  negligence  and  the  negligence  of  its  employees.  There  is 
no  requirement  that  intent  to  defraud  must  be  proved. 

KFV'  WORDS:  MEDICARE,  MEDICAID,  CI\'IL  MONEY  PENALTIES,  ASSESSMENT, 
EXCLUSION,  FRAUD  AND  ABUSE,  HEALTH  AND  HUMAN  SERVICES,  FALSE 
CLAIMS,  FRAUDULENT  CLAIMS 

Physicians  providing  services  to  Medicare  and  Medicaid  pa- 
tients should  be  aware  of  recent  developments  related  to  the 
efforts  of  the  federal  government  to  curb  fraud  and  abuse  in 
these  programs.  The  enactment  of  the  Civil  Monetary  Penalties 
Law  (CMPL)  ( 1 ) by  Congress  has  given  the  Department  of 
Health  and  Human  Services  (HHS)  a powerful  new  tool  in  its 
fight  against  fraud  and  abuse.  While  the  new  law  may  be 
viewed  as  an  important  step  in  maintaining  the  integrity  of  the 
Medicare  and  Medicaid  programs,  the  breadth  of  the  law 
makes  it  possible  for  a physician  to  inadvertently  fall  victim  to 
one  or  more  of  its  prohibitions. 

To  fully  understand  this  situation,  it  is  essential  to  under- 
stand the  circumstances  that  promoted  the  enactment  of  the 
CMPL.  Prior  to  the  CMPL,  the  only  remedies  for  Medicare  and 
Medicaid  “fraud  and  abuse”  involved  a criminal  action.  In  our 
system  of  justice,  the  standards  required  to  convict  an  individ- 
ual of  criminal  fraud  are  stringent.  The  accused  is  entitled  to  a 
trial  by  jury,  and  proof  “beyond  a reasonable  doubt”  must  be 
demonstrated  for  conviction.  Intent  to  defraud,  which  is  ex- 
tremely difficult  to  establish,  must  also  be  proven. 

Potential  criminal  actions  involving  alleged  Medicare  and 
Medicaid  fraud  competed  with  drug  cases  and  crimes  of  vio- 
lence for  scarce  prosecutorial  time  and  resources.  Additionally, 
few  federal  prosecutors  possessed  a sufficient  understanding  of 
the  complexities  of  these  programs  to  effectively  bring  these 
cases  to  trial.  As  a result.  Medicare  and  Medicaid  abuse  often 
was  not  sufficiently  pursued  by  federal  authorities. 

The  solution  enacted  by  Congress  was  the  establishment  of  a 
new  administrative  enforcement  mechanism  within  HHS  utiliz- 
ing civil  rather  than  criminal  penalties.  The  standards  to  con- 
vict under  this  type  of  action  are  much  less  stringent,  but  the 
monetary  penalties  are  severe.  Since  this  type  of  administrative 
action  does  not  involve  criminal  liability,  there  is  no  trial  by 
jury;  rather,  only  a hearing  before  an  administrative  law  judge. 


The  CMPL  requires  no  evidence  of  any  intent  to  defraud;  mere 
negligence  is  sufficient  to  trigger  the  statute’s  penalties.  The 
standard  of  proof  for  liability  in  such  an  administrative  action 
is  the  less  demanding  “preponderance  of  the  evidence”  test 
rather  than  the  more  formidable  “beyond  a reasonable  doubt” 
test  required  in  criminal  actions. 

An  administrative  action  under  the  CMPL  does  not  require 
the  resources  of  the  US  Attorney’s  Office,  but  rather,  the  action 
can  be  brought  by  the  HHS  Inspector  General,  This  federal 
agency  is  skilled  and  specialized  in  these  types  of  actions.  This 
translates  into  more  cases  being  initiated  and,  therefore, 
broader  deterrence. 

The  statute  provides  a penalty  of  S2,000  for  each  false, 
fraudulent,  or  nonprovided  item  or  service  claimed,  plus  an  as- 
sessment of  twice  the  amount  claimed.  Additionally,  an  individ- 
ual found  liable  under  the  CMPL  may  be  excluded — perma- 
nently in  some  instances — from  participation  in  the  Medicare 
and  Medicaid  programs  ( 2 ). 

The  CMPL  prohibits  and  provides  liability  for  various  spe- 
cific actions,  including: 

1.  Making  a Medicare  or  Medicaid  claim  that  a provider 
knows  or  “should  know”  was  not  provided  to  the  patient  “as 
claimed.” 

2.  Making  a Medicare  or  Medicaid  claim  for  an  item  or  ser- 
vice that  the  provider  “knows”  or  “should  know”  is  “false  or 
fraudulent.” 

3-  Making  a Medicare  or  Medicaid  claim  for  a physician’s 
service  that  the  provider  “knows”  or  “should  know”  was  fur- 
nished by  an  individual  who  (a)  was  not  licensed  as  a physi- 
cian, (b)  obtained  his  or  her  license  through  misrepresenta- 
tion, or  (c)  falsely  represented  to  the  patient  board  certifica- 
tion in  a medical  specialty. 

4.  Making  a claim  when  the  provider  had  already  been  ex- 
cluded from  the  Medicare  or  Medicaid  program. 

5.  Presenting  a claim  “to  any  person”  (ie,  not  only  to  Medi- 
care or  Medicaid  but  to  anyone  else  such  as  a patient,  insur- 
ance company,  etc ) for  payment  which  violates  the  terms  of 
(a)  a Medicare  assignment  agreement,  (b)  a Medicaid  agree- 
ment not  to  charge  more  than  a permitted  amount,  (c)  a Medi- 
care participating  physician  agreement,  or  (d)  an  agreement 
governing  the  provision  of  Medicare  inpatient  hospital  services. 

6.  Giving  to  any  person  information  with  respect  to  Medi- 
care coverage  of  inpatient  hospital  services  that  he  “knows”  or 
“has  reason  to  know”  is  false  or  misleading  and  which  could 
reasonably  be  expected  to  influence  a hospital  discharge. 

7.  Knowingly  making  a direct  or  indirect  payment  by  a hos- 
pital, HMO,  or  competitive  medical  plan  (CMP)  to  a physician 
as  an  inducement  to  reduce  or  limit  services  to  that  physician’s 
patients  who  are  eligible  for  Medicare  or  Medicaid  benefits  or 
enrolled  in  an  HMO  or  CMP. 

8.  Knowingly  accepting  a payment  from  a hospital,  HMO,  or 
CMP  to  limit  services  to  a patient  or  subscriber. 

Additional  activities  are  made  subject  to  CMPL  liability 
through  other  statutory’  provisions.  These  additional  actions 
include: 

1 . Being  found  by  a peer  review  organization  and  Secretary 
of  HHS  to  have  been  unwilling  to  provide  services  that  are 
economically  and  medically  necessary  and  meet  professional 
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standards.  The  penalty  under  this  action  does  not  exceed  the 
cost  of  the  improper  or  unnecessary'  services  ( 3 )• 

2.  Violating  an  assignment  agreement  for  certain  diagnostic 
clinical  laboratory'  tests  (4). 

3.  A nonparticipating  physician  or  supplier  violating  a 
charge  limitation  for  radiology  services  ( 5 ). 

4.  Violation  by  a nonparticipating  physician  of  a fee  freeze 
or  a MAAC  charge  limitation  (6). 

5.  Violation  by  a nonparticipating  physician  of  charge  limi- 
tations for  services  subject  to  inherent  reasonableness  provi- 
sions, specified  overpriced  procedures,  specified  cataract  pro- 
cedures, A-Mode  ophthalmic  ultrasound  procedures,  medical 
direction  of  nurse  anesthetists,  and  certain  diagnostic  proce- 
dures where  markup  is  prohibited  ( 7 ). 

6.  Billing  for  assistants  at  cataract  surgery  without  prior  ap- 
proval of  a PRO  ( 8 ). 

7.  Violation  by  a nonparticipating  physician  of  a refund  re- 
quirement for  medically  unnecessary  services  (9). 

8.  Violation  by  a nonparticipating  phy  sician  of  a refund 
provision  for  unassigned  claims  for  elective  surgery  ( 10). 

9.  Charging  in  violation  of  an  assignment  provision  for  cer- 
tain purchased  diagnostic  procedures  for  which  markup  is  pro- 
hibited or  for  which  payment  is  prohibited  due  to  failure  to 
disclose  information  (11). 

10.  “Dumping  ” of  patients  by  a hospital  and  responsible- 
physician  ( §50,000  penalty ) ( 1 2 ). 

1 1.  Notifying  or  causing  to  be  notified  a home  health  agency 
of  a scheduled  inspection  (effective  1989)  (13). 

12.  Notify  ing  or  causing  to  be  notified  a skilled  nursing  facil- 
ity' or  nursing  facility  of  a forthcoming  standard  scheduled  in- 
spection (effective  1990)  ( 14). 

1 3.  Failing  to  report  malpractice  liability'  or  settlement  pay- 
ments to  the  Secretary  of  HHS  for  the  nationwide  databank 

( §10,000  penalty  ) ( 15). 

14.  Improperly  disclosing  malpractice  and  professional 
sanction  information  obtained  through  the  HHS  databank 
( §10,000  penalty  )!  16). 

15.  Making,  presenting,  submitting,  or  causing  to  be  made, 
presented,  or  submitted  a claim  that  (a)  is  false,  fictitious,  or 
fraudulent;  ( b ) includes  or  is  supported  by  a written  statement 
that  is  false,  fictitious,  or  fraudulent;  or  (c)  omits  a material  fact 
( if  the  claim  is  made  by  a person  with  a duty'  to  include  such 
information );  (d ) yields  payment  for  services  not  provided  as 
claimed  ( §5,000  penalty'  and  a.ssessment  of  twice  the  amount 

falsely  claimed  on  a paid  claim ) ( 1 7 ). 

16.  Submitting  a written  statement  accompanied  by  certifi 
cation  that  ( a ) asserts  a fact  that  is  false,  fictitious,  or  fraudulent 
or  ( b ) omits  a material  fact  from  a statement  made  by  a person 
with  a duty'  to  include  such  information  ( §5,000  penalty  ) (18). 

17.  Providing  intravenous  drug  therapy  services  to  a person 
if  the  referring  physician  or  a member  of  the  immediate  family 
has  an  ownership  interest  in,  or  receives  compensation  from, 
the  provider  ( effective  1990 ) ( § 1 5,000  penalty' ) ( 19 ). 

18.  Failing  to  provide  diagnosis  codes  in  requests  for  pay- 
ment ( 20 ). 

A recent  amendment  to  the  CMFl.  allows  the  imposition  of 
sanctions  against  a physician  or  other  provider  for  the  miscon- 
duct of  an  employee.  As  a result,  providers  must  establish  ap- 


propriate billing  procedures  and  carefully  supervise  the 
application  of  these  procedures  in  order  to  avoid  becoming 
liable  for  acts  of  their  employees. 

In  any  action  under  the  CMPL,  the  Inspector  General’s 
Office  must  only  demonstrate  that  the  provider  “should  have 
known”  that  a claim  was  false  or  was  for  a service  that  was  not 
provided.  This  standard  means  that  a phy  sician  will  be  held 
liable  for  his  or  her  own  negligence  and  the  negligence  of  his 
or  her  employees.  Therefore,  the  CMPL  imposes  an  affirmative 
duty  on  the  provider  to  ensure  that  claims  submitted  by  others 
in  his  employ  are  “true  and  correct.” 

The  most  striking  aspect  of  the  CMPL  is  that  the  penalties 
and  assessments  may  bear  little  relationship  to  the  amount  ac- 
tually improperly  paid  to  the  claimant  by  Medicare  or  Medi- 
caid. In  fact,  penalties  are  invariably  much  higher.  Specifically, 
under  the  CMPL  a penalty'  of  §2,000  for  each  “item  or  service” 
falsely  claimed  and  an  assessment  of  twice  the  amount  claimed 
may  be  imposed.  Thus,  a Medicaid  overpayment  of  §21,000  re- 
sulted in  penalties  and  assessments  of  §156,000  (21 );  in  an- 
other case  an  overpayment  of  §145,000  led  to  penalties  and 
assessments  of  §1.79  million  (22).  Reason:  Each  line  item  on  a 
bill  is  a separate  “item  or  service”  for  which  a §2,000  penalty 
may  be  imposed.  For  instance,  a single  claim  for  §100  that  con- 
tains five  line  items  could  subject  the  claimant  to  a penalty  of 
§10,000  (5  items  x §2,000  = §10,000)  plus  an  assessment  of 
§200  (twice  the  §100  claimed),  or  a total  of  §10,200.  Add  to 
this  the  costs  of  defending  the  action  in  an  administrative  hear- 
ing and  lost  revenue  resulting  from  a program  exclusion,  and 
the  total  costs  to  the  physician  can  become  staggering. 

Conclusion 

Congress  has  sought  to  respond  to  the  real  and  growing  prob- 
lem of  Medicare  and  Medicaid  fraud  and  abuse  with  an  admin- 
istrative system  of  civil  money  penalties  that  are  nothing  less 
than  draconian. 

Since  its  first  implementation  in  1983,  the  Inspector  General 
has  actively  pursued  more  than  500  CMPL  cases.  As  a result, 
HHS  has  recovered  more  than  §35  million  through  settlements 
and  administrative  imposition  of  sanctions.  Although  the  pri- 
mary focus  of  the  CMPL  has  been  on  individual  physicians  and 
small  group  practices,  no  group  of  health  care  providers,  re- 
gardless of  size,  has  been  immune.  Significantly,  at  least  29  hos- 
pitals have  fallen  victim  to  the  CMPL. 

Congress’s  solution  may  either  be  administrative  overkill  or 
merely  strong  medicine  for  an  important  problem.  Whatever 
the  policy  justification,  physicians  must  be  aware  of  the  pro- 
hibitions of  the  CMPL  and  function  accordingly.  Ignoring  the 
CMPL  and  its  effective  use  by  HHS  could  prove  to  be  a costly 
mistake. 

MARTIN  J.  GAYNES 

Wilkes.  Artis,  Hedrick  and  Lane,  tihartered,  1666  K St.  NW.  Suite  1 100.  Washing- 
ton, DC  20006-2866 
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A Public  Service  of  the  US.D.A.  Forest  Service,  and  your  State  Foresters.  © PGA  Hall  of  Fame 


Texas  Medicine 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100y 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


nightly 


f^^nence 


J5ci 


^9 


Convenience  Pak  is  avaiiabie  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285  : 


AXID® 

ouatKlme  capsules 
Brief  Summary 

Consult  the  package  llteraiure  for  complete  Information 

Indications  and  Usage:  Axid  Is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 
Axid  IS  indicated  tor  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  knovm 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivrty  to 
the  drug  and  should  be  used  with  caution  in  patients  witti  hypersensitivrty  to  other 
Krreceptor  antagonists. 

Precautions;  Genera/  - 1 Symptomatic  response  to  miatdine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 
2.  Because  nizatidine  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  in  pabents  with  moderate  to  severe  renal  insufficiency 
3 Pharmacoktnebc  studies  in  pabents  with  heiutorenal  syndrome  have  not  been 
done.  Part  of  the  dose  of  nizabdine  is  metabolized  in  the  liver  In  pabents  with  normal 
renal  funcbon  and  uncomplicated  hepatc  dysfuncbon.  the  disposibon  of  nizabdine 
IS  similar  to  that  in  normal  subiects 

Laboratory  Tests  - False-posibve  tests  lor  urobilinogen  with  Mutbsbx*  may 
occur  dunng  therapy  with  nizabdine 

Drug  Interactions  - No  interacbons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  Iidocame.  phenytoin.  and  wartann  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system; 
therefore,  drug  interacbons  mediated  by  mhibibon  of  hepabc  metabolism  are  not 
expected  to  occur  In  pabents  given  very  high  doses  (3.900  mg)  of  aspinn  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizabdine.  150  mg  b i d . was 
administered  concurrent 

Carcinogenesis.  Mutagenesis,  impairment  ol  Fertility  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the 
recommended  daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  the  density  of  enterochromafbn-like 
(ECL)  cells  in  the  gas^c  oxynbc  mucosa.  In  a two-year  study  m mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2.000  mg/Vg/day,  about  330  bmes  the  human 
dose)  showed  marginally  stabsbcally  significant  increases  in  hepabc  carcinoma 
and  hepabc  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
dose  groups.  The  rate  of  hepabc  carcinoma  in  the  high-dose  animals  was  wrthin  the 
histoncal  control  limits  seen  for  the  sbain  of  mice  used.  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (bansaminase  elev^ons).  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genebc  toxicity,  including  bactenal  mutabon  tests,  unscheduled  ONA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aoerrabon 
tests,  and  a micronucleus  test 

In  a two-generabon,  pennatal  and  postnatal  ferblity  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregn^cy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproducbon 
studies  m rats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights.  On  intravenous  administrabon  to  pregnant  New  Zealand  white  rabbits, 
nizabdine  at  20  mg/kg  produced  cardiac  enlargement  coarctabon  ol  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  m^kg  it  produced  ventncular 
anom^.  distended  abdomen,  spina  bibda.  hydrocephaly,  and  enlarged  heart  in  one 
fetus  there  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity  Nizabdine  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  lusbries  the  potenbal  nsk  to  the 
fetus. 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0 1%  of  the  administered  oral  dose  of  nizabdine  is  secreted  in  human  milk  in 
proporbon  to  plasma  concentrabons  Caubon  should  be  exercised  when  adminis- 
tenng  naabdine  to  a nursing  mother 

Pebiatnc  Use  — Safety  and  effecbveness  m children  have  not  been  established 
Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalibes  are  also  similar  to  those  seen  in  other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposibon  of  nizabdine  Elderty  pabents  may  have 
reduced  renal  funcbon 

Adverse  Reacbons;  Clinical  tnals  of  nizabdine  included  almost  5.000  pabents 
given  nizabdine  in  studies  of  varying  durabons  Domesbc  placebo-conbolled  tnals 
included  over  1 .900  pabents  given  nizabdine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  m the  domesbc  placebo-controlled  bials,  sweabng  (1  % vs 
0 2%),  urbcana  (0  5%  vs  < 001  %),  and  somnolence  (2  4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizabdine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine 

Hepabc  - Hepatocellular  miury.  evidenced  by  elevated  liver  enzyme  tests  (SGOT 
S(3PT  (ALT),  or  alkaline  pnosphatase),  occurred  in  some  pabents  and  was 


Hepal 

lASTfs 


possibly  or  probably  related  to  nizabdine  In  some  c 
. ..  T.S(SPTei  ■ ■ - 


. there  was  marked 
elevabo'n  of  SGOT.  sGPT  enzymes  (greater  than  500  lU/L)  and.  in  a single  instance. 
S6PT  was  greater  than  2.00O  lU/L  ^ overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevabons  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
significanby  differ  from  the  rate  of  liver  enzyme  abnormalibes  in  placebo-treated 
pabents  All  abnormalibes  were  reversible  after  disconbnuabon  of  Axid 
Cardiovascula/ ~ln  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomabc  ven^cular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  unheated  subjects 

CNS  - Rare  cases  of  reversible  mental  contusion  have  been  reported 
Endocrine  - Clinical  pharmacology  studies  and  controlled  clinical  tnals  showed 
no  evidence  of  anbandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freauency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomasba  occurred 
Hematologic  — Fatal  thrombocytopenia  was  reported  m a patent  who  was 
treated  with  Axid  and  another  H;-receptor  antagonist  On  previous  occasions,  this 
patent  had  expenenced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thromboc^openic  purpura  have  been  reported 
integumental  - Sweabng  and  urbcana  were  reported  significantly  more  fre- 
quenby  in  nizabdine-  than  in  placebo-treated  patents  Rash  and  exfoliative  dermab- 
bs  were  also  reported 

Hypersensitivity  - As  with  other  H?-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administrabon  of  nizabdine  have  been  reported  Because  cross-sen- 
sibvity  in  this  class  of  compounds  has  been  observed.  H;-receptor  antagonists 
should  not  be  administered  to  individuals  wrth  a history  ol  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reacbons  (eg.  bronchospasm, 
laryngeal  edema,  rash,  and  eosinophiliai  have  been  reported 
Orner  - Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  fever,  and  nausea  related  to  nizabdine  administrabon  have  been 
reported. 

Overdosage;  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  litbe  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizabdine  have  exhibited 
cholinergic -type  effects,  including  lacnmabon.  salivabon.  emesis,  miosis,  and 
diarrhea.  Single  oral  doses  of  800  m^g  in  dogs  and  of  1.200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
m^g  and  232  mg/kg  respecbvety 

Treatment  -To  obtain  up-to-date  informaton  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  cerffied  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR).  In  managing  overdosage,  consider  the  possibility  of  mulbple  drug  over- 
doses. interacbon  among  drugs,  and  unusual  drug  kinebcs  in  your  pabent 
If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitonng  and  supportive  therapy  Renal  dialysis  for 
four  to  SIX  hours  increased  plasma  clearance 
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1 . Data  on  fie.  Lilly  Hesearch  Laboratories. 
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“Medically  unnecessary”  letters 
create  frustrating  puzzles 

Medicare’s  “medically  unnecessary”  letters  are  frustrating 
puzzles  to  the  many  Texas  physicians  who  receive  them. 
While  the  letters  question  the  medical  necessity  of  care,  they 
provide  physicians  with  no  basis  for  understanding  and  re- 
sponding to  that  allegation. 

Medicare  uses  computerized  screens  to  review  claims,  and 
it  is  those  screens  that  are  primarily  responsible  for  the  gen- 
eration of  “medically  unnecessary”  letters.  The  accompanying 
list  of  Medicare  review  screens  provides  a general  clarification 
of  what  Medicare  is  looking  for  in  the  review  process.  The 


word  “general”  is  an  important  qualification:  there  is  no 
guarantee  that  a physician  will  be  able  to  identify  from  the 
list  the  particular  screen  that  has  caused  Medicare  to  request 
more  information  about  a particular  claim.  But  the  list  will 
help  the  practitioner  in  understanding  what  Medicare  sees  as 
the  boundaries  of  customary  medical  practice  and,  in  some 
instances,  will  help  the  physician  respond  to  Medicare’s  re- 
quest for  additional  information. 

With  that  broad  introduction  Texas  Medicine  presents  the 
following  guide  to  Medicare’s  claims  screening  criteria.  It 
was  prepared  by  the  Texas  Medical  Association’s  Division  of 
Medical  Economics  based  on  materials  published  by 
Medicare. 

In  processing  unassigned  claims,  Medicare  is  using  comput- 
erized review  to  identify  claims  that,  according  to  program 


Service/Parameter 

Procedure  Code 

Cardiac  Monitoring 

5-Q0019 

T-Q0026 

T-Q0020 

5-Q0027 

More  than  one  in  six  months 

T-Q0021 

T-Q0028 

I-Q0022 

I-Q0029 

5-Q0023 

5-Q0030 

T-Q0024 

T-Q0031 

T-Q0025 

1-Q0032 

Cardiac  Rehabilitation 

More  than  36  in  12  weeks 

1-Z9105 

Cardiac  Rehabilitation  Stress  Test 

More  than  one  billed  after  initial 

5-93015 

Comprehensive  Office  Visits 

One  visit  per  six  months 

1-90080 

Comprehensive  Hospital  and 

Nursing  Home  Visits 

One  per  carrier  history  period  by  same  physician 

1-90220 

1-90320 

Concurrent  Care 

1-M0021 

1-M0022 

1-90200 

1-90215 

Same  date  of  in-hospital 

1-90220 

1-90240 

1-90250 

1-90260 

service,  different  physicians  of 

1-90270 

1-90280 

1-99160 

1-99162 

same  specialty 

1-99171 

1-99172 

1-99173 

1-99174 

Consultation 

3-90600 

3-90605 

3-90610 

3-90620 

One  per  patient  per  physician 

3-90630 

3-90643 

3-90640 

3-90641 

3-90642 

Routine  Foot  Care 

One  treatment  every  60  days 

2-T1060 

Home  Visits 

1-D9410 

1 -MOO  19 

1-Z9018 

1-90100 

More  than  four  per  month 

1-90110 

1-90115 

1-90117 

1-90150 

1-90160 

1-90170 

Hospital  Visits 

1-M0021 

1-M0029 

1-90240 

1-90250 

3 1 per  three  months 

1-90250 

1-Z9019 

1-90260 

1-90270 

1-90280 

Mycotic  Nails 

One  treatment  every  60  days 

1-90080 

Texas  Medicine 


standards,  require  further  development.  The  accompanying 
charts  provide  a quick  guide  to  the  screens  that  Medicare  is 
using  in  this  “medical  necessity”  program.  Each  screen  places  a 
quantitative  limit  on  patient  care  services  within  a given  time 
period — for  example,  four  office  and/or  emergency  room  visits 
per  month — unless  the  physician  can  document  to  Medicare’s 
satisfaction  the  medical  necessity  of  additional  services. 

Physicians  who  are  responding  to  development  letters — 
letters  from  Medicare  requesting  more  information  about  the 
medical  necessity  of  a particular  claim — will  find  in  some  in- 
stances that  the  list  of  screens  is  helpful  in  formulating  a re- 
sponse to  Medicare.  The  development  letters  do  not  give  a 
specific  reason  why  a claim  has  been  singled  out  for  more  in- 
tense scrutiny,  although  both  the  Texas  Medical  Association 
and  AMA  advocate  inclusion  of  that  information  on  the  initial 
letter.  However,  through  their  knowledge  of  individual  cases. 


physicians  may  be  able  to  determine  from  the  list  of  screens 
the  particular  one  that  triggered  the  request  for  additional 
information. 

Medicare  has  a number  of  policies  that  govern  the  applica- 
tion of  the  screens  and  the  final  determination  of  whether  pay- 
ment will  be  made: 

Medicare  utilization  policy 

Medicare  makes  exceptions  to  the  limits  imposed  by  the 
screens  based  on  the  nature  of  the  patient’s  condition  and  the 
treatment  provided.  “Program  payment  limitations  are  applied 
if  the  patient’s  condition  is  chronic  and  he  is  on  a routine 
maintenance  program.  Additional  visits  are  allowed  for  active 
treatment  of  acute  conditions,  an  acute  exacerbation  of  a 
chronic  condition,  or  for  a serious  or  terminal  illness.”  {Medi- 
care Part  B Handbook,  Medical  Review,  section  23.23.)  In  re- 


Service/Parameter 

Procedure  Code 

Nursing  Home  Visits 

1-Z9099 

1-90430 

1-90440 

1-90450 

One  per  month 

1-90460 

1-90470 

Office/Emergency  Room  Visits 

1 -DO  100 

1-D9430 

1-D9440 

1-M0005 

More  than  four  per  month 

1-M0006 

1-M0007 

1-M0008 

1 -90000 

1-90010 

1-90015 

1-90017 

1-90020 

1-90030 

1-90040 

1-90050 

1-90060 

1-90070 

1-90080 

1-90500 

1-90505 

1-90510 

1-90515 

1-90517 

1-90520 

One-Time-Only  Procedures 

1-M0974 

1-M0978 

1-M0982 

1-90990 

One  procedure  per  lifetime 

1-90992 

2-M0260 

2-M0261 

2-21630 

2-21632 

2-21633 

2-27080 

2-31360 

2-31365 

2-31367 

2-31368 

2-31420 

2-38100 

2-41140 

2-41145 

2-42140 

2-42820 

2-42821 

2-42825 

2-42826 

2-42830 

2-42831 

2-42835 

2-42836 

2-43110 

2-43111 

2-43115 

2-43120 

2-43620 

2-43625 

2-44150 

2-44155 

2-44950 

2-44955 

2-44960 

2-45110 

2-47600 

2-47605 

2-47610 

2-47620 

2-48155 

2-48160 

2-51057 

2-51575 

2-51580 

2-51585 

2-51590 

2-51595 

2-51597 

2-54125 

2-54130 

2-54135 

2-55651 

2-56625 

2-56630 

2-56636 

2-56641 

2-56685 

2-57110 

2-57530 

2-57540 

2-57545 

2-57550 

2-5-7555 

2-57556 

2-58150 

2-58152 

2-58200 

2-58210 

2-58240 

2-58260 

2-58265 

2-58267 

2-58270 

2-58275 

2-58280 

2-58285 

2-60240 

2-60252 

2-60254 

2-60520 

2-61548 

2-60550 

2-60555 

2-61546 

Skilled  Nursing  Facility 

Two  first  week,  one  per  week  thereafter 

1-90340 

1-90350 

1-90360 

1-90370 

Telephonic  Pacemaker  Monitoring 

One  per  calendar  month 

5-93733 

5-93736 
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spending  to  a development  letter,  physicians  should  stress  how 
the  particular  service  in  question  meets  the  criteria  in  the  car- 
rier manual. 

Limitations  on  visits 

Screens  that  place  quantitative  limitations  on  visits  (for  ex- 
ample, four  office  and/or  emergency  room  visits  per  month ) 
generally  apply  to  the  total  number  of  visits  a patient  may  have 
before  a development  letter  is  sent,  not  the  number  of  visits 
any  one  physician  provides.  In  practical  terms,  this  means  that 
at  the  time  of  service,  the  physician  cannot  be  sure  whether 
the  claim  will  trigger  a screen  at  Medicare.  Because  of  the  un- 
predictability of  such  denials,  the  Texas  Medical  Association 
recommends  that  nonparticipating  physicians  consider  asking 
the  patients  to  sign  a waiver  accepting  responsibility  for  pay- 
ment if  Medicare  ultimately  denies  the  claim. 

Downcoding 

In  recent  discussions  with  TMA  representatives,  officials  said 
Medicare  will  consider  paying  for  comprehensive  visits  more 
frequently  than  the  one  per  carrier  history  period  noted  on  the 
chart.  A carrier  history  period  is  the  period  for  which  a record 
of  the  patient’s  claims  is  available  on  the  carrier’s  computer, 
generally  between  15  and  27  months. 

A second  comprehensive  claim  can  be  paid  when  the  onset 
of  an  acute  illness  or  condition  has  necessitated  a new  patient 
history;  the  new  history  should  be  documented  in  the  claim. 

Concurrent  care 

Finally,  where  multiple  physicians  have  been  involved  in  the 
treatment  of  a single  patient,  the  carrier  may  raise  the  issue  of 
concurrent  care.  In  many  instances,  concurrent  care  issues  can 
be  resolved  through  appropriate  coding  of  claims  by  subspe- 
cialists. In  particular,  endocrinologists,  oncologists,  rheumatolo- 
gists, hematologists,  and  infectious  diseases  specialists  can 
identify  their  specialties  to  the  carrier  through  the  use  of  an 
X6  modifier  following  the  procedure  code.  Where  applicable, 
use  of  the  modifier  is  likely  to  clarify  a specific  physician’s  ex- 
pertise and  to  facilitate  payment  for  all  physicians  involved  in 
the  patient’s  care. 

The  Texas  Medical  Association  encourages  nonparticipating 
physicians  to  consider  asking  patients  to  sign  waivers  when  the 
physician  has  cause  to  believe  that  Medicare  is  likely  to  deny 
payment  for  medically  necessary  services. 

A waiver  form  that  contains  a checklist  of  the  most  common 
reasons  for  “medically  unnecessary”  denials  is  available  from 
the  association’s  Department  of  Health  Care  Financing,  1905  N 
Lamar  Blvd,  Austin,  TX  78701. 


“Look  To  Us  First  For  A Career” 

The  Texas  Department  of  Corrections  is  seeking  full  time  physicians  to 
work  in  our  progressive  Correctional  Health  Care  Program,  TDC 
operates  twenty-nine  (29)  adult  correctional  units  accredited  by  the 
National  Commission  on  Correctional  Health  Care. 

Unit  Physicians  ....  $60,000  to  $79,500 

Physiatrist  to  $90,000 

(part  time  contract  work  available) 

Psychiatrist  $98,304  to  $108,304 


Candidates  must  hold  acurrent  license  to  practice  medicine  in  the  State 
of  Texas.  Base  salary  depends  on  credentials,  experience,  and  spe- 
cialty. Excellent  benefit  package  that  includes  housing  allowance  and 
incentive  bonus.  If  you  are  interested  in  joining  a challenging,  expand- 
ing and  rewarding  medical  staff,  please  send  curriculum  vitae  to: 


Texas  Department  of  Corrections 
P.O.  Box  99,  Medical  Personnel 
Huntsville,  Texas  77342 
409/294-2755 

Equal  Opportunity  Employer  M/F 


TDC 


Texas  Department 
Of  Correetions 


Wiedicine  in  Xmiterature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1989  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,035  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477-6704. 


In  the  TMA  Library 

AIDS  in  Texas:  Facing  the  Crisis.  Austin,  Legislative  Task  Force 
on  AIDS,  1989. 

Appenzeller  O (ed):  Sports  Medicine.  Fitness,  Training  Inju- 
ries, ed  3.  Baltimore,  Urban  & Schwarzenberg,  1988. 

Auerbach  PS,  Geehr  EC  (eds)-.  Management  of  Wilderness  and 
Environmental  Emergencies,  ed  2.  St  Louis,  CV  Mosby,  1989. 

Avery  ME,  First  LR  {eds).  Pediatric  Medicine.  Baltimore, 
Williams  & Wilkins,  1989. 

Barash  PG,  Cullen  BF,  Steolting  RK  (eds):  Clinical  Anesthesia 
Philadelphia,  JB  Lippincott,  1989. 

Boudoulas  H,  Wooley  CF;  Mitral  Valve  Prolapse  and  the 
Mitral  Valve  Prolapse  Syndrome.  Mount  Kisco,  NY,  Futura 
Publishing,  1988. 

Chiaramonte  LT,  Schneider  AT,  Lifshitz,  F:  Food  Allergy.  A 
Practical  Approach  to  Diagnosis  and  Management  New 
York,  Marcel  Dekker,  1988. 

i 

Collu  R,  DucharmeJR,  Guyda  HJ  {eds):  Pediatric  Endocrinol- 
I ogy,  ed  2.  New  York,  Raven  Press,  1989. 

Coulson  WF  (ed):  Surgical  Pathology,  ed  2,  vols  1-2.  Phila- 
delphia, JB  Lippincott,  1988. 

Dressier  DP,  Hozid  JL,  Nathan  P:  Thermal  Injury.  St  Louis,  CV 
i Mosby,  1988. 

Elias  EG:  CRC  Handbook  of  Surgical  Oncology.  Boca  Raton, 
Fla,  CRC  Press,  1989. 

Feldstein  PJ:  Health  Care  Economics,  ed  3.  New  York,  John 
Wiley  & Sons,  1988, 

Fletcher  GF  (ed):  Exercise  in  the  Practice  of  Medicine,  ed  2. 
Mount  Kisco,  NY,  Futura  Publishing,  1988. 

Flye  MW:  Principles  of  Organ  Transplantation.  Philadelphia, 
WB  Saunders,  1989. 


Greenspan  A:  Orthopedic  Radiology.  A Practical  Approach. 
Philadelphia,  JB  Lippincott,  1988. 

Johnson  KA:  Surgery  of  the  Foot  and  Ankle.  New  York,  Raven 
Press,  1989. 

Kapoor  S:  Bulimia.  A Program  for  Friends  and  Family  Mem- 
bers. Springfield,  111,  Charles  C Thomas,  1988. 

Kelley  WN  (ed):  Textbook  of  Internal  Medicine,  vols  1-2. 
Philadelphia,  JB  Lippincott,  1989. 

Kotoski  GM:  CPT  Coding  Made  Easy.  Willowbrook,  111,  Medical 
Administration  Publications,  1988. 

Matson  JL  (ed):  Handbook  of  Treatment  Approaches  in  Child- 
hood Psychopathology.  New  York,  Plenum  Press,  1988. 

McDermott  WV  Jr  (ed):  Surgery  of  the  Liver.  Boston,  Blackwell 
Scientific  Publications,  1989. 

Nora  JJ,  Fraser  FC:  Medical  Genetics:  Principles  and  Practice, 
ed  3.  Philadelphia,  Lea  & Febiger,  1989. 

Pennington  JE  (ed):  Respiratory  Infections:  Diagnosis  and 
Management,  ed  2.  New  York,  Raven  Press,  1989. 

Perez-Sabido  J:  Spanish -English  Handbook  for  Medical  Profes- 
sionals, ed  3.  Oradell,  NJ,  Medical  Economics  Books,  1989. 

Plog  BA  (ed):  Fundamentals  of  Industrial  Hygiene,  ed  3.  Chi- 
cago, National  Safety  Council,  1988. 

Robertson  JH,  Clark  WC  (eds):  Lasers  in  Neurosurgery. 

Boston,  Kluwer  Academic  Publishers,  1988. 

Roenigk  RK,  Roenigk  HH  Jr  (eds):  Dermatologic  Surgery’.  Prin- 
ciples and  Practice.  New  York,  Marcel  Dekker,  1989. 

Scrignar  CB:  Post-Traumatic  Stress  Disorder.  Diagnosis,  Treat- 
ment, and  Legal  Issues,  ed  2.  New  Orleans,  Bruno  Press,  1988. 

Swaiman  KF:  Pediatric  Neurology.  Principles  and  Practice, 

vols  1-2.  St  Louis,  CV  Mosby,  1989.  S^l 
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ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
loseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Relnbere.  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

lames  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  7702S;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behayioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OE  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 


713  528-1916  214  692-7011 

CAT  scan;  EEG;  EMC;  Eyoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Di  rector 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

).  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
loan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 

DIplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT;  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


MEDICLINICS,  HOUSTON 

Eamily,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Eannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 

Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  411B,  Dallas  75246 


Texas  Medical  Association  Directory 


Representing  the  Profession 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Texas  Medicine 


DERMATOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas, 

Texas  75231;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis, 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


TMA  Student  Loan  Program 


. . . Another  service  of  your  association 


ENDOCRINOLOGY 

ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 

THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W,  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dalias,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 

GASTROENTEROLOGY 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


PARK  PLAZA  GASTROENTEROLOGY  ASSOCIATES 

1200  Binz,  Suite  775,  Houston,  Texas  77004;  713  522-1788 

Cl  Endoscopy,  Laser  Abalation  of  Cl  Tumors 
Percutaneous  Endoscopic  Gastroscopy  (PEC) 

Vericeal  Sclerosis.  Full  Upper  and  Lower  Cl 
Endoscopy,  Polypectomy  and  Laparoscopy 

Frieder  Wuerth,  MD,  FRCP(C),  President 


Mark  your  calendar  for  future 
TMA  meetings: 

Annual  Session,  May  10-14, 1989 — Fort  Worth 

Fall  Leadership  Conference,  September  16,  1989— Austin 

Interim  Session,  November  17-18,  1989 — Austin 
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HAND  SURGERY 


INFECTIOUS  DISEASES 


L LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


ALLAN  R.  KELLY,  MD 
KAREN  S.  JURGENSEN,  MD 

Infectious  Diseases 

929  College  Avenue,  Fort  Worth,  Texas  76104 

Telephone  817  334-0003 

Twenty-four  Hour  Number  817  927-6100 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Caston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-05S1 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 


St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blyd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  90S; 
WILLIAM  J.  VAN  WYK,  MD,  PA  Dallas,  Texas  75231;  214  369-7596 


Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


WEST  HOUSTON  HAND  CENTER,  PA 
Neal  R.  Reisman,  MD,  EACS 
Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 
7S15  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 
12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 
7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


join  TEXPAC 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Dayis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


HOTLINE 


1-800-234-7272  (In  Austin,  call  469-9543) 

Get  current  information  on  health  and  medical 
legislation  before  the  Texas  Legislature.  The  brief 
recorded  message  is  updated  each  weekday  at  10:30  am. 

A service  of  the  Texas  Medical  Association  Department  of  Public 
Relations,  in  cooperation  with  the  Division  of  Public  Affairs. 


. . One  strong  voice 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77030:  713  790-0540 
DIplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director — 713  790-0540 
DIplomate  American  Board  of  Nuclear  Medicine 


OCCUPATIONAL  MEDICINE 


ERIC  G.  COMSTOCK,  MD 

DIplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blyd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  S41-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  C.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Aye.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

DIplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  8inz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Cranek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ARTHUR  M.  CLEMENTS,  MD 
Surgery  & Diseases  of  the  Eye 

Diplomate  American  Board  of  Ophthalmology 

211  Medical  Drive,  Suite  1,  Fredericksburg,  Texas  78624 
512  997-6535 


ORTHOPEDIC  SURGERY 


L.  Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  Jr.,  MD 

Wynne  M.  Snoots,  ME)  Richard  D.  Schubert,  MD 

R.  Stephen  Curtis,  MD  John  A.  Baker,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 
Orthopedic  Surgery 
A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Schoiz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 
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ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

)ohn  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 


Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


ARTHRITIS  SURGICAL  CENTER 

Specializing  in  Joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 

Cecil  M.  Christensen,  MD 

Board  Certified 


OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  PA,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 

FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 
Raymond  A.  Faires,  MD,  FACS 
Larry  E.  Reaves,  MD 

Aesthetic,  Plastic,  Reconstructive,  Hand  & Microsurgery 

800  8th  Ave.,  Suite  606,  Fort  Worth,  Texas  76104 
817  335-4752,  817  332-9441,  817  335-4755 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


PHYSICAL  MEDICINE  & REHABILITATION 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Hispanic  Program 
Neuromuscular 

Accredited  by:  Joint  Commission 
Commission  on  A 

Patient  Services  Coordinator:  713 


Sports  Arts  Center 
Pain  Management 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Cerebral  Palsy 
Neurophysiology 

Accreditation  of  Hospitals 
iditation  of  Rehabilitation  Facilities 

'-5922  or  in  Texas  1 -800-44REHAB 


TMA  HealthWise  Series 


Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 


patients.  Care  for  every  phase  of 
resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 


burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


. . . Another  service  of  your  association  TMA  Forum  OH  Mcdicsl  ISSU6S 

. . . Another  service  of  your  association 


Texas  Medicine 


PSYCHIATRY 


RADIATION  ONCOLOGY 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN;  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy- irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 


Inpatient  and  Outpatient  Services  for  Adult,  Child  and 
Adolescent,  Substance  Abuse,  Short-Term,  ACCEL,  and 
Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee,  MD 
Tom  C.  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Joseph  P.  Caspar!,  MD 
David  J.  Korman,  MD 
Jerry  M.  Lewis,  III,  MD 

P.O.  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  75228 


Ruth  A.  MarDock,  MD 
Charles  C.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
Catherin  A.  Roberts,  MD 
Tony  Romack,  MD 
Larry  C.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 
Paula  Dobbs-Wiggins,  MD 


214  381-7181 
1-800-426-4944 


Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 
Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
‘Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services: 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 
Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for 
Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Cary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 


Art  Mirzatuny,  MD 
)ohn  L,  Peake,  MD 
Rebecca  M.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood,  MD 
John  M.  Zimburean,  MD 


Representing  TMA's  legislative  views 


, . . Another  service  of  your  association 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center, 
Medical  City,  The  Irving  Hospital  & Trinity  Medical  Center 
Phone  214  247-1150 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Aye.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  |.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  WFieatland  Road,  #60,  Dallas,  Texas  75211 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual 
Dysfunction,  Laser  Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $48.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 
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Texas  Medicine 


This  physician’s  services  go  beyond  the 
examining  room.  He  operates  a clinical  labora- 
tory as  part  of  his  office  that  helps  him  provide 
quality  care  to  his  patients.  Now  thanks  to  the 
AMA,  he  can  continue  to  do  so. 

A provision  of  the  1987  Omnibus  Budget 
Reconciliation  Act,  scheduled  to  take  effect  on 
January  1, 1990,  imposes  such  rigid  laboratory 
requirements  on  small  labs  in  physicians’  offices 
that  most  of  these  offices  would  be  forced  to  close 
their  labs.  Patients  and  physicians  would  no  longer 
benefit  from  the  timely  and  convenient  testing 
these  labs  provide. 

While  the  AMA  has  always  supported  the  goal 
of  improved  quality  control,  we  are  concerned 
that  this  Act’s  restrictions  could  seriously  reduce 
patient  access  to  valuable  medical  services.  That’s 


why  we  helped  develop  and  shape  the  Clinical 
Laboratory  Improvement  Amendments  of  1988, 
which  set  appropriate  laboratory  safeguards  with 
minimal  federal  involvement,  and  why  we  were 
instrumental  in  their  passage.  Through  our  support 
of  this  legislation,  the  AMA  has  helped  to  ensure 
quality  lab  work  without  closing  the  100,000 
physician  office  laboratories  across  the  country. 

We  didn’t  do  it  alone.  The  support  of  our  entire 
membership  gave  us  the  strength  to  accomplish 
our  goal  and  keep  physician  labs  accessible  to 
our  patients. 

Our  members  make  a difference. 

If  you’re  already  a member,  we  need  your 
continued  support.  If  you’re  not,  JOIN  TODAY 
Call  T800-AMA-1452.  In  Illinois,  call  collect, 
312-645-4783. 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 


Classified  Advertising 
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OPPORTUNITIES  AVAILABLE 


Academic/Government 

Wanted — Dallas  metro  area  physicians  who  have  a 
current  valid  license  to  practice  medicine  in  any 
state,  to  help  with  military  pre-enlistment  physicals. 
Full-time  position  pays  $36,899  to  $45,367  with 
government  benefits.  Additional  annual  bonus  of  up 
to  $11,000  may  be  available,  depending  on 
seniority  and  years  of  commitment  for  the  position. 
Contact  Major  Solvey  at  214  421-1312. 

The  City  of  Beaumont,  Texas  is  now  accepting 
resumes  from  qualified  applicants  for  the  position 
of  Health  Authority/Medical  Director,  to  assume 
responsibility  for  the  City's  Community  Health 
Clinic.  Interested  applicants  contact  Kelvin  S.  Moul- 
ton, Personnel  Officer,  City  of  Beaumont,  P.O.  Box 
3827,  Beaumont,  Texas  77704. 

Physician  with  Texas  license  needed  to  practice  gen- 
eral medicine  at  Student  Health  Center.  Forty-hour 
week,  Monday-Friday.  Minimal  call  duty.  Fringe 
benefits.  Contact  Sheila  Meyer,  Adm.,  University  of 
North  Texas  Health  Center,  P.O.  Box  5158,  Denton, 
Texas  76203.  817  565-2331.  Equal  Opportunity/ 
Affirmative  Action  Employer. 

Board  certified  eligible  internist,  family  practitioner, 
neurologist,  or  pediatrician  to  join  two  physicians 
and  psychiatrist  at  medium  size  state  school  serving 
persons  with  mental  retardation.  Texas  license  re- 
quired. State  malpractice  coverage.  Base  salary 
$70,288  plus  augmentation  pay.  Contact  Personnel 
Director,  San  Antonio  State  School,  P.O.  Box  14700, 
San  Antonio,  Texas  78214,  512  532-9610. 

The  Department  of  Family  Practice  at  The  Univer- 
sity of  Texas  Medical  School,  Houston  has  immed- 
iate opening  for  faculty  positions.  We  encourage 
applications  from  residency  trained,  board  certified 
family  physicians  who  desire  to  engage  in  duties 
including  teaching,  research,  and  direct  patient  care 
in  an  established  family  practice  department  with 
graduate  and  undergraduate  programs.  Interested 
applicants  should  submit  credentials  and  curriculum 
yitae  to  Harold  T.  Pruessner,  MD,  Department  of 
Family  Practice,  7600  Beechnut,  Houston,  Texas 
77074.  The  University  of  Texas  is  an  equal  oppor- 
tunity employer.  Women  and  minorities  are  en- 
couraged to  apply. 

Staff  Psychiatrist — Opening  for  staff  psychiatrist  in 
jCAH  and  Medicare  accredited  hospital.  Salary  up 
to  $98,000  for  board  certified  psychiatrist  and  up  to 
$82,000  for  board  eligible  psychiatrist,  depending 
on  qualifications.  Patient  average  census  415.  15 
member  medical  staff  includes  7 psychiatrists  and 
2 neurologists.  Excellent  location  in  the  Texas  Hill 
Country,  one  hour  from  San  Antonio.  Good  fringe 
benefits.  Must  have  current  Texas  license.  Call  or 
write  Thomas  L.  Hardee,  MD,  Clinical  Director, 
Kerrville  State  Hospital,  721  Thompson  Dr.,  Kerr- 
ville,  Texas  78028;  512  896-2211,  Ext.  108.  An 
EEO/AAP  employer. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  oart-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1525  Merrimac  Circle,  Suite  107,  Port 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston. 
Texas  77248;  713  861-7942. 

Texas,  Houston— Full-fime  emergency  center  posi- 
tions now  available.  Opportunity  tor  career-minded 
emergency  physicians  to  ioin  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  aboye  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 


Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACES 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 


EPA,  an  expanding  Emergency  Physi- 
cian Group  is  seeking  physicians  in  the 
following  specialties:  Emergency  Medi- 
cine, Family  Practice,  Internal  Medicine, 
and  General  Surgery.  We  offer  an  op- 
portunity to  demonstrate  your  skills  in  a 
variety  of  settings  throughout  Central, 
East/Central,  and  Southern  Texas. 

We  offer  excellent  opportunities  for  staff 
and  directorship  positions  with  lucrative 
compensation  and  paid  malpractice  in- 
surance. Call  EPA  at  1 -800-999-3728, 
or  send  your  CV  to: 

Amy  A.  Schafers,  Physician  Recruiter 
Emergency  Physicians  Associates 
8700  Crownhill  Road,  Suite  600 
San  Antonio,  Texas  78209 
512/822-9811 


Texas;  Dallas/Fort  Worth  and  East  Texas — -Full-time 
positions  available  with  EmCare,  a progressive  phy- 
sician-oriented group  committed  to  excellence  in 
emergency  medicine.  Opportunities  include  staff 
and  directorship  positions,  in  high-volume.  Level  I 
Trauma  Centers,  as  well  as  smaller  community  hos- 
pitals. We  offer  very  desirable  geographic  locations 
including  the  Dallas/fort  Worth  area.  East  Texas, 
Amarillo,  and  Austin.  Competitive  compensation 
rates  range  from  $85,000  to  $150,000  annually. 
Positions  available  for  both  part-time  and  full-time 
emergency  medicine  physicians.  Positions  are  also 
available  for  primary  care  physicians  in  clinic  set- 
tings. Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204  or  call  collect  214 
823-6850,  out  of  state  1-800-527-2145. 

Urgent  need  for  BC/BP  emergency  physician  to  staff 
Level  II  ED  and  attached  walk-in  clinic  in  San 
Angelo.  Abundant  outdoor  recreation  areas,  four 
year  university,  stable  economy.  30%  annual 
growth,  excellent  back-up,  new  physical  plant. 
Above  average  income  with  rapid  progression  to  full 
partnership.  Call  David  Herbert,  MD,  FACEP,  at 
915  949-5111. 

Texas,  McAllen:  Director  and  staff  positions  are 

available  at  our  newest  clinic  hospital  in  Texas. 
Community  of  McAllen  is  located  in  the  beautiful 
Rio  Grande  Valley  and  only  a one  hour  driye  from 
South  Padre  Island.  Modern,  new,  well-equipped, 
293-bed  facility  has  a moderate  ED  yolume  with 
potential  for  growth.  Annual  reimbursement  ranges 
from  $111,000  to  $135,000,  depending  upon  posi- 
tion, occurrence  malpractice  insurance  offered,  al- 
lowance for  relocation,  professional  dues,  and  CME 
expenses.  Director  also  receives  health  benefits, 
and,  after  12  months,  participation  in  a 401 K plan. 
Director  required  to  be  board  certified  in  emergen- 
cy medicine;  staff  physicians  board  qualified  or 
board  prepared  in  emergency  medicine.  Por  com- 
plete details,  contact  Dan  Patton,  Spectrum  Emer- 
gency Care,  P.O.  Box  27352,  St.  Louis,  MO  63141; 
1-800-325-3982,  extension  3042. 

Texas,  Austin — Needed  physician(s)  full-time,  part- 
time,  weekends  and  occasionally  weekdays  to  staff 
a free  standing  urgent  care  center.  Remuneration 
commensurate  with  experience.  Send  CV  and  appli- 
cation request  to  Matthew  Vail,  MD,  Medical  Di- 
rector, Austin  Medicenter,  6343  Cameron  Road, 
Austin,  Texas  78723. 


Northeast  Texas — Seeking  permanent  director  and 
full  time  emergency  room  staff  physicians  for  200- 
bed  regional  hospital.  Attractice  community  of 
27,000  (service  area  150,000)  with  strong,  diversified 
economy.  Excellent  schools;  many  social  and  rec- 
reational actiyities.  Contact:  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117- 
8102;  817  595-1128. 


Family/General  Practice 

Family  Practitioner  Needed — Excellent  opportunity 
to  practice  medicine  in  the  rapidly  growing  north- 
east area  of  San  Antonio.  Competitiye  salary.  Reg- 
ular hours.  Paid  vacation.  If  interested,  send  a CV 
and  contact  Live  Oak  Medical  Clinic,  8210  Pat 
Booker  Road,  San  Antonio,  Texas  78233,  512  653- 
8989. 

Locum  Tenens — BC/BE  needed  in  family  medicine. 

Guaranteed  up  to  40  hours  in  a growing  family 
practice  clinic.  Excellent  working  conditions;  insur- 
ance paid  and  housing  proyided.  Contact  Nancy 
Bloomfield,  4010  College,  Suite  200,  Beaumont, 
Texas  77707;  409  842-9449. 

Central  Texas — Solo/Partnership.  Board  certified  FP 
desires  BE/BC  family  physician  interested/trained  in 
OB.  Community  of  6,000,  seryice  area  of  30,000, 
located  in  the  scenic  woodlands  of  Central  Texas, 
111  miles  south  of  Dallas,  101  miles  north  of 
Houston.  Great  place  to  raise  a family.  Income 
guarantee  and  other  financial  assistance.  Direct  in- 
quiry to:  Carol  Siemers,  HCA,  P.O.  Box  24347, 
Nashville,  TN  37202,  or  call  1-800-251-2561  or  615 
320-2798. 


Need  a good  doctor? 
“Call  P.R.N.” 


□ locum  tenens 

□ short-term  □ long-term 

□ illness  □c.m.e.  □vacation^^^ 

□ solo  □group  □office 
□hospital  □ambulatory  care 

□ rural  □small  town  ■ 

□big  city  H 

(staff  positions  also  open 
0V  for  qualified  physicians) 

— -w- 

PRN,  Ltd.  Physician  Staffing 
Temporary  & Permanent  Placement 
1000  N.  Walnut  St.,  Suite  B 
New  Braunfels,  Texas  78130 


1-800-531-1122 

toll-free  information... no  obligation 


mmm 


A PRN 
Company 


— physician  owned,  established  1982  — 


Two  board  certified  family  physicians  seek  third 
associate  for  busy  practice  in  West  Texas  com- 
munity. Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucratiye  financial  situa- 
tion. Excellent  for  pilot  physician.  For  information, 
without  cost  or  obligation,  contact:  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117-8102;  817  595-1128. 


Texas  Medicine 


Texas  community  of  8,000  (trade  area  16,000)  seeks 
two  BC  FPs  to  establish  FP  group.  Now  hospital 
under  construction.  Community  has  sound  econo- 
my; good  schools;  airport.  Generous  incentive 
package  including  income  guarantee,  relocation, 
office  space,  more.  Contact:  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117- 
8102;  817  595-1128. 

General  practice  available  in  scenic  lake  area  of 
Texas  Hill  Country.  Recreational  mecca  within  one 
hour  of  Austin.  Established  practice  with  a proven 
capability  to  generate  good  income  in  desirable 
community.  Contact:  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 

A variety  of  group,  associate  and  solo  family  prac- 
tice opportunities  available  in  urban,  suburban  and 
rural  settings  in  Texas  and  Oklahoma.  Competitive 
incentive  packages  offered  to  qualified  candidates. 
For  Information,  without  cost  or  obligation,  contact: 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117-8102;  817  595-1128. 

Central  Texas — Excellent  FP/CP  private  practice  op- 
portunity. Various  options  and  settings  available. 
Guaranteed  income  and  expense  package.  "Texas- 
Friendly"  small  community.  20  miles  from  100,000 
population  center  with  major  university.  80  miles 
from  Dallas.  Moderate  climate  and  great  quality  of 
life.  Good  medical  staff  with  progressive  49-bed 
ICAHO  accredited  hospital.  Box  478,  West,  Texas 
76691;  817  826-7000. 

Southwest — Fast  growing  community  needs  a fam- 
ily physician.  Growth  pattern  of  area  diversified 
both  recreational-industrial.  All  financial  and  tran- 
sitional help  available  from  the  serving  medical 
center.  Call  sharing  with  other  family  practice  phy- 
sicians in  the  community.  OB  optional.  Financial 
security  assured  due  to  area's  growth.  Please  reply 
to  Ad-721,  TEXAS  MEDICINE,  1801  North  Lamar 

Blvd.,  Austin,  Texas  78701. 

Well  established  reputable  multispecialty  clinic  is 

seeking  a family  practice  physician,  preferably 
American  graduate.  Clinic  located  in  a thriving 
industrialized  area  30  minutes  from  Houston  and 

15  minutes  from  Galveston.  Close  proximity  to 

excellent  educational  facilities,  universities,  colleges 
and  recreational  areas.  May  begin  immediately,  ex- 
cellent salary,  income  proportional  to  effort.  Please 
forward  C.V.  or  contact  Dr.  Faus,  Beeler-M^nc^ke 
Clinic,  P.O.  Box  3333.  Texas  City,  Texas  77592- 

3333;  409  948-8521  (Collect). 


BRYAN/COLLEGE  STATION 

Join  this  highly  respected  ambula- 
tory health  center  in  dynamic  cen- 
tral Texas  city  with  over  100,000 
population.  Guaranteed  base  sal- 
ary plus  incentives.  Contact; 

Paul  Roquet,  MD 
1712  S.W.  Parkway 
College  Station,  Texas  77840 
409  696-0683 


Internal  Medicine 

Five  American  trained,  BC  internists  seek  compatible 
associate  for  busv  grouo  practice  in  Texas  com- 
munity of  100.000  + . Office  adjacent  to  modern 
250-bed  hospital.  Excellent  call  arrangement,  salary 
and  benefits.  Full  associate  status  in  second  year. 
Contact:  Physician  Resource  Network.  P.O.  Box 

37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Established  practice  available  in  exclusive  Dallas 
neighborhood.  Average  (annual)  net  collections 
$335  + K.  Loval  patient  base.  Retiring  ohvsician  will 
introduce.  Financing  available  to  qualified  candidate. 
Contact:  Physician  Resource  Network.  P.O.  Box 

37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Internal  Medicine  Texas — 90  minutes  North  East  of 
Dallas.  Nice  size  community.  Doctor  returning  to 
school.  Sale/associate  leading  to  purchase.  Beautiful 
office.  Excellent  net.  Cary  Clinton,  214  327-7765. 


Obstetrics /Gynecology 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded. American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips.  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 
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OBG  Opportunity — Board  certified  or  eligible  OBG 
to  join  another  OBG  in  a clinic  of  15  mullispecialty 
physicians.  Competitive  first  year  salary  with  paid 
expenses  and  relocation  allowance.  Please  send  CV 
to  Pam  Shuttlesworth,  Malone  and  Hogan  Clinic, 
1501  West  1 Uh  Place,  Big  Spring,  Texas  79720. 

Fort  Worth — Partnership.  Board  certified  OBG  de- 
sires BE/BC  counterpart  to  assist  with  demanding 
practice.  Last  year  practice  approximated  278  births, 
100  C-scctions  and  120  CYN  cases,  with  30  patient 
office  visits  daily.  Utilize  modern,  progressive  260- 
bed  acute  care  facility  with  women's  center,  inclu- 
sive of  fertility  center.  Excellent  financial  package 
with  partnership  after  first  year.  Direct  inquiry  to: 
Carol  Siemers.  HCA,  P.O.  Box  24347,  Nashville,  TN 
37202,  1-800-251-2561  or  615  320-2798. 

Excellent  OB/FP  private  practice.  Guaranteed  in- 
come package.  Small,  friendly  community  close  to 
major  metropolitan  areas.  jCAHO  accredited  hos- 
pital. Box  478,  West,  Texas  76691. 

Dallas:  OB/GYN,  CIGNA  Healthplan,  Inc.,  one 
of  the  nation's  largest  investor-owned  health  main- 
tenance organizations,  is  seeking  an  OB/CYN  to 
join  the  Dallas  Plan.  For  the  exceptionally  qualified 
physician,  we  offer:  Paid  malpractice,  generous 
vacation  and  educational  leave,  predictable  sched- 
ule, competitive  compensation,  excellent  health 
benefits  and  a company  matched  401K  retirement 
savings  plan.  For  confidential  consideration,  send 
your  CV  to  Carolyn  Pabich,  Dept.  OB/CYN,  CIGNA 
Healthplan  of  Texas,  Inc.,  P.O.  Box  542588,  Dallas, 
Texas  75354-2588,  or  phone  214  401-5303.  CIGNA 
Healthplan  of  Texas,  Inc.  Equal  Opportunity  Em- 
ployer, M/F/V/H. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  In  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 

Orthopedic  surgeon  to  join  two  established  ortho- 
pedic surgeons  within  a well  established  and 
expanding  multispecialty  group  in  a choice  rural 
area  of  Central  Texas.  Salary  with  incentive  bonus 
opportunity,  excellent  benefits.  Independent  fee- 
for-servlce  24-physician  group  with  drawing  area  of 
100,000  + . Send  CV  or  call  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park,  Bren- 
ham,  Texas  77833,  or  call  during  weekdays  1-800- 
333-6153  or  nights  409-836-4104. 

Orthopedic  surgeon  for  private  practice — Guaran- 
teed income  package.  Small,  friendly  community 
close  to  metropolitan  areas.  Box  478,  West,  Texas 
76691. 

Orthopedic  Surgeons — Texas  Gulf  Coast — An  attrac- 
tive financial  and  recruitment  package  will  be  pro- 
vided to  an  orthopedic  surgeon  in  a new  med-cal 
office  building  next  to  our  191-bed  hospital  in  Bay- 
town.  Immediate  referrals  will  be  forthcoming. 
Baytown,  pop.  60,000,  is  located  lust  20  miles 
southeast  of  Houston.  For  more  information,  send 
your  CV  to:  Manager,  Professional  Relations,  Dept. 
11-5A,  P.O.  Box  1438,  Louisville,  KY  40201-1438. 


Pediatrics 

Northeast  Texas — Three  board  certified  general 
pediatricians  seek  fourth  associate  for  busy  group 
practice  in  attractive  NE  Texas  community.  Strong, 
diversified  economy;  excellent  schools.  Many  social 
and  recreational  opportunities.  Modern  hospitals. 
Shared  call,  good  benefits,  early  partnership.  Con- 
tact: Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Pediatrics:  Fort  Worth.  Highly  desirable  private 
practice  is  currently  available.  Well  established  with 
over  3,600  active  charts.  Minutes  away  from  500  + 
bed  hospital  with  5.500  deliveries.  The  practice  pro- 
duces an  exceptional  income.  Good  call  arrange- 
ment. Generous  introduction  available.  Staff  will 
stav.  If  des-red.  Contact  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


Psychiatry 

Psychiatrist — new  position  in  expanding  medical 
services  division  of  a community  mental  health 
center.  Requires  Board  Eligible  or  Board  Certified 
and  Texas  license.  A base  salary  of  $73,000,  higher 
considering  experience  and  certification.  Fringe 
benefit  package  of  23%  plus  administrative  and 
malpractice  liability  coverage.  El  Paso  has  more 
days  of  sunshine  than  any  city  in  the  U.S.  Our 
average  daily  high  temperature  in  lanuary  is  57 
degrees;  average  nightly  low  temoerature  in  luly  is 
70  degrees.  Mountain  resorts  with  skiing  and  fish- 
ing are  two  hours  away.  A culturally  diverse  major 
metropolitan  area,  El  Paso  has  a population  of 
over  500.000.  Bilingual  Spanish /English  required. 
For  more  information  call  or  write  W.  M.  Smith, 
Personnel  Director,  Life  Management  Center.  P.O. 
Box  9997,  El  Paso.  Texas  79990;  915  594-1069. 


Radiology 

BE/BC  radiologist  needed  for  locum  tenens  in 
Laredo,  Texas.  Full  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Radiologist — Part-time  position  available.  No  spe- 
cials or  MRl.  Ideal  for  semi-retirement  in  resort/ 
retirement  area  in  South  Texas  on  Mexican  border 
near  Gulf  of  Mexico.  Contact  Max  Roeder,  MD, 
1315  E.  6th  Street,  Weslaco,  Texas  78596. 

Northeast  Texas — Three  American  trained,  board 
certified  diagnostic  radiologists  seek  fourth  associate 
for  group  practice  in  attractive,  family  oriented 
community.  Many  social  and  recreational  oppor- 
tunities. Full  scope  of  services  including  MRl  and 
angiography.  Good  salary  and  benefits;  early  part- 
nership. Contact:  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117-8102;  817 

595-1128. 

General  Radiologist — Rapidly  growing  mullispecialty 
clinic  in  Austin,  Texas,  has  a position  available  for 
a general  radiologist  with  special  procedures  ex- 
pertise. Competitive  salary.  Send  inquiries  and  cur- 
rent CV  to  James  W.  Moyle,  MD,  Department  of 
Radiology,  Austin  Diagnostic  Clinic,  P.O.  Box  4975, 
Austin,  Texas  78765. 

Diagnostic  Radiologist — Gulf  Coast  Region,  to  ioin 
solo  radiologist  at  105  bed  hospital.  Contact  Richard 
Allison.  MD,  Alice  Physicians  and  Surgeons  Hos- 
pital. 300  E.  3rd  St.,  Alice,  Texas  78332,  512  664- 
4376,  XUS. 

Retiring  radiologist  wishes  to  sell  office  including 
CGR  Senographe  Mammography  and  Diasonics 
Ultrasound  with  Doppler  for  routine,  carotid,  and 
echo.  No  real  estate.  Practice  includes  four  hos- 
pitals. Excellent  volume.  Minimal  travel.  John  E. 
Griffin.  MD,  Vernon,  Texas  76384.  Evenings  817 
552-7404. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  mullispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 


PRIVATE  PRAQICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Cod  1-800-2844560 

Houston.  785-3722  Reuben 

or  send  CV:  11140  Westheimer  R r o n S t e i n 

Suite  144  

Houston,  TX  77042  &.  Associates 


Permanente  Medical  Association  of  Texas — Rapidly 
expanding,  multispecialty  prepaid  group  practice  in 
Dallas/Fort  Worth  seeking  BE/BC  physicians:  allergy, 
anesthesiology,  dermatology,  family  practice,  gastro- 
enterology, general  surgery,  internal  medicine,  neu- 
rology, OBG.  oncology,  ophthalmology,  orthopedics, 
otolaryngology,  pediatrics,  psychiatry,  radiology, 
vascular  surgery,  urology.  Extensive  benefit  package. 
Send  CV  or  contact  Medical  Director,  Permanente 
Medical  Association  of  Texas,  12720  Hillcrest,  Suite 
600,  Dallas,  Texas  75230;  214  458-5015.  Equal  op- 
portunity employer. 
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We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  John  Smith,  Locum  Tenens.  Inc.  (A 
Division  of  Jackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT9,  Atlanta,  CA  30346, 
telephone  1-800-544-1987. 


Arizona-based  physician  recruitment  firm  has  qual- 
ity opportunities  nationwide.  Available  positions  in 
primary  care  and  surgical  specialties  to  include 
OBG,  IM,  FP,  ORS,  ENT.  "(Quality  Physicians  for 
Quality  Clients  Since  1972."  Call  602  990-8080;  or 
send  CV  to  Mitchell  & Associates,  Inc.,  P.O.  Box 
1804,  Scottsdale,  AZ  85252. 


Family  or  internal  medicine  physician  needed  for  a 
satellite  clinic  affiliated  with  a well-established,  ex- 
panding multispecialty  group  in  a choice  rural  area 
of  Central  Texas.  Salary  with  incentive  bonus  oppor- 


tunity,  excellent  benefits.  Independent  fee-for- 
service.  24-physician  group  with  drawing  area  of 
100,0004-.  Send  CV  to  William  Schlotter,  Brenham 
Clinic  Association,  PA,  600  N.  Park,  Brenham, 
Texas  77833,  or  call  1-800-333-6153. 


ANESTHESIOLOGY 
FAMILY  PRACTICE 
OB/GYN 

ORTHOPEDIC  SURGERY 
PEDIATRICS 

Progressive  medical  center  30 
miles  north  of  Houston  offering 
outstanding  practice  opportunities. 
Relocation  amenities  include;  in- 
come guarantee,  rent  assistance, 
personnel  salary  assistance,  prac- 
tice management,  and  an  aggres- 
sive marketing  program  to  aid  in 
building  practice  clientele. 

For  consideration  call 
1-800-635-0187  or  send  CV  to: 

Jackie  Rowles,  Director 
Physician  Recruitment 
Charter  Regional  Medical  Center 
300  E.  Crockett 
Cleveland,  Texas  77327 


EXJCHARTER  REGIONAL 
■iilMEDICAL  CENTER 

IB]  A Charier  f^ical  Facility 


Immediate  need  for  general  surgeon.  Guaranteed 
salary  with  bonus  incentiye  plan,  malpractice, 
health  insurance,  relocation  expenses  in  benefit 
package.  Partnership  with  five  family  practitioners. 
Cross  coverage  with  general  surgeon  in  the  im- 
mediate area.  Enjoy  a subtropical  climate  on  the 
Texas  Gulf  Coast.  Location  is  attractive  to  those 
who  enjoy  outdoor  sports.  Reply  to  L.  Stefanutti, 
2926  Lazy  Lake,  Harlingen,  Texas  78550;  512  428- 
5747. 

Malone  and  Hogan  Clinic  is  currently  in  need  of  a 
CRNA  to  join  our  multispecialty  group.  We  offer 
generous  salary,  paid  malpractice,  life  and  health 
insurance,  and  a profit  sharing  plan.  The  anesthe- 
tist will  rotate  call  and  cover  an  out-patient  clinic 
and  a 153-bed  hospital  with  general  anesthesia.  If 
interested  please  contact  Pam  Shuttlesworth,  1501 
W.  11th  Place,  Big  Spring,  Texas  79720-4199,  or 
call  915  267-6361,  ext.  336. 

Physicians  Wanted  Nationwide — Major  cities  in 
rural  communities.  Cardiology,  ENT,  family  practice, 
infernal  medicine,  OBC,  psychiatry,  radiology,  ex- 
cellent quality  of  life,  excellent  compensation,  etc. 
Reply  with  CV  to  Medical  Support  Services,  8806 
Baicones  Club  Dr.,  Austin,  Texas  78750;  office  512 

2Q2  331-4164;  24  hour  FAX  512  331-6741. 

Allergist — Established  pediatric  and  adult  allergy 

practice  available  for  assumption  in  major  metro- 
politan area  of  northeast  Texas.  For  information, 
without  cost  or  obligation,  contact:  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117-8102;  817  595-1128. 

Gastroenterologist — Two  busy  gastroenterologists 
seek  third  associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefit  package,  and 
early  partnership.  Modern  hospitals.  Attractive  com- 
munity with  strong,  diversified  economy;  excellent 
schools.  Many  social  and  recreational  opportunities. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

General  Surgeon — Texas  community  of  8,000  (ser- 
vice area  16,000)  seeks  general  surgeon.  New  hos- 
pital under  construction.  Shared  call.  Community 
has  sound  economy;  good  schools,  airport.  Gen- 
erous incentive  package  including  income  guaran- 
tee, relocation,  office  space,  more.  Contact: 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117-8102;  817  595-1128. 


How  many  times  have  you 
reluctantly  declined  dinner  with 
friends  because  of  professional 
commitments? 

The  EmQuest  concept  can  free 
you  from  time-consuming 
responsibilities. 

Enjoy  a week,  a year  or  a 
career  with  the  flexibility  and 
benefits  of  the  locum  tenens 
lifestyle. 

Let  EmQuest  show  you  how 
you  can  have  more  special 
time  for  yourself,  your  family 
and  friends. 

EmQuest 

3310  Live  Oak  Street  LB-10 
Dallas,  Texas  75204 
(214)  823-6850 
(800)  527-2145  USA 

A subsidiary  of  EmCare,  Inc. 


Neurologist — Seeking  BE/BC  neurologist  for  asso- 
ciate practice  (or  solo  sharing  call)  with  recently 
trained  neurologist.  Modern  hospitals.  Attractive, 
family  oriented  community  in  NE  Texas;  strong, 
diversified  economy;  excellent  schools.  Many  social 
and  recreational  opportunities.  Generous  incentive 
package.  Contact:  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117-8102;  817  595- 
1128. 

Pulmonologist — Five  American  trained,  board  certi- 
fied internists  seek  compatible  pulmonology  asso- 
ciate for  group  practice  in  Texas  community  of 
100,000-f.  Office  adjacent  to  modern  250-bed  hos- 
pital. Shared  call,  good  salary  and  benefits.  Full 
associate  status  in  second  year.  Contact:  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117-8102;  817  595-1128. 

Specializing  in  Texas — A variety  of  group,  associate 
and  solo  practices  in  urban,  suburban  and  rural 
settings.  Emergency  medicine,  allergy,  cardiology, 
gastroenterology,  general  surgery,  internal  medicine, 
neurology,  neurosurgery,  OB,/CYN,  orthopedic  sur- 
gery, pediatrics,  pulmonary  medicine  and  diagnostic 
radiology.  Our  clients  offer  competitive  incentive 
packages.  If  you  want  to  practice  where  there  is  a 
legitimate  need  for  your  services,  and  where  you 
will  be  supported  by  the  existing  medical  com- 
munity, please  call  us.  Inquiries  are  handled  con- 
fidentially. Comprehensive  information  available 
from  people  who  care  about  your  personal  and 
professional  needs.  Physician  Resource  Network, 
P.O.  Box  37102,  Port  Worth,  Texas  76117-8102; 
817  595-1128. 

Urologist  for  private  practice.  Guaranteed  income 
package.  Small,  friendly  community  close  to  metro- 
politan areas.  Box  478,  West,  Texas  76691. 

Texas  Medicos,  P.A.,  Houston,  Dallas,  & North 
Texas — Medical  Directorships  and  staff  positions 
available  in  attractive  metropolitan  and  rural  areas 
of  Texas.  Locations  include  Sherman,  Wichita  Falls, 
Palestine,  and  several  openings  in  the  Greater 
Dallas  and  Houston  areas.  Medicus  offers  attractive 
compensation  packages  with  many  positions  offer- 
ing fee-for-service.  Annual  compensations  range 
from  $90, 000-$1 44,000.  Other  benefits  are  paid  pro- 
fessional liability  insurance  and  the  availability  of 
medical  insurance.  For  further  information,  please 
contact  Lori  Clay,  Recruiter,  Texas  Medicus,  P.A., 
4514  Cole  Ave.,  Suite  804,  Dallas,  Texas  75205; 
1-800-446-0607  or  214  522-9591. 

Positions  available  immediately  throughout  United 
States  for  all  specialities.  Send  CV  or  contact  Ballard 
& Associates,  Consultants,  Barnett  Regency  Tower, 
Suite  710,  9550  Regency  Square  Blvd.,  Jacksonville, 
Florida  32205.  904  724-4488,  Fax  904  725-6335. 

South  Texas  Multispecialty  Group — 10  physician 
group  in  San  Antonio.  Excellent  practice  opportuni- 
ties for  BC/BE  physicians:  OBG,  pediatrics,  FP. 
Well-established  25  year  old  practice  rapidly  ex- 
panding into  multispecialty  group  due  to  increased 
patient  base.  Design  award-winning  new  facility 
offering  complete  lab,  x-ray,  family  practice,  general 
surgery,  cardiology,  PM&R,  and  ophthalmology  ser- 
vices already  established.  Texas  licensed  and  Medi- 
care certified  out-patient  surgery  center  on  site. 
Enlarging  present  facility  and  will  open  satellite 
office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  administra- 
tive and  staff  support,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  out-patient 
and  hospital  practice.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneural  in- 
terest in  practice  desirable.  Tremendous  growth 
potential.  Send  CV  references  and  current  photo  to 
Robert  A.  Payne,  Administrator,  Conzaba  Medical 
Croup,  720  F’leasanton  Road,  San  Antonio,  Texas 
78214. 


OPPORTUNITIES  SOUGHT 

OBG — US  graduate  with  Texas  residency  in  OBG. 
Board  certified  and  fellow  in  ACOC  with  14  years 
experience  seeking  a practice  locale.  Prefer  associa- 
tion or  partnership  with  other  OBC  or  clinic  with 
coverage.  Contact  Dick  Cunningham,  MD  after  6 
pm,  713  376-9062. 

OBG  board  certified  Fellow  ACOC  seeking  Texas 
relocation.  615  766-0219  or  615  766-0009. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Marquette  Stress  Systems — Model  #3500  and  Model 
"Case,"  Del  Mar  Stress  System  Model  #3100, 
Siemens  Siremobil  2 C-Arm,  Phillips  BV-22,  C-Arm, 
QBCs,  QBC  lls,  Olympus  sigmoidoscopes,  Ritter 
procto  tables,  Sequoia-Turner  900,  Kodak 
Ektachems,  Autoclaves  and  much,  much  more. 
Please  call  for  photos  and  prices.  Inventory  lists 
sent  by  writing  or  by  phoning  Medexchange,  Inc., 

Texas  Medicine 


a 


3021  Carmel  St.,  Dallas,  Texas  75204,  USA;  214 
824-5040,  214  023-9428  FAX.  In  Houston,  713  568- 
0306. 

Do  you  have  control  of  your  silver?  The  SUNLODE 
Electrolytic  Silver  Recovery  unit  Rives  you  that  con- 
trol. Fully  automatic  and  self  draining.  Designed  for 
small  and  large  facilities.  Call  or  write,  Texas  Med- 
ical Croup,  422  W,  Mistletoe  #1,  San  Antonio, 
Texas  78212,  512  732-8151.  Authorized  Sunlode 
Corporation  Dealer. 


Practices 

Gynecology,  Dallas  County — Solo  practice  for  sale. 
Seller  semi-retiring  and  leaving  slate.  This  15-|- 
year  old  practice  will  require  a purchaser  with 
clinical  experience  and  financial  stability.  Obstetrics 
can  be  reinstated.  Attractive  three  year  old  facility 
for  sale  with  practice.  Yearly  collections  low  $200s. 
Good  transition  available.  Contact  Lewis  Health 
Profession  Services,  214  437-1180. 

El  Paso — Exceptional,  well  established,  low  pressure 
family  practice  with  excellent  demography  in  prac- 
tice area.  Grossed  $105,000-1-  in  1988.  Priced  at 
$75,000  including  all  equipment,  leasehold,  and 
practice.  Outstanding  opportunity  for  second  office 
or  beginning  practitioner.  Contact  Simmons  and 
Associates,  Inc.,  710-B  Belvidere,  El  Paso,  Texas 
79912,  915  833-3814, 


BUSINESS  AND  FINANCIAL 
SERVICES 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 

Attorney — representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  contracts;  profes- 
sional associations;  partnerships;  and  leases.  Robert 
|.  Ratcliffe,  1104  Nueces,  Suite  4,  Austin,  Texas 
78701;  512  477-2335.  (Fully  licensed  attorney  in 
Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 

Selling  your  practice?  We  offer  on-site  appraisals, 

practice  brokerage,  physician  recruiting,  and  part- 
nership buy-in  services.  We  can  help  you  make  the 
right  decisions.  For  a free  brochure,  call  or  write 
Practice  Dynamics,  Dept.  T,  P.O.  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911. 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office, 
or  214  238-7129. 

Immigration  problems?  Contact  the  law  offices  of 
G.  Wellington  Smith,  PC,  702  Colorado,  Suite  102, 
Austin,  Texas  78701.  Board  certified.  Immigration 
and  Nationality  Law,  Texas  Board  of  Legal  Special- 
ization. 

Attorney — experienced  in  representation  of  phy- 
sicians in  professional  matters,  including  hearings 
before  the  Texas  Board  of  Medical  Examiners  and 
contracts  of  employment  with  HMO;  related  mat- 
ters. Law  Office  of  Marceline  Lasater,  Suite  363, 
5806  Mesa,  Austin,  Texas  78731.  512  454-2222. 
Licensed  by  Texas  Supreme  Court;  Not  certified  as 
to  specialty. 

Stock  of  Metro  Med,  Inc.  Lender  wishes  to  fore- 
close lien  against  4,000  shares  of  Metro  Med,  Inc., 
a Texas  Corporation,  by  selling  such  to  highest  cash 
bidder  or  bidders.  Contact  H.  Gaylon  Boyd  at 
512  478-1607  or  write  to  Mr.  Bovd  at  P.O.  Box 
1525,  Austin,  Texas  78767,  by  not  later  than  May  15, 
1989.  Lender  reserves  right  to  reject  any  and  all 
bids. 


CONTINUING  EDUCATION 

1989  CME  Cruise/Conferences  on  Medicolegal 

Issues  and  Risk  Management — Caribbean,  Mexico, 
Alaska/Canada,  China/Orient,  Scandinavia/Russia, 
Mediterranean,  Black  Sea,  Trans  Panama  Canal. 
Approved  for  24-28  CME  Category  1 credits  (AMA/ 
PRA)  and  AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compliance 
with  IRS  requirements.  Information:  International 
Conferences,  189  Lodge  Avenue,  Huntington  Station, 
NY  11746.  1-800-521-0076  or  516  549-0869. 
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MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $45.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $80.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Your  Gift 
Could 
Produce  a 
Doctor, 

A Lawyer,  OR 
A King. 

So  many  United  Negro 
College  Fund  graduates  go 
on  to  make  royal  contribu- 
tions to  society. 

But  they  can't  do  it  with- 
out your  contribution. 

By  keeping  tuitions  low, 
the  United  Negro  College 
Fund  helps  send  thousands 
of  deserving  students  to  42 
private,  predominantly  black 
colleges. 

Please.  Give  generously 
to  the  United  Negro  College 
Fund.  This  country  needs 
another  King. 

Give  TO  THE 

United  Negro  College  Fund. 

A Mind  is  aTerrible  Thing  to  Waste. 


Continuing  Education  directory 


COURSES 


JUNE 
Cancer 
June  23,  1989 

NURSING  RESEARCH  UPDATE  1989.  Clark  Clinic  Bldg  Auditorium, 
M.D.  Anderson  Cancer  Center.  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Shirley  Roy,  Conference  Services,  Box  131,  M.D.  Anderson  Cancer 
Center,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Cardiovascular  Disease 

June  7-9,  1989 

ADVANCED  ECHOCARDIOGRAPHY  AND  DOPPLER  ULTRASOUND 
1989.  Sheraton  Harbor  Island  East,  San  Diego.  Fee  8410  members  of 
the  American  College  of  Cardiolog>’,  8475  non-members  of  ACC,  8310 
residents  and  fellows.  Category’  1 , AMA  Physician’s  Recognition  Award; 
21  hours.  Contact  the  American  (College  of  Cardiology,  Extramural  Pro- 
grams, Dept  5080,  Washington,  DC  20061-5080  ( 1-800)  253-4636 

June  8-10,  1989 

CARDIOLOGY  FOR  THE  CLINICIAN.  Hyatt  Lake  Tahoe  Resort  and 
Casino,  Incline  Village,  Nev.  Fee  8315  members  of  American  College  of 
Cardiology',  8380  non-members  of  ACC,  8200  residents  and  fellows. 
Category  1,  AMA  Physician's  Recognition  Award;  15.5  hours.  Contact 
American  College  of  Cardiology',  Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  ( 1-800)  253-4636 

June  26-28  1989 

6TH  ANNUAL  STRESS  AND  THE  HEART:  BEHAVIORAL  AND  ENVI- 
RONMENTAL INFLUENCES/ADVANCES  IN  DIAGNOSIS  AND  MANAGE- 
MENT. Jackson  Lake  Lodge,  Grand  Teton  National  Park,  Moran,  Wyo. 
Fee  8290  members  of  the  American  College  of  Cardiology',  8355  non- 
members of  ACC,  Category'  1,  AMA  Physician's  Recognition  Award;  14 
hours.  Contact  the  American  College  of  Cardiology',  Extramural  Pro- 
grams, Dept  5080,  W'a,shington,  DC  20061-5080  ( 1-800)  253-4636 

June  26-30,  1989 

TWO-DIMENSIONAL  ECHOCARDIOGRAPm’  AND  CARDIAC  DOP- 
PLER: 5TH  ANNUAL  CORE  CURRICULUM  AND  SELF  ASSESSMENT. 
Buena  Vista  Palace,  Walt  Disney  World,  Lake  Buena  Vista,  Fla.  Fee  8495 
members  of  the  American  College  of  Cardiology,  8595  non-members 
of  ACC,  8350  residents  and  fellows.  Category  1,  AMA  Physician's  Rec- 
ognition Award;  27.5  hours.  Contact  the  American  College  of  Cardiol- 
ogy.  Extramural  Programs,  Dept  5080,  Washington,  DC,  20061-5080 
~ (1-800)253-4636 


Correctional  Health  Care 

June  8-9,  1989 

4TH  annual  gulf  coast  correctional  health  care  CON- 
FERENCE. William  Levin  Hall,  The  LIniversity  of  Texas  Medical  Branch, 
Galveston,  Tex.  Fee  880.  Category  1,  AMA  Physician’s  Recognition 
Award;  10  hours.  Contact  Gayle  Norris,  Office  of  Continuing  Educa- 
tion, J-34,  UT  Medical  Branch,  7101  Shearn  Moody  Plaza,  Galveston, 

TX  77550-2782  (-109  ) 761-2934 

Critical  Care  Medicine 


try  Hotel,  San  Diego.  Fee  8550  members  of  American  College  of  Chest 
Physicians,  8625  nonmembers  of  ACCP;  8325  physicians-in-training. 
Category  1 , AMA  Physician’s  Recognition  Award;  30  hours.  Contact 
American  College  of  Chest  Physicians,  PO  Box  93826,  Chicago,  IL 
60673  (312)  698-2200 

Emergency  Care 

June  5—9,  1989 

COMPREHENSIVE  REVIEW  AND  UPDATE  IN  EMERGENCY  MEDI- 
CINE: CARDIOVASCULAR  AND  PULMONARY.  Hotel  Nikko,  San 
Francisco.  Fee  8575  members  of  American  College  of  Emergency  Phy- 
sicians, 8660  nonmembers  of  ACEP,  8345  residents.  Category  1,  AMA 
Physician’s  Recognition  Award;  38  hours.  Contact  the  American  Col- 
lege of  Emergency  Physicians,  Public  Relations  Dept,  PO  Box  619911, 
Dallas,  TX  75261-9911  (214)  550-0911 

June  8-10,  1989 

MARKETING  THE  EMERGENCY  DEPARTMENT,  Lafayette  Hotel, 
Boston.  Fee  8465  members  of  the  American  College  of  Emergency 
Physicians,  8570  nonmembers  ACEP,  8325  residents.  Category  1,  AMA 
Physician’s  Recognition  Award;  25  hours.  Contact  the  American  Col- 
lege of  Emergency  Physicians,  Public  Relations  Dept,  PO  Box  619911, 
Dallas,  TX  75261-9911  (214)  550-0911 

June  10,  1989 

ANATOMY  OF  CRITICAL  PROCEDURES  IN  EMERGENCY  MEDICINE. 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Sonnier,  Presbyterian 
Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214) 
696-8458 

June  12-14,  1989 

MANAGEMENT  STRATEGIES  IN  EMERGENCY  MEDICINE.  Hyatt  Re- 
gency, Burlingame  (San  Francisco).  Fee  8460  members  of  American 
College  of  Emergency  Physicians,  8565  nonmembers  of  ACEP,  $320 
residents.  Category  1,  AMA  Physician’s  Recognition  Award;  25  hours. 
Contact  the  American  College  of  Emergency  Physicians,  Public  Rela- 
tions Dept,  PO  Box  619911,  Dallas,  TX  75  26 1 -99 1 1 ( 2 1 4 ) 5 50-09 1 1 

Ethics 

June  30-July  1,  1989 

EUTHANASIA;  AN  OLD/NEW  DILEMMA  FOR  PHYSICIANS.  San  Fran- 
cisco. Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  hours 
TBA.  Contact  University  of  California,  Extended  Programs  in  Medical 
Education,  Rm  U-569,  San  Francisco,  CA  94143-0742  (415)  476-4251 

Family  Medicine 

June  3,  1989 

FAMILY  PRACTICE;  CLINICAL  ENCOUNTERS  1989.  The  University  of 
Texas  Southwestern  Medical  School,  Dallas.  Fee  $95.  Category  1,  AMA 
Physician’s  Recognition  Award;  7 hours.  Contact  Freddie  Heitman,  Di- 
vision of  Continuing  Education,  UT  Southwestern  Medical  School, 

5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

General  Medicine 

June  4—9,  1989 

THE  POWER  OF  THE  ART;  HUMANISM,  HEALING  AND  HEALTH 
CARE.  Poipu  Beach,  Kauai,  Hawaii.  Fee  $550.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  25  hours,  AAFP  prescribed.  Contact  David 
Elpern,  MD,  The  Kauai  Foundation  for  Continuing  Education,  PO  Box 
3650,  Lihue,  HI  96766  (808)  245-3351 


June  4-7,  1989 

EXAMINATION  REVIEW  COURSE;  CRITICAL  CARE.  Town  and  Coun- 


Texas  Medicine 


June  10,  1989 

HEART  FAILURE.  Westin  Hotcl  Cialleria,  Dallas.  Fee  S90  physicians, 

$S0  residents.  C'ategor^'  1 , AMA  Physician’s  Recognition  Award; 
hours.  Contact  Diane  Pitkin,  Canitinuing  Physician  Education,  St  Paul 
Medical  Center,  5909  Harr\'  Hines  Blvd,  Dallas,  TX  75235  (214) 
8‘'9-3"’89 

June  14-16,  1989 

ISSUES  IN  CARE:  THE  YOUNCi  PATIEN  T (BIR  I H TO  25  ).  South  Padre 
Island,  Tex.  Fee  S300.  (;ategor>'  1,  AMA  Physician's  Recognition  Award; 
12  hours.  Contact  Susan  latrson,  Scott  and  White  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (81'’)  ■'74-4083 

Internal  Medicine 

May  30-June  3,  1989 

12TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  Rm  D 1.600,  The 
University  of  Texas  Southwestern  Medical  School,  Dallas.  Fee  TBA. 
Category  1,  AMA  Physician’s  Recognition  Award;  45  hours.  Contact 
Ann  Parchem,  Continuing  Education,  UT  Southwestern  Medical  School, 
5323  Harty’  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

June  17,  1989 

CALCIUM  ANTAGONISTS  1989:  EMERGING  CONCEPTS  AND  FUTURE 
APPLICATIONS.  Hotel  Crescent  Court,  Dallas.  No  fee,  advance  registra- 
tion requested.  Category  1,  AMA  Physician’s  Recognition  Award;  3 
I hours.  Contact  Ann  Parchem,  Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235-9059  (214)  688-2166 

Obstetrics  and  Gynecology 

I June  1-4,  1989 

COMPREHENSIVE  WORKSHOP  IN  REPRODUCTIVE  SURGERY/ 
G’YNECOLOGICAL  MICROSURGERY,  lASER  TECHNIQUES,  AND 
OPERATIVE  LAPROSCOPY.  Margot  Perot  Building,  Presbyterian  Hospi- 
tal, Dallas.  Fee  8950  physicians,  $825  residents  and  fellows.  Category  1, 
AMA  Physician’s  Recognition  Award;  25  hours.  25  cognates.  Contact 
Sindi  Sonnier,  Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane, 
Dallas,  TX  75231  (214)  696-8458 

June  28-July  1,  1989 

WOMEN’S  HEALTH  CARE.  Santa  Fe,  NM.  Fee  $300.  Category  1,  AMA 
Physician’s  Recognition  Award;  14  hours.  Contact  Susan  Larson,  Scott 
and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

f Otolaryngology 

June  15-17,  1989 

MANAGEMENT  OF  EARLY  HEAD  AND  NECK  CANCER.  South  Shore 
Harbor,  League  City,  Tex.  Fee  $250.  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  1 4 hours.  Contact  Martha  Berlin,  Shearn  Moody  Plaza, 
Suite  7101,  Galveston,  TX  77550  (409)  761-2934 

Pediatrics 

I June  12-16,  1989 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Mariner’s  Inn,  Hilton  Head  Island,  SC.  Fee  $340  physicians, 
$240  non-Baylor  residents  and  fellows.  Category  1 , AMA  Physician’s 
Recognition  Award;  24  hours.  Contact  Lila  Lerner,  Baylor  College  of 
I Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

June  16-18,  1989 

26TH  ANNUAL  PEDIATRICS  FOR  THE  PRACTITIONER.  Radisson 
I Gunter  Hotel-Downtown,  San  Antonio,  Tex.  Fee  TBA.  Category  1 , AMA 
Physician’s  Recognition  Award;  1 5 hours.  Contact  the  University  of 
Texas  Health  Science  Center,  Continuing  Medical  Education  Office, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

( June  22-24,  1989 

t THE  1989  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE,  San  Luis 
Hotel,  Galveston,  Tex,  Fee  $275.  Category  1,  AMA  Physician’s  Recogni- 
I tion  Award;  1 5 hours.  Contact  Gayle  Norris,  Shearn  Moody  Plaza,  Suite 
' 7101,  Galveston,  TX  77550  (409)  761-2934 


Radiology 
June  24-30,  1989 

CHALLENGE  89:  DEC.LSIONS  IN  IMA(ilN(i.  l.oiulon,  lingland.  Fee 
$495,  $395  students,  residents,  and  fellows.  Creilit  I’BA.  (atntaet  Bar 
bara  Silletto,  University  Imaging  A.s.sociated,  Los  Angeles  County  USC 
Medical  Center,  Box  66,  1 200  N State  St,  Los  Angeles,  CA  90033  (213) 
226-7245 


Urology 

June  21  — 24,  1989 

DIALOCiUES  IN  UROLOGY.  Orlando,  Fla.  Fee  $275  members  of  Ameri- 
can Urological  Association,  $375  nonmembers  of  ALIA.  Credit  TBA 
Contact  Kimberly  Ishee,  American  Urological  As.sociation,  6750  West 
Loop  South,  Suite  900,  Bellaire,  TX  77401  ( 713  ) 665  7500 

JULY 

Allergy 

July  21-22,  1989 

AMERICAN  IN-VITRO  ALLERGY/IMMUNOI.OGY  SOCIETY  ANNUAL 
PROGRAM.  Marriott  Hotel  and  Marina,  San  Diego.  Fee  $200  member 
of  Immunology  Society,  $250  nonmember  of  Immunology’  Society, 
medical  residents  fee  waived.  Category  1 , AMA  Physician’s  Reettgnition 
Award;  12  hours.  Contact  Betty  Kahler,  American  in-Vitro  Allergy/ 
Immunology  Society,  PO  Box  459,  I.ake  Jackson,  I X 77566  (409) 
297-5636 

Cardiovascular  Diseases 
July  13-15,  1989 

ADVANCES  IN  CARDIOLOGY.  Country  Inn  and  Conference  Center  at 
Jiminy  Peak,  Hancock,  Mass.  Fee  $295.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 5 hours.  AAFP  prescribed.  Contact  Berkshire 
Area  Health  Education  Center,  725  North  St,  Pittsfield,  MA  01201 
(413)  447-2417 

General  Medicine 

July  20-22,  1989 

SPECIAL  CHALLENGES  IN  GENERAL  MEDICINE.  Country  Inn  and 
Conference  Center  at  Jiminy  Peak,  Hancock,  Mass.  Fee  $295.  Category 
1,  AMA  Physician’s  Recognition  Award;  15  hours.  AAFP  prescribed. 
Contact  Berkshire  Area  Health  Education  Center,  725  North  St,  Pitts- 
field, MA  01201  (413)  447-2417 

Internal  Medicine 

July  28-29,  1989 

ECHOCARDIOLOGY  1989.  Presbyterian  Hospital,  Margot  Perot  Bldg, 
Dallas.  Pee  TBA,  Credit  TBA.  Contact  Sindi  Sonnier,  Continuing  Medi- 
cal Education,  Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane, 
Dallas,  TX  75231  (214)  696-8-168 

Obstetrics  and  Gynecology 

July  31 -August  2,  1989 

JACKSON  HOLE  SUMMER  SYMPOSIUM  ON  WOMEN’S  HEALTH  CARE 
Teton  Village,  Wyo.  Pee  $200.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  12  hours.  Contact  Charles  Lox,  MD,  Dept  of  OB/GYN, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock,  T'X  79-130 
(806)743-2349 

Sports  Medicine 

July  7-8,  1989 

7TH  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDl 
CINE.  San  Luis  Hotel,  Galveston,  Tex.  Fee  $150.  Category  1,  AMA  Phy- 
sician’s Recognition  Award;  1 5 hours.  Contact  Gayle  Norris,  Office  of 
Continuing  Education,  J-34,  UT  Medical  Branch,  7101  Shearn  Moody 
Plaza,  Galveston,  TX  77550-2782  (409)  761-2934 
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AUGUST 

Cancer 

Aug  19,  1989 

CANCER:  PREVENTION  AND  EARLY  DETECTION.  Westin  Hotel-Gal- 
leria, Dallas.  Fee  890  physicians,  850  residents.  Category’  1,  AMA  Physi- 
cian’s Recognition  Award;  7 hours.  Contact  Diane  Pitkin,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3789 

Cardiovascular  Disease 

Aug  28-30,  1989 

1 5TH  ANNUAL  TUTORIALS  IN  THE  TETONS;  NEW  PROCEDURES 
AND  PERCEPTIONS  IN  CARDIOLOGY.  Jackson  Lake  Lodge,  Grand 
Teton  National  Park,  Moran,  Wyo.  Fee  8290  members  of  the  American 
College  of  Cardiology',  8355  non-members  of  ACC.  Category  1,  AMA 
Physician’s  Recognition  Award;  14  hours.  Contact  the  American  Col- 
lege of  Cardiology,  Extramural  Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800)  253-4636 

Pathology 

Aug  5-12,  1989 

9TH  ANNUAL  COMPREHENSIVE  FINE  NEEDLE  BIOPSY  COURSE. 
Westin  Hotel,  Kauai,  Hawaii.  Fee  8895.  Category  1,  AMA  Physician’s 
Recognition  Award;  25  hours.  Contact  the  University  of  California,  Ex- 
tended Programs  in  Medical  Education,  Room  U-569,  San  Francisco, 
CA  94 1 43-0742  (415)  476-425 1 

SEPTEMBER 


Urology 

Sept  22-24,  1989 

UROLOGIC  SURGICAL  TECHNIQUES.  San  Antonio,  Tex.  Contact  Kim 
Ishee,  6750  W Loop  South,  Suite  900,  Bellaire,  TX  77401  (713) 
665-7500 

OCTOBER 

Allergy 

Oct  6-7,  1989 

RESPIRATORY  ALLERGY  UPDATE.  The  University  of  Texas  Southwest- 
ern Medical  Center,  Dallas.  Contact  The  University  of  Texas  Southwest- 
ern Medical  Center,  Continuing  Education,  5323  Harry  Hines  Blvd, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235-9059  (214)  688-2166 

Oct  18-27,  1989 

ALLERGY  ABROAD — ITALY.  Padua,  Florence,  and  Rome,  Italy.  Contact 
Washington  University’  School  of  Medicine,  Office  of  Continuing  Medi- 
cal Education,  660  South  Euclid,  Box  8063,  St  Louis,  MO  63110 
( 1-800)  325-9862 

Cancer 

Oct  24-27,  1989 

42ND  ANNUAL  RESEARCH  SYMPOSIUM;  CELLULAR  AND  MOLECU- 
LAR TARGETS  OF  CANCER  THERAPY.  Houston.  Contact  Shirley  Roy, 
Conference  Services,  Box  131,  M.D.  Anderson  Cancer  Center,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

General  Medicine 


Cardiovascular  Disease 

Sept  20-23,  1989 

UPDATE  IN  CARDIOLOGY:  CARDIOVASCUIAR  BOARD  REVIEW.  In- 
dianapolis, Ind.  Contact  the  American  College  of  Cardiology,  Extra- 
mural Programs,  Dept  5080,  Washington,  DC  20061-5080  ( 1-800) 
253-4636 

Endocrinology 

Sept  21  -23,  1989 

DIABETES.  Houston.  Contact  Tamara  Greiner,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-4942 

General  Medicine 

Sept  24-27,  1989 

1 ITH  ANNUAL  PHARMACY  SYMPOSIUM.  Houston.  Contact  Shirley 
Roy,  Conference  Services,  Box  131,  M.D.  Anderson  Cancer  Center, 

1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Obstetrics  and  Gynecology 

Sept  16,  1989 

1 ITH  ANNUAL  SEMINAR  IN  OB/G’m.  Texas  Tech  University  Health 
Sciences  Center,  Lubbock,  Tex.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock,  TX  79430  (806)  743-2929 

1 06  Ophthalmology 

Sept  8,  1989 

CATARACT  1989.  Dallas.  Contact  Sindi  Sonnier,  Continuing  Medical 
Education,  Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane, 
Dallas,  TX  75231  (214)  696-8468 

Plastic  Surgery 

Sept  15-17,  1989 

FACIAL  FRACTURE  SURGERY:  AN  EDUCATIONAL  SYMPOSIUM.  The 
University  of  Texas  Southwestern  Medical  Center,  Dallas.  Contact  Ann 
Parchem,  UT  Southwestern  Medical  Center,  Division  of  Continuing 
Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 


Oct  28-29,  1989 

14TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR— AIDS.  Dallas.  Con- 
tact Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical 
Center.  5909  Harry’  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Internal  Medicine 

Oct  6-7,  1989 

MANAGEMENT  OF  VALVULAR  DISEASE.  Las  Colinas,  Tex.  Contact 
Sindi  Sonnier,  Continuing  Medical  Education,  Presbyterian  Healthcare 
System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214)  696-8468 

MRI 

Oct  2-6,  1989 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Houston.  Contact  Holly  Ford,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Neurology 

Oct  6,  1989 

MULTIPLE  SCLEROSIS  UPDATE  1989.  Houston.  Contact  Beverly  Os- 
terloh.  Conference  Coordinator,  The  University’  of  Texas  Medical 
School,  6431  Fannin,  MSB  G.104,  Houston,  TX  77030  (713)  792-5346 

Otorhinolaryngology 

Oct  7-8,  1989 

ENDOSCOPIC  SINUS  SURGERY/6TH  COURSE.  The  University  of  Texas 
Southwestern  Medical  Center,  Dallas,  Contact  Ann  Parchem,  UT  South- 
western Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Pediatrics 

Oct  6-7,  1989 

1 3TH  annual  PEDIATRIC  POSTGRADUATE  CONFERENCE.  Lubbock, 
Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)  743-2929 

Radiology 

Oct  27-29,  1989 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Dallas.  Contact  Dolly  Chris- 
tensen, Dept  of  Radiology,  The  University  of  Texas  Southwestern  Medi- 
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cal  Cxntcr,  S323  Harry  Hines  BIvcl,  Dallas,  TX  7^23“;  (2U)  590-8613 
or  (21-i)  688-2166 

NOVEMBER 

Cancer 

Nov  8-11,  1989 

33RD  ANNUAL  C1.1N1C;A1.  CONFERENCE:  HORMONE  PRODUCTION 
BY  END0C;R1NE  and  NONENDOCRINE  tumors.  Houston.  Contact 
Shirley  Roy,  Conference  Services,  Box  131,  M.D.  Anderson  Cancer 
Center,  1515  Holcombe  Blvd,  Houston,  TX  ^-030  ("13)  ‘’92-2222 

Obstetrics  and  Gynecology 

Nov  "-1 1,  1989 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/G5'N.  Dallas,  Con- 
tact June  Bovill,  Continuing  Education,  The  L'niversity  of  Texas  South- 
western Medical  Center,  5323  Harr\'  Hines  Blvd,  Dallas,  TX  "’5235 
(214)688-2166 

Pediatrics 

Nov  3-4,  1989 

PEDUTRICS  FOR  THE  PRACTITIONER:  2 3RD  ANNUAL  KENNETH 
HALTALIN  PEDIATRICS  SEMINAR,  Dallas,  Contact  June  Bovill,  Con- 
tinuing Education,  The  University  of  Texas  Southwestern  Medical  Cen- 
ter, 5323  Harrv’  Hines  Blvd,  Dallas,  TX  ‘^5235  (214)  688-2166 


TELECONFERENCE  NETWORK  OF  TEXAS 


Drug  Therapy  Update 

May  18,  1989 

NEW  DEVELOPMENTS  IN  THE  MANAGEMENT  OF  DIABETES.  Audio 
Teleconference  locations  and  other  Teleconference  Network  of  Texas 
member  sites.  No  fee.  Category  1,  AMA  Physician's  Recognition  Award; 
1 hour.  Contact  Teresa  Saad,  Teleconference  Network  of  Texas,  The 
University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284-7978  (512)  567-2700 

May  18,  1989 

RISK  REDUCTION— NEW  APPROACHES  PART  11,  Audio  Telecon- 
ference locations,  12:30  to  1:30  pm.  S75  for  five  people.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy  Dick,  Tele- 
conference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  ( 512 ) 
567-2695 

June  1,  1989 

CLINICAL  APPROACH  TO  GRAVE  DISEASE.  Audio  Teleconference  lo- 
cations, 12:30  to  1:30  pm.  S75  for  five  people.  Category  1,  AMA  Physi- 
cian's Recognition  Award;  1 hour.  Contact  Kathy  Dick,  Teleconference 
Network  of  Texas,  The  University’  of  Texas  Health  Science  Center, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512)  567-2695 

June  15,  1989 

APPRO'YED  AND  UNAPPROVED  USES  OF  IMMUNOGLOBULIN  PREPA- 
RATIONS. Audio  Teleconference  locations  and  other  Teleconference 
Networks  of  Texas  member  sites.  Fee  S40  Texas  Network  Location 
members,  S60  off-network  location  nonmembers.  Category  1 , AMA 
Physician's  Recognition  Award;  1 hour.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 

June  15,  1989 

MEDICAL  ETHICS  IN  DYING.  Audio  teleconference  locations,  12:30  to 
1:30  pm.  S75  for  five  people.  Category  1,  AMA  Physician's  Recognition 
Award;  1 hour.  Contact  Kathy  Dick,  Teleconference  Network  of  Texas, 
The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr, 

San  Antonio,  TX  78284-7978  ( 512)  567-2695 

June  29,  1989 

SJOGREN'S  SYNDROME.  Audio  teleconference  locations,  12:30  to  1:30 
pm.  S75  for  five  people.  Category  1,  AMA  Physician's  Recognition 


Award;  1 hour.  C.ontact  Ktithy  Dick.  I'elcconfercnce  Network  of  'Fexas, 
The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr, 

San  Antonio,  TX  "8284-79'’8  (512)  56'7.2695 

July  13,  1989 

DELIRIUM  IN  AfTJ'FE  CONFUSIONAl.  S'FA'l'ES.  Audio  teleconference 
locations,  12:30  to  1:30  pm.  S"5  for  five  people,  Ckitegory  1,  AMA  Phy- 
sician's Recognition  Award;  1 hour.  Cktntact  Kathy  Dick,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  ‘’703  Floyd  Curl  Dr,  San  Antonio,  FX  78284-7978  (512) 
567-2695 

July  20,  1989 

MONO  VERSUS  COMBINATION  ANTIBIOTIC  THERAPY.  Audio  Tele- 
conference locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  Fee  TBA.  Credit  TBA.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas.  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 

Aug  17,  1989 

CURRENT  TREATMENT  RECOMMENDATIONS  IN  ASTHMA.  Audio 
Teleconference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  No  fee.  Credit  TBA.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 

Sept  21,  1989 

MANAGEMENT  OF  GALLSTONE  DISEASE  WITH  URSODIOL.  Audio 
Teleconference  locations  and  other  Teleconference  Netw'orks  of  Texas 
member  sites.  Fee  TBA.  Credit  TBA.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association,  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian's Recognition  Award  w here  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  ( 512)  477-6704. 

JUNE 

BETTER  COLLECTIONS,  BILLING  AND  INSURANCE  METHODS— 2 

hours;  RECEPTION  AND  PATIENT  FLOW  TECHNIQUES— 2 hours 

June  7,  1989,  Dallas 

June  8,  1989,  Houston 

June  9,  1989,  Tyler 

June  21,  1989,  Austin 

June  22,  1989,  San  Antonio 

June  23,  1989,  Fort  Worth 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


May 

AMERICAN  ASSOCIATION  FOR  CANCER  RESEARCH  8TH  ANNLTAL 
MEETING,  San  Francisco,  May  24-27,  1989.  Contact  Adam  Blistein, 
American  Association  for  Cancer  Research,  530  Walnut  St,  10th  Floor, 
Philadelphia,  PA  19106  (215)  440-9,300,  Fax  (215)  440-9.313 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLOGISTS 
SCIENTIFIC  MEETING,  Atlanta,  May  21-25,  1989.  Contact  the  Ameri- 
can College  of  OB/GYN,  409  12th  St,  SW,  Washington,  DC  20024 
(202)638-5577 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIATION  ANNUAL  SCI- 
ENTIFIC MEETING,  Washington,  DC,  May  13-19,  1989.  Contact 
Charles  Slack,  Inc,  6900  Grove  Rd,  Thorofare,  NJ  08086  (609) 
848-1000 
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americ;an  geriatrics  society  annual  scientific  meeting, 

Boston,  May  11  — 14,  1989.  C,ontact  the  American  Geriatrics  Society, 

~^()  Lexington  Ave,  Ste  400,  New  York,  NY  10021  (212)  308-1414 

AMERICAN  PEDIATRIC  SURGICAL  ASSOCIATION  ANNUAL  MEETING, 
Baltimore,  May  28—31,  1989.  Ciontact  the  American  Pediatric  Surgical 
Association,  630  Sierra  Madre  Villa,  Ste  104,  Pasadena,  CA  91 107-2013 

AMERICAN  SOCIE  H'  OF  CLINICAL  ONCOLOGY  ANNUAL  MEETING, 
San  Francisco,  May  21  — 23,  1989.  Contact  the  American  Society  of 
Clinical  Oncology,  433  N Michigan,  Ste  1 "’I"’,  Chicago,  IL  6061 1 (312) 
6-r4-0828 

AMERK;AN  THORACIC  SOCIETV’  ANNUAL  SCIENTIFIC  MEETING, 
Cincinnati,  May  14—  I"",  1989.  Contact  the  American  Thoracic  Society, 

1 ■'40  Broadway,  New  York,  NY  1 00 19(212)31 3-8794 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRUMEN- 
TATION 24TH  ANNUAL  MEETING,  St  Louis,  Mo,  May  13-17,  1989. 
Contact  the  Association  of  the  Advancement  of  Medical  Instrumenta- 
tion, 3330  Wa.shington  Blvd,  Suite  -tOO,  Arlington,  VA  22201  (703) 
525-4890 

■TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION,  Fort  Worth, 
May  11-14,  1989.  Contact  Dale  Willimack,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  TX  ^8701  ( 3 1 2 ) 477-6704 

June 

4TH  INTERNATIONAL  INTERDISCIPLINARY  CONEERENCE  ON  HY- 
PERTENSION IN  BIACKS,  Nairobi,  Kenya,  June  28-July  2,  1989.  Con- 
tact the  International  Society  on  Hypertension  in  Blacks,  Inc,  69  Butler 
St,  SE,  Atlanta,  GA  30303(404)  389-3810,  Fax  (404)  688-3169 

3TH  INTERNATIONAL  CONFERENCE  ON  AIDS,  Montreal,  Canada, 

June  4-9,  1989.  Contact  Marie-Helene  Fox  (314)  874-1833  or  Patrick 
Gossage  (416)  366-8464 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE 
SURGERY  3TH  INTERNATIONAL  MEETING,  Toronto,  June  23-29, 
1989.  Contact  the  American  Academy  of  Facial  Plastic  and  Reconstruc- 
tive Surgery,  1 101  Vermont  Ave,  NW,  Ste  404,  Washington,  DC  20003 
(202)842-4300 

AMERICAN  MEDICAL  ASSOCIATION  ANNUAL  MEETING,  Chicago, 
June  18—22,  1989.  (arntact  the  American  Medical  Association,  333  N 
Dearborn  St,  Chicago,  IL  ( 312  ) 643-3000 

AMERICAN  ORTHOPAEDIC  ASSOCIATION  ANNUAL  SCIENTIFIC 
MEETING,  Colorado  Springs,  Colo,  June  12-15,  1989.  Contact  the 
American  Orthopaedic  Association,  222  S Prospect  Ave,  Park  Ridge,  IL 
60068  (312)  823-7186 

AMERICAN  RHEUMATISM  ASSOCIATION  ANNUAL  MEETING,  Cincin 
nati,  June  12—17,  1989.  Contact  the  American  Rheumatism  Associa- 
tion, 17  Executive  Park  Dr,  NE,  Atlanta,  GA  20329  (404 ) 633-3777 

AMERICAN  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS  SCIEN- 
TIFIC MEETING,  Toronto,  June  11  — 16,  1989.  Contact  the  American 
Society  of  Colon  and  Rectal  Surgeons,  800  E Northwest  Hwy,  Ste  1080, 
Palestine,  IL  60067  (312)  339-9 1 84 

CENTENNIAL  OF  JOHNS  HOPKINS  MEDICINE,  Johns  Hopkins  Univer- 
sity School  of  Medicine,  Baltimore,  June  7-11,  1989.  Contact  The 
Johns  Hopkins  Medical  Institutions  Centennial  Office,  550  N Broadway, 
Suite  1 100,  Baltimore,  MD  21203 

SOCIETY  OF  NUCLEAR  MEDICINE  ANNUAL  MEETING,  St.  Louis,  Mo, 
June  13—16,  1989.  Contact  the  Society  of  Nuclear  Medicine,  136 
Madison  Ave,  New  York,  NY  10016  (212)  889-0717 

JULY 

AMERICAN  IN  VITRO  ALLERGY/IMMUNOLOGY  SOCIETY  ANNUAL 
PROGRAM,  San  Diego,  July  21-22,  1989.  Contact  Betty  Kahler,  Ameri- 
can In-Vitro  Allergy/Immunology  Society,  PO  Box  459,  Lake  Jackson, 
TX  77566  ( 409 ) 297-3636  or  ( t09 ) 297-4069 


rsL  DO  YOU  KNOW 
Mv  A DOCTOR— 
% WHO  NEEDS 

% OUR  HELP? 

If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won’t 
you  give  us  an  opportunity  to  help?  (Strictly 
confidential  contacts  can  be  made  through  our 
HOTLINE.  Call  us  collect,  anytime.) 

HOTLINE— 512  477-5575 

TMA  Committee  on 
Physician  Health  & Rehabilitation 

Richard  L.  Weddige,  M.D.,  Lubbock, 

Chairman 
(806)  743-2800 

G.  Hulse  Wagner,  M.D.,  Wichita  Falls, 

Vice  Chairman 
(817)  322-1196 

Neal  H.  Gray,  M.D.,  San  Antonio 
(512)697-9792 

Adib  R.  Mikhail,  M.D.,  Houston 
(713)  440-4911 

Gretchen  L.  Megowen,  M.D.,  Dallas 
(214)  696-8227 

Thomas  H.  Allison,  M.D.,  Mabank 
(214)563-6452 

Edgar  P Nace,  M.D.,  Dallas 
(214)  381 -7181,  ext.  278 

J.R  Graves,  M.D.,  Marshall 
(214)938-1383 

Mark  J.  Wegleitner,  M.D.,  El  Paso 
(915) 779-5866 

Scott  Conard,  M.D.,  Dallas, 

Resident  Representative 
(214)  941-0877 

Misty  Dawn  Laughlin,  M.D.,  Temple, 

Alternate  Resident  Representative 

Mrs.  Lowell  Kepp,  Corpus  Christi, 

Auxiliary  Representative 
(512)854-0686 

Allan  McCorkle,  Lubbock, 

Student  Representative 
(806)  797-2229 

Sam  Colley,  Lubbock, 

Alternate  Student  Representative 
(806)  799-7615 


Texas  Medicine 


TMLT.  A DECADE  OF  SECURITY. 

TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  program^  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community.  . . providing  distinctive  liability  protection  for  Texas 
physicians. 

Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 
would  like  to  tell  you  more  about  our  cohcepts  of  medical  malpractice 


JSCOTT&WHITE 


Texas  A&M  University 
College  of  Medicine 


Issues  In  Care: 
The  ’feung  Patient 
Birth  to  25 


June  14  - 16,  1989 
Radisson  Resort 

South  Padre  Island 


Highlights  in 
W>men’s  Health  Care 

June  28  - July  1,  1989 

Eldorado  Hotel 

Santa  Fe,  New  Mexico 


For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical  Education, 
Scott  and  White,  Temple,  Texas  76508,  l-(817)-774-4073. 


Timberlawn  Psychiatric  Hospital 


ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 
•JCAH  Approved 


Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 


Our  temn  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 


information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 

Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessuer,  Houston,  Texas  77080  (713)  462-4000 


3310  Live  Oak  Street  LB-10,  Dallas,  Texas  75204 
(214)  823-6850  (800)  527-2145  USA 

A subsidiary  of  EmCare,  Inc, 


How  many  times  have  you  reluctantly 
declined  dinner  with  friends  because 
of  professional  commitments? 


Let  EmQuest  show  you 
how  you  can  have  more 
special  time  for  yourself, 
your  family  and  friends. 


The  EmQuest  concept  can  free 
you  from  time-consuming 
responsibilities. 


Enjoy  a week,  a year  or  a 
career  with  the  flexibility 
and  benefits  of  the 
locum  tenens  lifestyle. 
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IT  MAT  CHANGE  THE  WAT 
YOUR  PAHENTS  FEEL 
ON  ANTIHYPERTENSIVE 

THERAPY 


FOR  MANY  HYPERTENSIVE  PATIENTS 

START  WITH  ONCE-A-DAY 


VASOTEC 
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(ENALAPRIL  AAALEATE  MSD) 
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For  a Brief  Summary  of  Prescribing  Information, 
please  see  next  page  of  this  advertisement 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD) 


Contraindications:  VASOTEC*  (Enalapril  Maleale,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstrealedwithACE  inhibitors,  including  VASOTEC  Insuchcases.VASOTECshouldbepromptlydiscontinuedandthe 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  beenconlined  lothetaceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involveinent  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  he  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncompiicaled  hypertensive  patients  treated  with  VASOTEC  aione  Heart 
tailure  patients  given  VASOTEC  commonly  have  some  reduction  in  biood  pressure,  especially  with  the  lirsi  dose,  but 
discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMiNISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oiiguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart  tailure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  sail  intake  cautiously  before  initialing  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adiustmenis  (See  PRECAUTIONS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervisidn 
and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  ol  IrealmenI  and  whenever  the  dose  ot  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tali  in  biood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascuiar  accident 
if  excessive  hypotension  occurs,  the  patient  shouid  be  placed  in  supine  position  and.  it  necessary,  receive  an  intrave- 
nous infusion  ot  normal  saline,  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ot  VASOTEC, 
which  usually  can  be  given  without  difficuity  once  the  blood  pressure  has  stabilized  If  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeulropenialAgranulocytosis:  Another  ACE  inhibitor,  captoprii,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  Irequently  in  patients  with  renai  impairment,  especially  if  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insutticient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ot  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Renal  Function:  As  a consequence  ol  inhibiting  the  renm-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
tew  weeks  ot  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required. 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ol  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  pdtassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0,28%  ol  hypertensive  patients.  In  clinical  trials  in  heart  tailure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  tor  the  development  ot  hyperkalemia  include  renal  msutticiency  diabetes  mellitus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously  if  at  all.  with  VASOTEC.  (See  Drug  Inleraclions  ) 

Surgery! Anesthesia:  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients: 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  lollowing  the  lirst  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes.  lips,  longue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension.  Patients  should  be  cautioned  to  report  iightheadedness  especialiy  during  the  lirst  lew  days  ol  therapy.  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  of  reduction  in  fluid  volume.  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure;  patients  shouid  be  advised  to  consult  with  the  physician 

Hyperkalemia.  Patients  should  be  tdid  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  ot  infection  (e  g,,  sore  throat,  lever)  which  may  be 
a sign  ot  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sate  and  effective  use  ol  this  medication  It  is  not  a disclosure  ot  all  possible  adverse  or  intended 
etiects. 

Drug  Inleraclions 

Hypotension.  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ot  therapy  with 
enalapril.  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ot  treatment  with  enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hoursand  until  blood  pressure  has  stabilized  for  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  antihypertensive  efieci  ot  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents.  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g,,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  it  concomitant  use  of  these 
agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing ot  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 
VASOTEC. 

Lithium.  A few  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently. 


Pregnancy-  Category  C:  There  was  no  tetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats , 
given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ot  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters  ; 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleale,  MSD)  should  be  I 
used  during  pregnancy  only  it  the  potential  benefit  juslilies  the  potential  risk  to  the  fetus.  . 

Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  ot  '<C  enalapril  maleale  It  is  not  j 
known  whether  this  drug  is  secreted  in  human  milk.  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be ' 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pedialnc  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  including  over  1000  , 
patients  treated  tor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients. 

Hypertension.  The  most  trequenl  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%),  dizziness,] 
(4  3%).  and  fatigue  (3%), 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trialsi] 
were  diarrhea  (1 4%),  nausea  (1 4%).  rash  (1,4%),  cough  (1.3%),  orthoslatic  etiects  (1.2%),  and  asthenia  (1.1%) 

Heart  Failure.  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizziness, i 
(79%),  hypotension  (6.7%),  orthostatic  effects  (2.2%),  syncope  (2  2%),  cough  (2,2%),  chest  pain  (2.1%).  and  diarrhea; 
(21%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlied  and  uncon- , 
trolled  clinical  trials  were  fatigue  (1.8%),  headache  (1.8%),  abdominal  pain  (16%).  asthenia  (1.6%),  orthostatic  hypo- 1 
tension  (1 6%),  vertigo  (1.6%).  angina  pectoris  (1.5%),  nausea  (1,3%),  vomiting  (1.3%),  bronchitis  (1.3%),  dyspnea  i 
(1 3%),  urinary  tract  infection  (1 3%).  rash  (13%),  and  myocardial  intarction  (1,2%). 

Other  serious  clinicai  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category: 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  intarction,  rhythm  distur- 
bances, atriai  fibrillation,  palpitation 

Digestive:  lieus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis, 
NervousIPsychialric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  tailure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- ; 
late  hypertrophy  , 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inlection  ; 

Skin:  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity. 

Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus  , 

A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- , 
mentation  rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  ot  therapy. 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%),  Angioedema  associated  with 
iaryngeal  edema  may  be  fatal  It  angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  Ireal- 
menI with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 
Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0.5%  ol  patients 
lollowing  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy 
in  0.1%  ol  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2,2% 
ot  patients.  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1.9%  ol  patients  with  heart  failure. 
(See  WARNINGS ) 

Clinical  Laboralory  TesI  Findings: 

Serum  Elecirolyles  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0,2%  of  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  oaur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  biood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients.  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1.2%  of  patients. 

Hemoglobin  and  Hematocrit.  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately  0.3  g % 
and  10  vol  %,  respectively)  occur  Irequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0.1%  of  patients  discon- 
tinued therapy  due  to  anemia  i 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone ; 
marrow  depression  have  been  reported,  j 

Liver  Function  Tests:  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred,  i 

Dosage  and  Administration:  Hypertension:  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic  | 
hypotension  occasionally  may  occur  following  the  initial  dose  ot  VASOTEC.  The  diuretic  should,  if  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension,  (See! 
WARNINGS.)  It  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed.  | 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2.5  mg  shouid  be  used  under  medical  supervision  tor  at  least  two  | 
hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to  r 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided  I 
doses.  In  some  patients  treated  once  daily,  the  antihypertensive  effect  may  diminish  toward  the  end  ot  the  dosing  interval. ' 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  It  blood  pressure  is  not  con- 1 
trolled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- , 
ing  diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS)  i 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment:  The  usual  dose  of  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mUmin  (serum  creatinine  ot  up  to  approximately  3 mg/dL).  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  33  mg/dL),  the  first  dose  is  2.5  mg  once  daily.  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily  ; 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is  | 
2.5  mg  once  or  twice  daily.  After  the  initial  dose  ot  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Inleraclions ) It  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
ol  hypotension.  The  appearance  ol  hypotension  after  the  initial  dose  of  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowing  effective  management  ot  the  hypotension.  The  usual  therapeutic  dosing  range  lor 
the  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses.  The  maximum  daily  dose  is  40  mg.  Once-daily 
dosing  has  been  elfective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing.  In  addition,  in  a placebo-con-  i 
trolled  study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  tailure  (NYHA  Class  IV).  patients  were  I 
treated  with  2.5  to  40  mg  per  day  of  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 1 
MACOLOGY,  Pharmacodynamics  and  Clinical  Etiects)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response,  (See  WARNINGS.)  | 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia:  In  heart  failure  patients  with  j 
hyponatremia  (serum  sodium  <130  mEq/L)  or  with  serum  creatinine  >1.6  mg/dL,  therapy  should  be  initiated  at  2.5  mg  I 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure,  WARNINGS,  and  PRE- 1 
CAUTIONS,  Drug  Inleraclions.)  The  dose  may  be  increased  to  2.5  mg  b i d.,  then  5 mg  b.i.d.  and  higher  . . ^ ] 

as  needed,  usually  at  intervals  of  lour  days  or  more,  it  at  the  time  ot  dosage  adjustment  there  is  not  IVI S U 1 

excessive  hypotension  or  significant  deterioration  ot  renal  lunction.  The  maximum  daily  dose  is  40  mg,  merqk 

For  more  detailed  inlormalion,  consullyourMSD  representative  or  see  Prescribing  Inlormalion.  Merck  SHARI^  I 

Sharp  & Dohme,  Division  ol  Merck  & Co.,  Inc.,  West  Point,  PA  19488.  jevsienteis)  DOHME  ( 
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ON  THE  COVER 

"The  politics  of  choice:  roles  of  the 
medical  profession  under  Nazi  rule’’  is  this 
month's  cover  article  (page  32).  Wrinen  by 

Kurt  Lekisch,  MD,  MPH,  and  James  H. 

McDonald,  the  article  describes  historical 

events  that  illustrate  physicians'  and 
medical  students’  roles  in  the  political 
process  An  accompanying  editorial  by 
Thomas  M.  Runge,  MD,  appears  on  page  6. 
Cover  design  by  Ed  Triggs. 

COMING 

NEXT  MONTH 

Scheduled  for  the  July  issue  of  Texas 

Medicine  are  articles  on  designer  drugs, 
epidemiology  of  anencephaly  in  Texas, 
child  and  adolescent  mental  health  care. 

and  toxoplasmosis  of  the  brain  and  hean. 
Also  planned  is  a wrap-up  anicle  on  how 
TMA  fared  during  the  regular  legislative 
session. 
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At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  Wfe’re 
protecting  youi’  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  wiiming 
record  is  unsuipassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  yeais  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
iskilled  malpractice  lawyers  in  your  area.  W'e 
wall  never  waver  from  this  commitment. 

Thii  d.  commitment  of  this  kind  reciuires 
financial  strength  and  stability.  With  nearly 
a bilhon  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
haw  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  \nu  weuld  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


Serving  Texas  Physicians  Since  1916. 


Offices  in  Dallas,  Bruce  Grim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4$40  • Houston,  L.  Way  ne  Kirk, 
Rick  D.  Bolin,  Rick  Bedingfield,  (713)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisnian,  (512)  490-1081 


Editorials 


The  dismantling  of  an  esteemed 
profession 

In  their  article  on  page  32  of  this  issue,  Dr  Kurt  Lekisch  and 
James  H,  McDonald  describe  the  behavior  of  physicians  and 
students  living  in  Germany  during  Nazi  rule.  This  thoughtful 
analysis  comes  to  our  own  medical  profession  when  it  is  con- 
fronted with  seemingly  inexorable  efforts  from  outside  the 
profession  to  convert  the  role  of  the  physician  to  that  of  a cog 
in  the  field  of  health  care  instead  of  its  director.  This  trend  is 
affecting  the  profession  and  the  individual  physician.  The 
greatest  loser,  of  course,  will  be  the  patient,  who  seems  all  too 
willing  to  accede  to  the  urging  from  those  who  know'  not — 
but  know  not  that  they  know  not — what  the  patient  needs.  An 
art  and  esteemed  profession  is  at  stake,  as  well  as  the  well- 
being of  the  patient. 

In  their  article  the  authors  trace  the  progression  of  the  Ger- 
man debacle  as  an  example  of  how  intelligent  people  can  fail 
to  understand  as  tragedy  overtakes  them,  led  by  the  knownots. 
It  has  been  my  pleasure  to  know  Dr  Lekisch  through  a quarter 
of  a centur\’  as  a person  of  the  highest  professional  qualifica- 
tions, and  it  is  encouraging  to  see  this  physician  and  his  co- 
author take  the  time  and  effort  to  lay  before  us  this  thoughtful 
piece  on  health  care  and  moral  issues  in  a time  of  social  crisis. 
As  the  authors  state,  four  types  of  individual  and  group  re- 
sponse are  available  to  the  physician:  flight,  conformism,  indi- 
vidual resistance,  and  group  resistance.  Each  of  us  can  examine 
the  four  and  see  where  we  stand  as  individuals  and  as  a 
profession. 

Is  that  where  we  want  to  be? 

THOMAS  M.  RUNGE,  MD 
2630  Exposition  Blvd,  Austin,  TX  ■'8'’03 


Teach  the  truth,  and  the  truth 
(S  may  save  your  patients 

Physicians  are  the  most  trusted  source  of  information  on  HIV/ 
AIDS  for  most  Texas  citizens,  according  to  a recent  Texas  De- 
partment of  Health  survey  reported  on  page  74  of  this  issue  of 
Texas  Medicine.  The  physician  is  seen  as  the  best  person  to  re- 
duce unnecessary'  fears  and  to  encourage  HfV  testing,  when  ap 
propriate.  However,  very'  few  people  reported  that  their 
doctor  had  influenced  them  to  change  high-risk  behaviors; 
television  has  been  twice  as  successful. 

The  medical  community  must  take  the  lead  in  the  HfV/AlDS 
fight.  Physicians  are  role  models  and  attitude  shapers.  HIV/ 
AIDS  is  not  just  the  purview  of  the  infectious  disease  specialist 
or  the  oncologist.  Everyone — those  in  family  practice,  intern- 
ists, and  particularly  pediatricians — must  get  involved.  We 


have  to  educate.  We  have  to  change  people’s  attitudes.  We 
have  to  influence  their  behavior. 

Physicians  need  to  educate  their  patients  with  fundamental 
information: 

1 . How  HIV/AIDS  is  spread  through  unprotected  sex  and/or 
sharing  of  hypodermic  needles. 

2.  How  HIV-positive  mothers  can  transmit  HIV/AIDS  to  their 
children  in  utero  or  through  breast  milk. 

3.  How  to  prevent  the  spread  of  AIDS  through  abstinence 
from  sex  and/or  intravenous  drugs  and/or  reduce  the  chance  of 
infection  by  using  condoms. 

4.  How  HIV/AIDS  is  not  spread:  by  giving  blood,  by  mos- 
quitoes, or  by  biting,  kissing,  or  casual  contact. 

Patients  don’t  often  look  to  the  physician  for  sex  education, 
and  some  physicians  may  not  feel  comfortable  in  this  role,  but 
you  can  at  least  hand  out  pamphlets  or  display  them  in  your 
office.  Keep  the  message  plain,  in  a language  your  patients  can 
understand.  The  Department  of  Health  is  constantly  develop- 
ing new  material  that  contains  the  latest  HIV/AIDS  information. 
If  you  would  like  to  review  some,  contact  the  TDH  AIDS  Divi- 
sion in  Austin  at  (512)  458-7304. 

Physicians  have  access  to  and  credibility  with  the  people 
who  most  need  accurate  information.  Concentrate  on  the 
health-related  aspects  of  AIDS,  the  prevention  of  HIV/AIDS,  and 
the  need  to  be  humane  and  compassionate  with  a person  who 
has  AIDS  or  HIV  infection. 

Einally,  you  can  begin  to  shape  people’s  behavior  to  help 
them  avoid  becoming  HIV  infected.  Consider  the  possibility  of 
high-risk  behaviors  in  your  patients.  This  probably  means 
taking  a sexual-behavior  and  drug-use  history,  then  counseling 
patients  about  HIV  testing.  Ten  percent  of  your  patients  be- 
lieve they  may  get  AIDS,  but  a quarter  are  doing  things  that 
may  lead  to  infection.  Only  half  the  people  engaging  in  high- 
risk  sex  are  using  condoms.  It’s  time  to  face  a no-nonsense 
situation  with  some  hard  advice. 

ROBERT  BERNSTEIN,  MD 

Commissioner  of  Health,  Texas  Department  of  Health,  1 100  W 49th  St,  Austin, 
TX  78756. 


Texas  Medicine  ends  68  years 
with  Fort  Worth  printer 

Texas  Medicine  and  its  printer,  Stafford-Lowdon,  have  traveled 
many  miles  since  their  1921  verbal  contract  to  work  together. 
Medicine  has  traveled  from  the  days  of  typhus  to  the  AIDS  epi- 
demic, from  educated  guesses  to  lasers,  CT  scanning,  and  mag- 
netic resonance  imaging.  The  printing  industry  has  changed  as 
well,  trading  the  Linotype  for  the  computer,  and  the  letterpress 
for  the  offset  press.  The  journal  and  the  printer  have  survived 
hard  times — the  Great  Depression  and  World  War  II,  for  ex- 
ample— but  not  once  since  May  of  1921  has  the  journal  failed 
to  go  to  press  with  Stafford-Lowdon.  Until  now.  The  Fort 
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Worth  printer  closes  shop  this  month.  ITie  July  issue  of  the 
journal  will  be  the  first  in  68  years  to  be  printed  by  another 
printer,  Hart  Graphics  in  Austin. 

The  present  Texas  Medicine  staff  has  worked  primarily  with 
four  men  at  Stafford-Lowdon:  Rodger  Call,  president;  George 
Wooten,  former  general  manager,  who  joined  the  firm  imme- 
diately after  graduation  from  high  school,  and  is  now  executive 
vice  president  of  Royer  and  Schutts,  Commercial  Printing  Divi- 
sion; David  “Smitty”  Smith,  vice  president  for  production  who 
worked  with  the  company  for  close  to  40  years;  and  M.A. 
“Shady”  Crow,  plant  manager.  We  are  grateful  for  their  years  of 
dedication  and  reliability. 

“Long-term  relationships,  such  as  that  enjoyed  by  the  Texas 
Medical  Association  and  the  Stafford-Lowdon  Company,  are 
very  rare  in  today’s  business  climate,”  says  Marilyn  Baker,  for- 
mer Executive  Editor  of  Texas  Medicine  and  now  Director  of 
the  TMA  Division  of  Medical  Information.  “TMA  has  been  very' 
fortunate  over  the  years  to  work  directly  with  the  owners  of 
this  company,  which  was  once  the  largest  in  the  state,  to  be  as- 
sured that  personal  attention  would  be  paid  to  any  request  we 
made,  and  to  experience  a very  high  level  of  loyalty  from  its 
employees.  They  have  definitely  been  good  and  trusted  friends, 
and  they  will  be  deeply  missed.” 

We  look  forward  to  our  association  with  Hart  Graphics,  but 
we  will  indeed  miss  our  friends  at  Stafford-Lowdon.  Their  un- 
written contract  has  served  us  well  for  68  years. 

THE  EDITORS 
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L^ubstance  abuse  is  a growing 
problem  among  health  profession- 
als. At  Timberlawn  Psychiatric 
Hospital,  a special  program  exists 
to  help  health  professionals  over- 
come substance  abuse  problems. 

A range  of  treatment  options, 
individual  and  group  therapy 
programs,  and  other  recovery- 
oriented  services  are  all  geared  to- 
ward the  unique  needs  of  the  health 
professional.  An  individualized 
evaluation  leads  to  selection  of  the 
most  appropriate  treatment  pro- 
gram, which  is  further  enhanced 
by  specialized  aftercare  and  moni- 
toring services.  Treatment  team 
members  include  Board  Certified 
psychiatrists,  clinical  psycholo- 
gists, psychiatric  social  workers 
and  substance  abuse  counselor 
specialists  with  certification  in  their 
field. 

At  Timberlawn,  we  understand 
the  unique  challenges  faced  by 
health  professionals  today,  and 
we're  here  to  help.  For  more 
details  on  our  facility  or  referral 
arrangements,  contact:  Dr.  Edgar 
P.  Nace,  Chief  of  Substance  Abuse 
Services. 

TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 

PROFESSIONALS  HELPING  PROEESSIONALS 

4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  388-1958  • 1-800-426-4944 
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TMA  IN  ACTION 


Dr  Butler  seeks  showcase 
for  excellence  in  medicine 

Texas  Medical  Association’s  1989—1990 
President  Max  C.  Butler,  MD,  has  chal- 
lenged the  association’s  leadership  to  de- 
velop a showcase  for  excellence  in 
medicine  and  health,  communicating  to 
the  public  that  “we  are  first  and  foremost 
good  scientists  and  good  physicians” 

Dr  Butler  made  his  remarks  during  a 
gathering  of  the  chairmen  of  the  associa- 
tion’s committees  and  councils.  The  pur- 
pose of  the  meeting  was  to  begin  devel- 
oping association  programs  for  1 990. 

“We  shouldn’t  overlook  the  fact  that  it 
was  our  work  in  professional  medical  so- 
cieties that  led  to  the  development  of 
good  science,”  Dr  Butler  reminded  his 
listeners.  “We  generated  better  medical 
education,  created  continuing  education, 
sought  better  public  health  laws,  and 
helped  establish  licensure  laws.  Our  pro- 
fessional societies  have  worked  to  ad- 
vance not  only  the  art,  but  also  the 
science  of  medicine,  and  we  have  done  a 
great  deal  in  both  areas.” 

He  noted  that  government  programs 
focusing  on  “medical  necessity,  recoup- 
ment, substandard  care,  and  so  on  and  so 
on”  challenge  the  medical  profession’s 
credibility.  “I  propose  that  we  strengthen 
our  role  in  scientific  affairs  so  we  can 
move  ahead  of  those  who  would  deni- 
grate our  profession  to  a mechanistic 
trade,”  Dr  Butler  said. 

The  council  and  committee  chairmen 
met  at  Austin’s  Doubletree  Hotel,  Sunday, 
April  2.  In  addition  to  programs  for  1990, 
their  agenda  included  discussions  of  asso- 
ciation priorities,  the  results  of  member 
and  public  surveys,  and  physician  man- 
power in  Texas. 


TMA  trustees  approve  designs, 
key  features  for  new  building 

Texas  Medical  Association’s  Board  of 
Trustees  has  approved  schematic  and  ar- 
chitectural designs  and  key  features  for 
the  association’s  new  headquarters  build- 
ing in  Austin.  Construction  on  the  1 0- 
story  facility,  which  will  replace  the 


present  36-year -old  headquarters  and 
three  other  buildings,  is  expected  to  be- 
gin in  August.  The  target  date  for  occu- 
pancy is  October  1990. 

As  reported  to  the  association’s  House 
of  Delegates  in  May,  the  new  building 
will  provide  1 20,000  square  feet  of  office 
space.  TMA  will  occupy  about  85,000 
square  feet;  the  TMA  Insurance  Trust  has 
been  invited  to  lease  7,000  square  feet, 
and  the  balance  of  28,000  square  feet 
will  be  leased.  A 300-space  parking 
garage  will  be  integrated  into  the  struc- 
ture. The  building  is  designed  to  accom- 
modate TMA’s  space  needs  to  at  least  the 
year  2010. 

The  building’s  key  features  include  a 
300-seat  auditorium  for  medical  and 
other  meetings,  health  information  and 
“History  of  Medicine”  center  in  the 
lobby,  conference  rooms,  data  processing 
center,  staff  fitness  facility,  legal  library, 
public  service  recording  studio,  clinical 
library  with  separate  reading  room  for 
physician  visitors,  and  complete  printing 
and  mailing  facilities. 

The  building  will  be  located  at  1 5th 
and  Guadalupe  Streets  in  Austin’s  central 
business  district.  The  architectural  firms 
Harwood  K.  Smith,  Dallas,  and  RTG  Part- 
ners, Austin,  have  been  retained  to  pro- 
vide shell  and  interior  design,  respec- 
tively. The  Haynes  Whaley  firm,  Houston, 
has  been  retained  as  structural  engineer, 
and  the  Michael  E.  James  firm,  Austin,  has 
been  retained  to  provide  mechanical, 
electrical,  and  plumbing  engineering  ser- 
vices. The  Trammell  Crow  Company, 
Austin  division,  supervises  the  overall 
project. 

Texas  delegates  consider  agenda 
for  AMA’s  June  meeting 

At  press  time,  Texas  Medical  Association 
was  set  to  decide  the  agenda  the  Texas 
delegation  will  carry  to  the  American 
Medical  Association’s  House  of  Delegates 
meeting,  June  18-22,  in  Chicago.  Under 
consideration  in  TMA’s  House  of  Dele- 
gates meeting  May  11  — 14  in  Fort  Worth 
were  proposals  related  to  denial  of  pay- 
ment for  substandard  Medicare  care,  dis- 
tribution of  AMA  specialty  journals, 
health  policy  education,  and  tax  deducti- 
bility of  interest  on  student  loans. 

Both  the  Council  on  Socioeconomics 


and  the  Ninth  District  Medical  Society 
addressed  the  issue  of  “substandard  care” 
regulations.  The  council  urged  TMA  to 
request  that  the  AMA  “ . . . use  all  avail- 
able resources  to  repeal  Section  9403  of 
the  Consolidated  Omnibus  Budget  Rec- 
onciliation Act  of  1985  and  Section 
9353(c)  of  the  Omnibus  Budget  Recon- 
ciliation Act  of  1986  implementing  peer 
review  organization  authority  for  denial 
of  payment  for  substandard  quality  care 
and  requiring  the  PRO  to  review  benefi- 
ciary quality  care  complaints.” 

The  Ninth  District  Medical  Society  ad- 
dressed the  same  issue  in  Resolution 
27K.  Labeling  the  proposed  Medicare 
regulations  “a  draconian  system  of  pay- 
ment denials,  sanctions,  and  demerits,” 
the  society  called  on  TMA  and  the  AMA 
to  oppose  their  implementation. 

TMA’s  Resident  Physician  Section 
asked  the  delegation  to  encourage  the 
national  organization  to  change  its  policy 
on  distribution  of  specialty  journals  so 
that  all  AMA  members,  not  just  those 
whose  specialties  are  the  subjects  of 
AMA-published  journals,  may  receive  a 
specialty  journal  as  a benefit  of  AMA 
membership. 

Texas  residents  also  recommended, 
“That  the  Texas  Medical  Association  and 
the  AMA  encourage  medical  schools  and 
residency  programs  to  offer  electives  in 
health  policy,  that  AMA  develop  model 
curricula  for  electives  in  health  policy  for 
medical  students  and  residents,  and  that 
the  TMA  and  AMA  identify  sources  of 
funding  for  health  policy  electives.” 

The  TMA  Medical  Student  Section  re- 
ported that  the  average  medical  student 
debt  for  1987  was  $35,000,  and  that  20% 
of  students  held  debts  ranging  from 
$50,000  to  $75,000.  The  students  recom- 
mended, “I’hat  the  Texas  Medical  Asso- 
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ciation  actively  support  the  reenactment 
of  legislation  permitting  tax  deductions 
on  interest  for  student  loans,  and  that  the 
association  ask  the  AMA  to  conduct  a 
study  exploring  the  potential  impact  of 
ever-increasing  student  loan  debt  on  cur- 
rent and  future  residents  and  young 
physicians.” 


turers:  Harold  Newman,  MD,  regional 
medical  officer  of  FDA  region  6,  at  (214) 
767-5428;  3M  Riker  Laboratories  at 
(1-800)  328-0255;  and  USPNG  Bristol- 
Myers  at  (812)  429-5000. 


TMA  to  host  conference 
on  border  health 


TMA  reschedules  conference 
for  Saturday,  Feb  17,  1990 

Texas  Medical  Association’s  1990  Winter 
Leadership  Conference  has  been  re- 
scheduled for  Saturday,  Feb  1 7.  The 
meeting  takes  place  at  the  Stouffer  Hotel 
in  Austin. 

Originally  set  for  Saturday,  Feb  24,  the 
meeting  has  been  rescheduled  to  accom- 
modate physicians  who  will  attend  the 
American  Medical  Association  National 
Leadership  Conference,  Feb  24-26. 


HEALTH  LINE 


FDA  issues  warning 

for  ecainide  and  flecainide 

The  Food  and  Drug  Administration  and 
manufacturers  of  two  anti-arrhythmic 
drugs  have  issued  a warning  that  the 
drugs,  ecainide  (Enkaid)  and  flecainide 
(Tambocor),  should  not  be  used  for  ar- 
rhythmias that  are  not  life-threatening, 
according  to  a report  issued  in  April  on 
AMA’s  FEDNET.  “FDA  emphasized,  how- 
ever, that  use  of  the  drugs  should  NOT 
be  interrupted  in  life-threatening  situa- 

2 0 tions,”  the  FEDNET  bulletin  stated. 

The  FDA  bulletin  states:  “Ecainide  and 

flecainide  are  currently  recommended 
for  use  in  two  situations:  ( 1 ) immediately 
life-threatening  arrhythmias  such  as  sus- 
tained ventricular  tachycardia  and  ( 2 ) less 
severe  arrhythmias  that  are  symptomatic 
if  the  physician  considered  the  benefits 
of  the  drug  sufficient  to  outweigh  the 
drugs’  recognized  ability  to  cause  wors- 
ened rhythm  abnormalities  in  some 
cases.” 

Physicians  needing  information  about 
the  current  status  of  the  drugs  may  con- 
tact the  following  person  or  manufac- 


The  Texas  Medical  Association  will  ad- 
dress health  problems  along  the  US-Mex- 
ico  border  at  its  Border  Health  Confer- 
ence in  El  Paso,  Aug  24-25,  1989. 

The  border  between  the  US  and  Mex- 
ico extends  approximately  2,000  miles 
across  four  states:  California,  New  Mex- 
ico, Arizona,  and  Texas.  The  unique 
health  care  problems  found  in  the  border 
areas  of  these  states  will  be  discussed  at 
the  conference  by  representatives  of  the 
medical  societies  and  associations,  public 
health  departments,  and  physicians  in 
private  practice  in  the  four  border  states. 
Additional  details  about  the  conference 
will  appear  in  upcoming  issues  of  Texas 
Medicine  and  TMA  Action,  and  are  avail- 
able from  Catherine  R.  Edwards,  PhD, 
director  of  TMA’s  Public  Health 
Department. 

A combination  of  factors  such  as  the 
vast  number  of  immigrants  entering  the 
border  area  and  the  consequent  creation 
of  colonias  (semi-rural  settlements  that 
do  not  possess  proper  water  or  sewage 
systems ) serve  to  make  border  health  a 
“slowly  ticking  time  bomb,”  according  to 
Laurance  N.  Nickey,  MD,  chairman  of 
TMA’s  Council  on  Public  Health.  “We 
must  not  cast  stones  at  the  people  who 
are  trying  to  survive,”  he  said.  “We  must, 
however,  bring  forward  innovative  and 
thoughtful  programs  . . . that  are  mean- 
ingful and  curative  to  the  problems  af- 
fecting 3 million  Americans  who  live  in 
this  area  shared  with  a developing  na- 
tion.” The  public  health  problems  are 
compounded  by  Mexico’s  decaying  econ- 
omy and  the  burdened  economy  in  Texas. 

Surgeon  General  C.  Everett  Koop,  MD, 
has  described  the  border  health  picture 
as  follows:  “The  US-Mexico  border  com- 
munities continue  to  be  economically 
depressed,  with  wide-ranging  and  serious 
environmental  and  public  health  prob- 
lems. These  problems  include:  dumping 
of  sewage  and  heavy  metals  and  flow  of 
pesticides  into  streams  and  rivers;  un- 


detected industrial  and  agricultural  toxic 
wastes;  high  levels  of  waterborne  bacte- 
ria and  viruses;  high  rates  of  tuberculosis 
and  sexually  transmitted  diseases;  the 
emergence  of  AIDS;  rabies;  hepatitis; 
measles;  polio;  presence  of  vectors  for 
dengue  and  encephalitis;  and  widespread 
gastrointestinal  disease  and  under- 
nutrition.” 

The  Texas  segment  of  the  US-Mexico 
border  extends  about  1,000  miles  com- 
prising 16  counties;  1.5  million  people 
live  in  the  area,  with  Hispanics  making 
up  73%  of  the  population  and  blacks, 
1.6%.  The  border  population  represents 
about  9%  of  Texas  residents.  This  popu- 
lation earns  the  lowest  income  in  the 
state;  approximately  25-50%  are  living 
below  the  national  poverty  level.  At  least 
1 1 1,000  people  in  the  area  live  in  sub- 
standard housing  in  colonias. 

Problems  plaguing  the  colonias  located 
around  communities  such  as  Brownsville, 
Laredo,  and  El  Paso  include  a higher  rate 
of  communicable  diseases  than  in  the 
general  US  population.  Gastrointestinal 
diseases,  hepatitis,  tuberculosis,  and 
syphilis  are  frequently  reported.  Leprosy 
and  malaria  also  have  been  reported. 

In  response  to  these  problems,  TMA 
proposed  to  the  AMA  the  creation  of  a 
joint  US-Mexico  environmental  health 
commission  to  assist  both  countries  in 
developing  programs  to  address  health 
problems  on  both  sides  of  the  border. 

The  resolution  was  referred  by  the  AMA 
House  of  Delegates  to  the  Board  of  Trust- 
ees for  further  study. 

TMA’s  Department  of  Public  Health  is 
conducting  site  visits  to  the  border  area 
to  prepare  a report  for  the  AMA  provid- 
ing the  necessary  data  to  support  this 
resolution.  This  first-hand  research  has 
confirmed  the  public  health  hazards 
caused  by  the  inadequate  water  supply 
and  improper  sewage  disposal  in  Texas’ 
colonias. 

Earlier  this  year,  the  Texas  Senate  au- 
thorized spending  more  than  $100  mil- 
lion on  water  and  sewage  treatment 
systems  for  the  colonias.  The  measure, 
which  at  press  time  was  scheduled  to  go 
to  the  House  for  consideration,  would 
provide  long-term  loans  to  counties  and 
other  government  entities  to  install 
water  and  sewage  systems,  and  would  es- 
tablish grant  programs  to  help  individual 
homeowners  connect  to  the  new  sys- 
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terns.  In  recommending  that  TMA  sup- 
port this  legislation,  TMA  Public  Health 
Director  Dr  Edwards  said.  “This  is  public 
health  in  its  most  basic  sense  and  we 
should  be  clearly  on  record  in  support  of 
this  appropriation.” 

She  pointed  out  the  necessity  of  recog- 
nizing that  border  health  issues  do  not 
stop  at  the  border  or  remain  isolated  in 
South  Texas.  “TMA  is  committed  to  ad- 
dressing these  public  health  problems 
that  impact  so  many  Texans.” 


Infant,  maternal  health  needs 
at  risk  in  Texas  and  nation 

Texas  Medical  Association’s  Committee 
on  Maternal  and  Child  Health  points  out 
that  there  are  now  92  counties  in  Texas 
in  which  hospital-based  obstetrical  ser- 
vices are  unavailable,  according  to  the 
findings  of  the  Special  Task  Force  on 
Rural  Health  Care  Delivery'  in  Texas.  The 
task  force  was  appointed  by  Gov  Bill 
Clements  to  examine  the  problems  of  ac- 
cess to  health  care  in  rural  Texas. 

Part  of  the  reason  for  the  decrease  in 
obstetrical  care  availability  is  the  in- 
creased cost  of  obstetrical  liability  insur- 
ance that  has  led  61%  of  Texas’  general 
and  family  practitioners  and  25%  of 
obstetricians/gy  necologists  to  limit  or 
eliminate  obstetrical  procedures. 

A major  national  study  recently  re- 
leased by  the  Children’s  Defense  Fund 
confirms  that  child  and  maternal  health 
setbacks  have  occurred  in  Texas  and 
other  states.  The  Health  of  America's 
Children:  Maternal  and  Child  Health 
Data  Book  documents  the  inadequacy  of 
crucial  public  health  and  survival  pro- 
grams in  meeting  the  needs  of  America’s 
low-income  mothers  and  children  in  the 
1980s. 

According  to  the  report,  the  overall  in- 
fant mortality  rate  actually  increased  be- 
tween 1985  and  1986  in  15  states  and 
the  District  of  Columbia,  and  for  non- 
white infants  in  at  least  19  states,  includ- 
ing Texas,  and  the  District  of  Columbia. 

Prenatal  care  has  been  shown  to  be 
effective  and  cost-effective  in  reducing 
the  incidence  of  low-birthweight  births 
and,  in  turn,  infant  mortality.  Yet  in  1986, 
220,000  infants  were  born  to  mothers 
who  received  no  prenatal  care  or  none 
before  the  seventh  month  of  pregnancy. 


In  1 5 states,  including  Texas,  prenatal 
care  utilization  for  women  of  all  races 
not  only  was  lower  in  1986  than  in  1985 
but  actually  was  worse  in  1 986  than  in 
1978.  Texas  was  second  only  to  New 
Mexico  in  the  percentage  of  babies  born 
to  women  who  received  no  or  late  pre- 
natal care.  And  nearly  one  in  three  births 
in  Texas  were  to  women  who  received 
care  only  after  the  first  trimester  of 
pregnancy'. 

According  to  the  report,  for  low-in- 
come  families  inadequate  health  insur- 
ance translates  into  a lack  of  access  to 
needed  health  services.  In  1986  nearly 
one  third  of  all  poor  children  had  no 
health  insurance  of  any  type.  And  in 
1985  one  out  of  four  American  women 
of  childbearing  age  had  no  insurance  or 
had  insurance  with  no  coverage  for  ma- 
ternity care. 

Two  other  major  national  study  groups 
have  issued  recent  reports  recommend- 
ing actions  to  improve  the  percentage  of 
women  who  receive  adequate  prenatal 
care  and  to  decrease  the  rate  of  infant 
mortality. 

The  National  Commission  to  Prevent 
Infant  Mortality  was  created  by  the  US 
Congress  in  July’  1987  to  develop  a na- 
tional strategy’  to  reduce  infant  mortality. 
The  Committee  to  Study  Outreach  for 
Prenatal  Care  was  established  in  1 986  by 
the  Institute  of  Medicine  to  investigate 
the  role  of  outreach  in  prenatal  care. 


The  report  of  the  National  Commission 
calls  for  “universal  access  to  early  mater- 
nity and  pediatric  care  for  all  mothers 
and  infants.”  It  also  advocated  “a  sus- 
tained, broad-based  effort  to  make  the 
health  and  well-being  of  mothers  and  in- 
fants a national  priority  .” 

The  Institute  of  Medicine  recommends 
“that  the  nation  adopt  as  a new’  social 
norm  the  principle  that  all  pregnant 
women — not  only  the  affluent — should 
be  provided  access  to  prenatal,  labor  and 
delivery,  and  postpartum  services  appro- 
priate to  their  need.” 

Core  Cancer  Library  housed 
within  TMA  library 

The  components  of  a Core  Cancer  Li- 
brary’ have  been  defined  by  TMA’s  Com- 
mittee on  Cancer,  in  cooperation  with 
TMA’s  Physician  Oncologv’  Education 
Program.  The  library’  is  housed  within 
the  TMA  Memorial  Library’;  materials 
from  the  collection  are  available  to  any 
TMA  member. 

The  Core  Cancer  Library  includes  a list 
of  basic  materials  considered  necessary’ 
to  establish  core  cancer  libraries  in  com- 
munity hospitals. 

For  a copy  of  the  list  of  materials  in  the 
Core  Cancer  Library’  or  to  check  out 
items  from  the  collection,  contact  Susan 
Michaelson  at  (512)  477-6704,  ext  194. 
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Medical  Assodation 
Office  Overhead 
Insiirance  Plan 


Because  you  supported  this  Plan,  it  was 
possible  to  add  the  following  new  benefits, 
at  no  increase  in  cost: 


IPairftM  IDnsaMDly 

Benefits  may  be  paid  up  to  six  months,  at  up  to  one- 
half  the  monthly  benefit  in  force,  for  partial  dis- 
abilities commencing  prior  to  age  65.  Physicians 
become  eligible  if,  upon  returning  to  work,  they  are 
restricted  in  the  duties  they  are  able  to  perform,  or 
in  the  event  they  are  working  on  a reduced  time 
basis  of  at  least  50  percent. 


No  charges  will  be  made  for  continued  participation 
in  the  Plan  while  monthly  benefits  are  being  paid  for 
total  or  partial  disability,  commencing  with  the  first 
quarterly  billing  date  after  monthly  benefits  begin. 

There  is  strength  in  numbers.  If  you  hove  need  of 
Office  Overhead  Insurance,  join  your  colleagues  in 
the  TMA  Plan. 

Call  1 -800-252-93 1 8 for  Brochure  and  Application 


Texas  Medical 
Association 
Insurance  Trust 

1901  North  Lamar,  Austin,  Texas  78705 


Underwritten  by 

PRUCO  Life  Insurance  Company  of  Texas 
A Subsidiary  of  The  Prudential 


MF.DICAI.  ECONOMICS 


Attorneys  await  decision 
in  Victoria  anti-dumping  case 

At  press  time,  Texas  Medical  Association 
attorneys  were  anticipating  an  adminis- 
trative law  judge’s  decision  regarding  Dr 
Michael  Burditt’s  challenge  to  the  De- 
partment of  Health  and  Human  Services, 
Office  of  the  Inspector  General,  which 
fined  the  Victoria  obstetrician-gv  necolo- 
gist  $25,000  for  an  allegedly  inappropri- 
ate patient  transfer. 

The  case  addresses  Dr  Burditt’s  deci- 
sion on  Dec  5,  1986,  to  transfer  a high- 
risk  patient  who  subsequently  gave  birth 
en  route  from  DeTar  Hospital  in  Victoria 
to  John  Sealy  Hospital  in  Galveston.  It 
marks  the  nation’s  first  test  of  the  1986 
law  that  prohibits  patient  “dumping.” 

TMA  is  supporting  Dr  Burditt’s  legal 
action  as  part  of  the  association’s  com- 
mitment to  effect  positive  changes  in  the 
federal  antidumping  regulations.  The  as- 
sociation’s Physician-Patient  Advocacy 
Committee  has  identified  four  concerns 
regarding  the  regulations: 

1 .  There  is  an  apparent  need  for  more 
medical  input  and  involvement  of  the 
peer  review  organization  before  any 
Health  Care  Financing  Administration 
(HCFA)  or  OIG  determination,  allowing 
the  peer  review  organization  to  do  its  job 
fully,  with  complete  documentation  and 
discussion  with  the  physicians. 


“He’s  73,  not  43,  and  when  1 get  him  home  I’ll  put  a 
stop  to  his  ‘proper  diet  and  exercise.”’ 


2.  Punitive  action  against  the  receiving 
hospital  for  not  reporting  “potential  vio- 
lations” is  counterproductive  to  access. 

3.  There  must  be  a way  to  better  de- 
termine clear  and  confirmed  egregious 
cases  of  dumping  or  patterns,  and  not 
punitively  penalize  hospitals  and/or  phy- 
sicians for  single,  non-adverse  situations 
over  which  the  hospital  and/or  doctor 
had  no  control. 

4.  Fhe  dual  investigation  and  sanction 
system  of  HCFA  and  the  OIG  does  not 
allow  appropriate  due  process  and  cre- 
ates double  jeopardy  for  hospitals  and 
physicians. 

Four  societies  launch 
MediCARING  program 

Four  county  medical  societies  in  Texas 
have  launched  the  MediCARING  pro- 
gram, in  which  physicians  agree  to  pro- 
vide services  to  the  elderly  poor  and 
near-poor  with  no  balance  billing  beyond 
the  $75  statutory  deductible  and  20% 
copayment  requirement  for  Medicare 
beneficiaries.  The  participating  societies 
represent  Bexar,  McLennan,  Tarrant,  and 
Travis  counties. 

ITie  MediCARING  program  evolved 
from  TMA’s  commitment  in  May  1988  to 
develop  and  evaluate  alternative  volun- 
tary assignment  plans  in  cooperation 
with  county  medical  societies  on  a pilot 
study  basis. 

Surveys  of  the  membership  of  Bexar, 
McLennan,  Tarrant,  and  Travis  county 
medical  societies  show  strong  support 
for  the  program.  Of  nonparticipating  phy- 
sicians responding  to  the  survey,  84%  in 
Travis  County,  89%  in  Bexar  County,  and 
92%  in  Tarrant  County  indicated  their 
willingness  to  become  a part  of  a pro- 
gram to  assist  financially  needy  elderly 
patients.  Due  to  differing  programmatic 
design,  the  survey  was  phrased  differ- 
ently in  McLennan  County.  ITiere,  where 
the  survey  linked  program  participation 
to  varying  income  levels  of  the  elderly, 
80%  of  the  respondents  indicated  that 
they  would  join  a program  to  assist  lower 
income  elderly  if  the  income  levels  were 
appropriately  established. 


Many  physicians  restrict 
access  by  Medicare  patients 

ITie  American  Medical  Association’s  Cen- 
ter for  Health  Policy  Research  reveals 
that  squeezes  in  Medicare  reimburse- 
ment levels  forced  many  physicians  to  re- 
strict access  by  Medicare  patients  during 
1984-1987.  ITie  study  is  described  in 
the  April  28  edition  of  the  “AMA 
Newsletter.” 

Titled  “Effects  of  Medicare  Fee  Con 
trols  on  Access  to  Care,”  the  study  found 
that  22%  of  the  physicians  surveyed  took 
measures  to  restrict  access  by  reducing 
the  number  of  new  Medicare  patients; 
not  accepting  new  Medicare  patients;  re- 
ducing the  number  of  procedures  per- 
formed on  Medicare  patients;  or  not 
performing  certain  procedures  on  Medi- 
care patients. 

The  newsletter  says  59%  of  the  re- 
spondents took  one  or  more  of  those  ac- 
tions specifically  because  of  reim- 
bursement levels;  and  1 3%  cited  either 
reimbursement  levels  or  balance  billing 
limitations  or  both.  The  limits  were  im- 
posed by  the  maximum  allowable  actual 
charges  (MAACs). 

Competitive  pressures  were  cited  by 
“participating  physicians  ” as  the  most 
common  reason  for  entering  Medicare 
agreements.  Those  who  chose  not  to  par- 
ticipate indicated  they  had  lower  average 
fees  and  lower  rates  of  increases  in  their 
fees  since  1984,  but  higher  practice  ex- 
penses, than  did  participating  physicians. 

The  newsletter  continues,  althougli 
one  of  the  benefits  of  being  a participat- 
ing physician  is  preferred  charge  in- 
creases from  Medicare,  the  study  analysts 
noted  that  Medicare  uses  past  fees  as  a 
basis  for  current  reimbursement,  and  be- 
cause of  competition,  some  physicians 
were  unable  to  increase  their  fees.  ITiis 
resulted  in  limited  fee  increases  from 
Medicare,  so  maintaining  the  opportunity 
to  balance  bill  proved  the  more  desirable 
option  for  these  physicians. 

Least  likely  to  have  signed  participa- 
tion agreements  were  general  and  family 
physicians,  physicians  in  solo  practice, 
older  physicians,  and  those  who  practice 
in  the  South  or  in  rural  areas,  the  story 
concludes. 
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State  law  addresses  problem 
of  returned  checks 

Texas  Attorney  General  Jim  Mattox  notes 
returned  checks  create  extra  work  for 
the  businesses  holding  them  and  can 
sometimes  cause  cash  flow  problems,  es- 
pecially for  smaller  operations.  Texas  law, 
therefore,  allows  businesses  to  collect  “a 
reasonable  processing  fee,  which  shall 
not  exceed  $15.”  A “Consumer  Alert” 
from  Mr  Mattox  continues,  sales  tax  may 
be  added  to  the  amount,  but  interest  may 
not  be  charged  on  the  check  return  fee. 

This  law  applies  to  the  merchant  who 
is  holding  a bad  check,  as  well  as  any 
agency  or  individual  hired  to  collect  the 
amount  owed  on  the  check.  And,  a fee 
cannot  be  charged  by  both  the  holder 
and  the  collection  agent. 

A merchant  who  charges  more  than 
the  law  allows  may  be  subject  to  fines 
and  other  penalties  including  attorney’s 
fees,  court  costs,  and  consumer  restitu- 
tion. Violations  of  the  $15  returned 
check  fee  limit  should  be  reported  to 
one  of  the  seven  regional  Consumer  Pro- 
tection offices. 

While  Texas  law  provides  creditors 
with  legal  collection  means,  the  law  also 
prohibits  the  use  of  fraudulent  and 
abusive  collection  tactics.  Creditors  and 
collection  agents,  including  those  hold- 
ing bad  checks,  may  not  threaten,  harass, 
or  intimidate  consumers. 

It  is  against  the  law  to  deliberately 
write  a “hot  check,”  or  to  fail  to  “cover” 
a check  returned  by  a bank.  An  offender 
can  be  liable  for  prosecution.  Theft  by 
check  is  a felony  if  the  amount  is  $750  or 
more  and  a misdemeanor  if  the  amount  is 
under  $750. 


CAPITAL  COMMENTS 


TEXPAC  hits  record  high 
with  8,000  members  in  ‘88 

The  Texas  Medical  Political  Action  Com- 
mittee (TEXPAC)  ended  1988  with  a 
record  high  membership  of  8,485.  The 
number  represents  an  increase  of  17.9% 
over  1987.  Membership  contributions 
reached  $773,386,  also  representing  a 


17.9%  increase  over  the  previous  year. 
The  1 988  figures  include  6,660  physician 
members  who  contributed  $709,417  and 
1,825  auxiliary  members  who  contrib- 
uted $63,969. 

At  press  time,  1989  membership  in- 
cluded 3,266  physicians  and  998  aux- 
iliary members  who  together  had 
contributed  $377,990.  The  TEXPAC 
Committee  reported  to  the  Texas  Medi- 
cal Association’s  House  of  Delegates, 

“The  1989  TEXPAC  goal  is  to  build  onto 
our  success.  . . . after  only  two  months 
into  the  new  year,  we  are  already  halfway 
to  the  1988  record  level.” 

TEXPAC  was  organized  in  1 962  to  as- 
sist physicians  in  organizing  themselves 
for  more  effective  political  action,  to  pro- 
vide financial  and  voluntary  support  to  fa- 
vored candidates,  and  to  inform  the 
medical  profession  of  medical-political 
events  that  impact  the  practice  of 
medicine. 


TMA  support  pushes  helmet  law 
through  legislature 

Texas  Medical  Association  was  instru- 
mental in  passing  legislation  requiring  all 
motorcycle  riders  to  wear  helmets, 
which  takes  effect  Sept  1 , 1 989.  Associa- 
tion members  testified  during  hearings  in 
the  House  of  Representatives  and  the 
Senate,  and  TMA  and  auxiliary  members 
were  at  the  Capitol  lobbying  for  the  bill 
when  it  was  debated  on  the  House  floor. 
TMA  members  were  encouraged  to  call 
or  write  their  legislative  representatives 
and  local  newspaper  editors  supporting 
the  legislation. 

The  legislation  faced  opposition  from 
thousands  of  cyclists  who  rallied  at  the 
Capitol  and  presented  Gov  Bill  Clements 
a petition  urging  him  to  veto  the  mea- 
sure. TMA  argued  that  helmets  do  work 
in  preventing  death  and  injury.  The  head 
injury  rate  for  motorcyclists  without 
helmets  is  two  to  three  times  greater 
than  for  those  wearing  helmets.  Also,  the 
death  rate  for  cyclists  doubled  after  a 
similar  law  was  repealed  in  1977  and  has 
remained  at  that  higher  figure.  Finally, 
helmets  won’t  be  worn  voluntarily. 
Helmet  use  dropped  from  90%  in 
1977 — the  year  of  the  repeal — to  20%  in 
1982. 

Sen  Ted  Lyon  ( D-Rockwall ) and  Rep 


Mike  McKinney,  MD,  (D-Centerville) 
sponsored  the  legislation,  which  imposes 
a fine  on  motorcyclists  stopped  for  failing 
to  wear  a helmet  that  meets  Department 
of  Public  Safety  guidelines.  An  amend- 
ment from  the  House  of  Representatives 
allows  a 10-day  exemption  for  anyone 
with  a medical  condition  that  might  be 
aggravated  by  wearing  a helmet. 
Presently,  only  motorcyclists  younger 
than  18  legally  are  required  to  wear 
helmets.  A helmet  bill  passed  the  Senate 
in  1987  but  the  House  never  voted  on  it. 


NEWSMAKERS 


VICTOR  CARLSON,  MD,  Houston,  was  in- 
stalled in  April  as  president  of  the  Texas 
Radiological  Society.  Other  officers  are 
WARREN  L.  McFarland,  MD,  Arlington, 
president-elect;  GARY  W.  WILLIAMSON, 
MD,  Austin,  first  vice  president;  THOMAS 
S.  HARLE,  MD,  Houston,  second  vice 
president;  LEE  WORKS,  MD,  Brownsville, 
secretary;  and  LESLIE  L.  LEMAK,  MD, 
Houston,  treasurer. 

MICHAEL  DeBAKEY,  MD,  Houston,  re- 
cently received  the  first  Michael  DeBakey 
Medal  for  Design  Excellence  in  Health 
Care  from  the  American  Society  of  Me- 


Victor  Carlson,  MD 


Texas  Medicine 


chanical  Engineers  and  the  National  De- 
sign Engineering  Show.  Dr  DeBakey  is 
chancellor  of  Baylor  College  of  Medicine, 
director  of  the  DeBakey  Heart  Center  at 
Baylor,  chairman  of  the  department  of 
surgery’,  and  the  Olga  Keith  >X'iess 
professor. 

CAROL  Y(AYE  JONES  DRUCKER,  MD,  has 
been  elected  as  a member  of  the  Texas 
Lutheran  College  Board  of  Regents.  Dr 
Drucker  is  a dermatologist  in  Houston. 

ROBERT  G.  GROSSMAN,  MD,  a Houston 
neurosurgeon,  has  been  invited  to  serve 
on  the  Board  of  Scientific  Counselors  of 
the  National  Institute  of  Neurological 
Disorders  and  Stroke.  The  board  reviews 
all  scientific  programs  and  advises  the 
institute. 

JESSE  IBARRA,  MD,  Temple,  was  honored 
recently  with  the  first  annual  Silver 
Stethoscope  Award,  presented  by  the  Bell 
I County  Medical  Society’  Auxiliary'.  The 
> award,  which  recognizes  “the  ideals  of 
clinical  practice  with  significant  service 
to  the  community,”  was  voted  on  by  Bell 
County  physicians.  Other  physicians  rec- 
ognized for  outstanding  contributions 
I were  WILLIAM  J.  HARDIN,  MD,  H.H. 

I BRINDLEY,  SR,  MD,  and  JOHN  ASBURY, 

I MD. 


Carol  Raye  Jones  Drucker,  MD 


BARTON  A.  KAMEN,  MD,  PhD,  a pedi- 
atric oncologist  in  Dallas,  has  received 
the  Founders  Award  for  Pediatric  Re- 
search from  the  Southern  Society  for  Pe- 
diatric Research  for  his  work  on  folate 
transport  and  accumulation. 

ROBERT  J.  HJCHI,  MD,  Houston,  re- 
ceived an  award  for  excellence  for  his 
paper,  “Medical  vs.  Surgical  Management 
of  Unstable  Angina:  A Five-Year  Mortality 
and  Morbidity  Study,”  presented  at  a re- 
cent Frontiers  of  Cardiology’  meeting.  Dr 
Luchi  is  a specialist  in  geriatrics. 

JOHN  P.  McGovern,  MD,  Houston,  was 
awarded  the  Surgeon  General’s  Medal  by 
C.  Everett  Koop,  MD,  US  surgeon  general. 
Dr  McGovern  received  the  award  for  his 
work  in  the  field  of  alcoholism  and  drug 
abuse. 

DAN  RICE,  MD,  was  honored  recently  as 
the  recipient  of  the  1988  Central  Texas 
Medical  Center  Physician  of  the  Year 
Award.  Dr  Rice  is  a gastroenterologist  in 
San  Marcos. 

KEVIN  R.  SMITH,  MD,  has  been  named 
one  of  54  recipients  of  the  Young  Black 
Achievers  of  Houston  Award  in  recogni- 
tion of  his  professional  and  community 
service.  Dr  Smith  is  an  otolaryngologist 
in  Houston. 


us  Surgeon  General  C.  Everett  Koop  presents  award 
to  John  P.  McGovern,  MD. 


DEATHS 


FLO\T)  J.  BARKMAN,  MD,  Dallas,  retired 
specialist  in  aerospace  medicine.  Died 
Feb  13,  1989;  age  89.  Dr  Barkman  re- 
ceived his  medical  degree  in  1925  from 
the  University  of  Colorado.  He  served  an 
internship  at  Methodist  Hospital  in  India- 
napolis and  received  postgraduate  train- 
ing at  Harvard  Medical  School.  He  served 
in  the  US  Navy  for  25  years. 

DAN  BRANNIN,  MD,  retired  Dallas  oph- 
thalmologist. Died  Feb  28,  1989;  age  91. 
Dr  Brannin  graduated  in  1923  from  Tu- 
lane  University  School  of  Medicine  in 
New  Orleans.  He  served  his  internship  at 
Charity  Hospital  in  New  Orleans,  and  re- 
ceived postgraduate  training  at  the  Uni- 
versity of  Pennsylvania  in  Philadelphia. 

Dr  Brannin  was  an  honorary'  member  of 
Texas  Medical  Association. 

JOHN  EDWARD  BREMNER,  MD,  Fort 
Worth  pathologist.  Died  March  22,  1989; 
age  62.  In  1955  Dr  Bremner  received  his 
medical  degree  from  the  University  of 
Ottawa.  After  an  internship  at  Ottawa 
General  Hospital,  he  served  residencies 
at  St  Francis  Hospital  in  Chicago,  McGill 
University'  in  Montreal,  and  St  Luke’s  Hos- 
pitals in  Milwaukee.  He  began  his  prac- 
tice of  medicine  in  Canada,  and  moved  to 
Fort  Worth  in  1971. 
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WILLIAM  F.  HAFER,  MD,  retired  Hico 
general  practitioner.  Died  Feb  6,  1989; 
age  69-  Dr  Hafer  was  a 1 944  graduate  of 
The  University  of  Texas  Medical  Branch 
at  Galveston.  He  served  an  internship  at 
John  Sealy  Hospital  in  Galveston,  fol- 
lowed by  service  in  the  US  Army.  He 
practiced  medicine  in  Hico  from  1946 
until  his  retirement  in  1984.  Dr  Hafer 
was  a life  member  of  Texas  Medical 
Association. 

EDWARD  C.  HINDS,  MD,  retired  Simon- 
ton  maxillofacial  surgeon.  Died  March  20, 
1989;  age  71.  Dr  Hinds  graduated  in 
1945  from  Baylor  University  College  of 
Medicine.  He  served  an  internship  at  Park- 
land Hospital  in  Dallas,  and  residencies  at 
Jefiferson  Davis  Hospital,  M.D.  Anderson 
Hospital  & Tumor  Institute,  and  Southern 
Pacific  Hospital  in  Houston.  He  was  in 
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ARMY  RESERVE  MEDICAL  PROFILE  N0.9 


1 I . 

Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — UCLA 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 
Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
bSOO-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEAUYOUCANBE. 


■Nizatidine 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100)  ^ 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  available  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


: AXID® 

I nizabdine  capsules 

Brief  Summary 

Contull  the  package  literature  tor  complete  information. 

I Indicatf  ona  and  Usage;  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
' active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  tour  weeks 
I Axid  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
I dosage  of  1 50  mg  h.s  after  healing  of  an  active  duodenal  ulcer.  The  consequences 
of  continuous  therapy  with  Axid  for  longerthan  one  year  are  not  known 

Contralridlcatlon:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caution  in  patents  with  hypersensitivity  to  other 
Hrreceptor  antagonists 

Precautions:  General  - 1 Symptomatc  response  to  nizatdine  therapy  does  not 
preclude  the  presence  of  gas^c  malignancy 

2 Because  nizatdine  is  excreted  pnmarily  by  the  kidney,  dosage  should  be 
reduced  in  patents  with  moderate  to  severe  renal  insufficiency. 

3 Pharmacokinetc  studies  in  patents  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  nizatdine  is  metabolizeoin  the  liver.  In  patents  with  normal 
renal  tuncton  and  uncomplicated  hepatc  dysfunction,  the  disposition  of  nizatdine 
IS  similar  to  that  in  normal  subjects 

Laboratory  Tests  - False-positive  tests  for  urobilinogen  with  Muttistix*  may 
occur  dunng  therapy  with  nizatdine 

Drug  Interactions  ~ No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxjde,]orazepam,lidocajne.phenytoin,  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system; 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not 
expected  to  occur  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatidine,  fSO  mg  b i d.,  was 
administered  concurrently 

I Caranogenesis.  Mutagenesis,  Impairment  of  Fertility -k  two-year  oral  car- 
I cinogenicity  study  in  rats  with  doses  as  high  as  500  mg/1(Q/day  (about  80  times  the 
I recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
I effect  There  was  a dose-related  increase  in  the  density  of  enteiochromaftin-like 
I (ECL)  cells  in  the  gastiic  oxyntic  mucosa,  in  a two-year  study  in  mice,  there  was  no 
I evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
I liver  were  increased  in  the  high-dose  males  as  compared  with  placebo,  ^male 
I mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day.  about  330  times  the  human 
I dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
I and  hepatic  nodular  hyperplasia  with  no  numencal  increase  seen  in  any  of  the  other 
I dose  groups  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
I histoncal  control  limits  seen  lor  the  strain  of  mice  used.  The  female  mice  were  given 
I a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 

I weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
I injury  (transaminase  elevations)  The  occurrence  of  a marginal  finding  at  high  dose 
I only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
I evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
I 360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
, battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

, Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
, genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  s)rnthesis. 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test. 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administration  to  pregnant  New  Zealand  Mhite  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation  of  ^e  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  m^g  it  produced  ven^cular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  There  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  c^aciW.  Nizatidine  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactating  women  have  shown  that 
<0 1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations  Caution  should  be  exercised  when  adminis- 
tenng  nizatidine  to  a nursing  mother 

Pedialnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderty  Patients  - Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly  patients  may  have 
reduced  renal  function 

Adverse  Reactions;  Clinical  tnals  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled  trials 
included  over  1 ,900  patients  given  nizatidine  and  over  1 .300  given  placebo.  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  trials,  sweating  (1  % vs 
0.2%).urticana(0.5%vs  < 0.01%).andsomnolence(2  4%vs1  3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

H^tic  ~ Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
[AST],  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT  SfsPT  ei 
SGPT  was  greater  than  2.006  lU/L  1 
enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients  All  abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endoenne  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic  - Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H;-receptor  antagonist.  On  previous  occasions,  this 
patient  had  experienced  thrombocytopenia  whife  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported. 

Integumentai  - Sweating  and  urticaria  were  reported  significantly  more  fre- 
quently in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermati- 
tis were  also  reported 

Hypersensitmy  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported.  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm. 
larynoeal  edema,  rash,  and  eosinophilia]  have  been  reported. 

Other  - Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia.  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported 

Overdotage;  Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 

Signs  andS^ptoms  -There  is  little  clinical  experience  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic -type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  t.200  mg/kg  in  monkeys 
were  not  lethal.  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg^g  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Tel^hone  numbers 
of  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patien 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for 
four  to  six  hours  increased  plasma  clearance. 


enzymes  (greater  than  500  lU/L)  and,  in  a single  instance. 
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the  Medical  Corps  of  the  US  Navy  for  two 
years.  Dr  Hinds  was  a Texas  Medical  As- 
sociation life  member. 

JOHN  C.  KOCH,  MD,  Lufkin  ophthal- 
mologist. Died  March  21,1 989;  age  6 1 . 

In  1950  Dr  Koch  graduated  from  Baylor 
University  College  of  Medicine.  He 
served  an  internship  at  Jefferson  Davis 
Hospital,  and  was  a surgical  resident 
while  serving  in  the  US  Air  Force. 

JAMES  ROBERT  RILEY,  MD,  Corpus 
Christi  radiologist.  Died  Feb  22,  1989; 
age  74.  Dr  Riley  received  his  medical  de- 
gree in  1938  from  the  University  of 
Arkansas.  He  served  an  internship  at 
Southern  Baptist  Hospital  in  New  Orleans 
and  a residency  at  Charity  Hospital  in 
New  Orleans.  Dr  Riley  served  in  the  US 
Air  Force.  He  was  an  honorary  member 
of  Texas  Medical  Association. 

TOM  RAY  ROBERTS,  MD,  retired  Dallas 
internist.  Died  March  31,  1989;  age  69. 

Dr  Roberts  was  a 1942  graduate  of  The 
University  of  Texas  Medical  Branch  at 
Galveston.  He  served  his  internship  at  St 
Paul’s  Hospital  in  Dallas,  and  his  resi- 
dency at  John  Sealy  Hospital  in 
Galveston. 

WILBER  F.  ROBERTSON,  MD,  retired  San 
Antonio  anesthesiologist.  Died  Feb  1 5, 
1989;  age  88.  Dr  Robertson  received  his 
medical  degree  in  1929  from  The  Univer- 
sity of  Texas  Medical  Branch  at  Galveston. 
He  served  an  internship  at  Robert  B. 

Green  Hospital  in  San  Antonio,  and  re- 
ceived postgraduate  training  in  Toledo, 
Ohio,  and  New  Orleans.  Dr  Robertson 
was  an  honorary  member  of  Texas  Medi- 
cal Association. 

BUELL  FRANKLIN  ROCHE,  MD,  Waco 
general  practitioner.  Died  Feb  22,  1989; 
age  84.  Dr  Roche  was  a 1930  graduate  of 
the  University  of  Louisville  (Ky)  School 
of  Medicine.  His  internship  was  served  at 
Gorgas  General  Hospital  in  the  Canal 
Zone,  and  his  residency  at  Beaumont 
(Tex)  General  Hospital  and  St  Joseph 
Hospital  in  El  Paso.  Dr  Roche  was  an 
honorary  Texas  Medical  Association 
member. 

JOSE  R.  RODRIQUEZ-VELEZ,  MD,  retired 
Houston  general  practitioner.  Died  April 


3,  1989;  age  62.  Dr  Rodriquez -Velez  re- 
ceived his  medical  degree  in  1955  from 
the  Universidad  Nacional  Autonoma  de 
Mexico  in  Mexico  City.  He  served  an  in- 
ternship at  Aguadilla  District  Hospital. 

MARK  H.  ROTTNER,  MD,  Waco  anesthe- 
siologist. Died  Feb  17,  1989;  age  72.  Dr 
Rottner  graduated  in  1941  from  New 
York  Medical  College.  He  served  an  in- 
ternship and  residency  at  Harlem  Hospi- 
tal in  New  York  City.  After  service  during 
World  War  11  in  the  Air  Force  in  Japan 
and  the  Philippines,  he  moved  to  Waco, 
where  he  was  the  city’s  first 
anesthesiologist. 

AMAR  N.  SARWAL,  MD,  Houston  oncolo- 
gist-hematologist. Died  March  29,  1989; 
age  43.  Dr  Sarwal  was  a 1981  graduate  of 
the  American  University  of  the  Caribbean 
in  Montserrat.  He  served  his  internship 
and  residency  at  St  Agnes  Hospital  in 
Baltimore,  with  additional  postgraduate 
training  at  M.D.  Anderson  Hospital  in 
Houston. 

GEORGE  SLADCZYK,  MD,  retired  Port 
Neches  general  surgeon.  Died  March  1, 
1989;  age  89.  Dr  Sladczyk  received  his 
medical  degree  in  1925  from  Tulane  Uni- 
versity School  of  Medicine  in  New  Or- 
leans. He  served  his  internship  at  Charity 
Hospital  in  New  Orleans  and  his  resi- 
dency at  Hermann  Hospital  in  Houston. 
He  was  a World  War  1 and  World  War  11 
veteran.  Dr  Sladczyk  was  an  honorary 
member  of  Texas  Medical  Association. 

ANDREW  B.  SMALL,  MD,  retired  Dallas 
general  surgeon.  Died  March  19,  1989; 
age  83.  Dr  Small  was  a 1932  graduate  of 
Baylor  University  College  of  Medicine. 

He  served  an  internship  and  residency  at 
Temple  University  Hospital  in  Philadel- 
phia. During  World  War  11  he  served  with 
the  US  Army  in  North  Africa  and  Italy.  Dr 
Small  was  an  honorary  Texas  Medical  As- 
sociation member. 

PERCY  K SMITH,  MD,  retired  Wichita 
Falls  internist.  Died  March  21,  1989;  age 
86.  In  1927  Dr  Smith  graduated  from  Fhe 
University  of  Texas  Medical  Branch  at 
Galveston.  He  served  an  internship  at 
Wichita  Falls  Clinic  Hospital.  Dr  Smith 
was  a former  president  of  the  Wichita 
County  Medical  Society  and  the  Texas 


Academy  of  Internal  Medicine.  He  was  an 
honorary  member  of  Texas  Medical 
Association. 

KENNETH  STEWART  TABB,  MD,  retired 
Waco  general  surgeon.  Died  March  19, 
1989;  age  70.  Dr  Tabb  was  a 1944  gradu- 
ate of  The  University  of  Texas  Medical 
Branch  at  Galveston.  After  an  internship 
in  the  US  Navy  Medical  Corps,  he  served 
in  the  Pacific  Theater  during  World  War 
11.  Following  a surgical  residency  at  Scott 
and  White  Hospital  in  Temple,  he  was  re- 
called to  active  duty  during  the  Korean 
conflict. 

ROBERT  P.  THOMAS,  JR.,  MD,  retired  San 
Antonio  rheumatologist.  Died  April  8, 
1989;  age  85.  Dr  Thomas  graduated  in 
1929  from  Tulane  School  of  Medicine  in 
New  Orleans.  He  served  an  internship  at 
Robert  B.  Green  Memorial  Hospital  in 
San  Antonio.  During  World  War  II  he 
served  with  the  US  Army  Medical  Corps. 

BURL  VEDDER  THOMPSON,  MD,  retired 
Fort  Worth  family  practitioner.  Died 
March  18,  1989;  age  77.  Dr  Thompson 
received  his  medical  degree  in  1939 
from  the  University  of  Kansas  Medical 
School.  He  interned  at  Kansas  City  Gen- 
eral Hospital  and  practiced  medicine  in 
Kansas  until  his  move  in  1951  to  Fort 
Worth.  Dr  Fhompson  was  a life  member 
of  Texas  Medical  Association. 

PAUL  N.  VANN,  MD,  El  Paso  radiologist. 
Died  March  7,  1989;  age  56.  Dr  Vann 
graduated  in  1957  from  the  University  of 
Oklahoma  School  of  Medicine.  He  served 
an  internship  at  the  US  Public  Health 
Hospital  in  Norfolk,  Va,  and  a residency 
at  the  US  Public  Health  Hospital  in  Balti- 
more, Md.  He  practiced  medicine  in 
Oklahoma  for  20  years  and  moved  to 
Texas  in  1984. 

WILLIAM  J.  WOOLSEY,  MD,  retired  Waco 
ophthalmologist.  Died  Feb  19,  1989;  age 
93.  Dr  Woolsey  was  a 1923  graduate  of 
Baylor  University  College  of  Medicine. 

He  served  an  internship  at  Presbyterian 
Hospital  and  a residency  at  Bellevue  Hos- 
pital, both  in  New  York  City.  During 
World  War  I,  he  served  with  the  US  Army 
in  Germany.  Dr  Woolsey  was  an  honorary 
Texas  Medical  Association  member. 
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IN  MEMORIAM 


RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


F.J.  BARKMAN 
Dallas,  1899-1989 

D.  BRANNIN 
Dallas,  1897-1989 

J.E.  BREMNER 
Fort  Worth,  1926-1989 

W.F.  HAFER 
Hico,  1919-1989 

E. C.  HINDS 
Simonton,  1917-1989 

J.C.  KOCH 
Lufkin,  1927-1989 

J.R.  RILEY 

Corpus  Christi,  1914-1989 


T.R.  ROBERTS 
Dallas,  1919-1989 

W.F.  ROBERTSON 
San  Antonio,  1900-1989 

B.F.  ROCHE 
Waco,  1904-1989 

J.R.  RODRIQUEZ-VELEZ 
Houston,  1926-1989 

M.H.  ROTTNER 
Waco,  1916-1989 

A.N.  SARWAL 
Houston,  1945-1989 

G.  SLADCZYK 

Port  Neches,  1899-1989 


A. B.  SMALL 
Dallas,  1905-1989 

P.K.  SMITH 

Wichita  Falls,  1902-1989 

K.S.  TABB 
Waco,  1918-1989 

R.P.  THOMAS,  JR 
San  Antonio,  1904-1989 

B. V.  THOMPSON 
Fort  Worth,  1911-1989 

P.N.  VANN 
El  Paso,  1932-1989 

W.J.  WOOLSEY 
Waco,  1895-1989 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend.  □ In  memory  of  □ In  honor  of 

□ Student  $ 5.00  D Patron  $ 100.00 

□ Sustaining  $ 1 5.00  □ Life  $ 1 ,000.00 

□ Subscribing  $25.00  OCCASION — 

name - PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 


Texas  Medicin 


SURGICAL  RESEARCH  FACILITIES 


THE  ST.  JOSEPH  SURGICAL  TRAINING  AND  RESEARCH  CENTER* 

is  now  offering  state  of  the  art  facilities  for  contractual  projects  on  a selective 
basis.  This  center  includes; 


RESEARCH  FACILITIES 

Fully  equipped  operating  suites 
Operating  microscopes 
Surgical  laser 
Pathology  & necropsy  room 
Photography  & videomicroscopy 


FACULTY  & STAFF 

Medical  Director  of  Microsurgery 
Assistant  Medical  Director 
Research  Fellow 
Consulting  Veterinarian 
Surgical  Animal  Technicians 
Microsurgical  Technician 
Animal  Caretakers 


ANIMAL  CARE 

Five  individual  animal  housing  areas 
Two  isolation  & quarantine  rooms 
Preoperative  & postoperative  areas 
Clinical  pathology  laboratory 
Diet  kitchen 


In  addition,  this  facility  houses  a large  conference  room,  dictating  carrels, 
computer  facilities,  dressing  rooms,  showers,  large  parking  facilities,  and  an 
extremely  convenient  location  in  downtown  Houston,  Texas. 


St.  Joseph  Hospital 
Houston 


For  more  information  contact: 

Amado  Ruiz-Razura,  M.D. 

The  Surgical  Training  and  Research  Center 
St.  Joseph  Hospital 
1919  LaBranch 
Houston,  Texas  77002 

(713)757-1000,  extention  3829 


‘Accredited  by  the  American  Association  for  the  Accreditation  of  Animal  Care 


AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDICAL  SCHOOL 


The  U.S.  Army  Health  Professions  Scholarship  Program 
offers  a unique  opportunity  for  financial  support  to  medi- 
cal or  osteopathy  students.  Financial  support  includes 
tuition,  books,  and  other  expenses  required  in  a particular 
course. 

For  information  concerning  eligibility,  pay,  service 
obligation  and  application  procedure,  contact  the  Army 
Medical  Department  Personnel  Counselor: 


CRT  JIM  MUNDY 
(51 2)  826-0836 


ARMY  MEDICINE.be  ALL  YOU  CAN  BE. 
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Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN'*"^ 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.^ 


*(hydrocodone  bitartrate  7.5  mg  [Warning:  May  be  habit  terming] 


and  acetaminophen  750  mg]  . . 

Tablet  for  tablet .. . 

The  most  potent  analgesic  you  can  phone  in-- 
daytime,  nighttime,  weekends. 


**(hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming]  and  acetaminophen  500  mg) 
X.  Data  on  file.  Knoll  Pharmaceuticals 

2.  Standard  industry  new  prescription  audit.  Data  on  file,  Knoll  Pharmaceuticals 
Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


'# 


fe  1989,  BASF  K&F  Corporation 
5863/&89 


(hydrocodone  bllartrote  5 mg  [Warning  Moy  b«  habit  forming) 
ar>d  acetamlrK>phen  £00  mg) 

"vicodin 


(hydrocodone  bitarfrote  75  mg  [Warning:  Moy  be  habit  forming) 
and  acelamlr>ophen  7S0  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone. 

WARNINGS: 

Allergic-Type  Reactions:  VICODIN/VICODIN  ES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN/VICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostattc  hypertrophy  or  urethral  stricture. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex:  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxicty  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adequate  and  well-controlled  studies  in 
pregnaat  women.  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REAQIONS: 

The  most  freguently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System : The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above): 
however,  some  phenothiazine  derivatives  seem  to  be  antianalqesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride.  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODINA/ICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcobcs:  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  ^st-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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It  can  also  help 
you  reduce  your  weight. 


And  since  a 12-year  study  shows 
that  being  40%  or  more  overweight 
puts  you  at  high  risk, 
it  makes  sense  to  follow  these 
guidelines  for  healthy  living! 

Eat  plenty  of  fruits  and 
vegetables  rich  in  vitamins  A 
and  C— oranges,  cantaloupe, 
strawberries,  peaches,  apricots, 
broccoli,  cauliflower,  brussel 
sprouts,  cabbage.  Eat  a high* 
fiber,  low-fat  diet  that  includes 
whole-grain  breads  and  cereals 
such  as  oatmeal,  bran  and  wheat. 
Eat  lean  meats,  fish,  skinned 
poultry  and  low-fat  dairy 
products.  Drink  alcoholic 
beverages  only  in  moderation. 
For  more  information, 
call  1-800-ACS-2345. 
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I Lobbyists  on  guard 
in  midst  of  chaos 


The  legislative  process  in  Texas  more 
than  once  has  been  described  as  orga- 
nized chaos.  For  140  days  every  other 
year,  181  lawmakers,  hundreds  of  legis- 
lative staff  and  agency  officials,  and 
scores  of  lobbyists  draft,  debate,  enact, 
or  defeat  thousands  of  individual  bills. 
Lobbyists  representing  Texas  Medical  A5- 
sociation  are  among  the  most  active 
and  influential  in  the  process. 

In  this  article,  TMA  Public  Relations 
Assistant  Ken  Ortolon  describes  a lob- 
byist's hectic  day. 

Lobbyists  are  an  integral  part  of  the 
legislative  process,  representing 
every  conceivable  interest  from  the 
elderly  to  oil  companies.  Texas  Medical 
Association’s  lobbyist  staff  is  among  the 
most  active  in  Austin.  This  legislative  ses- 
sion, Public  Affairs  Director  Kim  Ross, 
lobbyists  Alfred  Gilchrist  and  Harold 
Freeman,  TEXPAC  Director  Alex  Short, 
and  their  support  staff  tracked  some  600 
pieces  of  health  care-related  legislation. 
Tracking  means  the  TMA  lobby  team  ana- 
lyzes those  bills,  “works”  lawmakers  to 
support  passage,  drafts  amendments,  co- 
ordinates the  appearance  of  TMA  wit- 
nesses at  committee  hearings,  and  works 
behind  the  scenes  to  kill  bad  bills  or 
lessen  their  impact. 

Ross  describes  his  job  as  “a  combina- 
tion of  being  a jet  fighter  pilot,  am- 
bulance driver,  diplomat,  and  bomb 
! thrower.”  If  that  sounds  like  a split  per- 
' sonality,  it’s  the  nature  of  the  legislative 
beast. 

“The  legislative  process  is  a series  of 
halfway  coordinated  disasters,”  Ross  says. 
‘Tou  can’t  plan  your  next  crisis.  You  just 
jump  from  crisis  to  crisis  and  disaster  to 
disaster.  For  every  strategy  you  success- 
fully execute,  there  are  five  other  contin- 
gency plans  you  couldn’t  use.” 

Freeman  says  the  lobbyist’s  job  is  part 
educator,  part  persuader.  They  spend  a 
lot  of  time  educating  lawmakers  about  an 
issue,  then  persuading  them  to  carry  a 
bill,  accept  an  amendment,  or  vote  in 
favor  or  against  legislation,  notes 
Freeman. 

“Sometimes  I feel  like  a shoe  salesman 
with  too  much  merchandise  and  not 
enough  buyers,”  Freeman  says. 

Gilchrist,  who  also  screens  and  assigns 
tlie  600-plus  medical  bills  for  review  and 


comment  by  the  various  TMA  councils 
and  committees,  emphasizes  the  impor- 
tance of  homework.  “There’s  no  sub- 
stitute for  hard  work  and  preparation,” 
he  says.  “We  can’t  afford  the  luxury  of 
letting  an  issue  slip  past  us  in  the  rush. 
But  sometimes  it’s  like  getting  a drink  of 
water  from  a fire  hydrant.” 

The  TMA  Council  on  Legislation  re- 
views all  health  care-related  bills  and  de- 
cides whether  to  support,  oppose,  or 
simply  monitor  them  based  on  policies 
approved  by  the  House  of  Delegates  and 
input  solicited  from  the  association’s  50 
committees,  councils,  and  boards.  Ulti- 
mately, it  is  the  council’s  actions  that  pro- 
vide direction  for  the  lobby  staff. 

If  there  were  such  a thing  as  a “typi- 
cal” day  for  Ross  and  his  staff,  it  would 
begin  sometime  before  8 am  and  end 
around  midnight.  In  between,  the  lobby- 
ists might  deal  with  more  than  two 
dozen  different  bills  or  issues,  attend  half 
a dozen  committee  hearings,  and  plot 
strategy  on  other  issues. 

On  one  day  in  late  March,  Ross  dealt 
with  legislation  on  rural  health  care,  chi- 
ropractors, psychologists,  physical  thera- 


pists, lay  midwifery,  pharmacists,  osteo- 
paths, medical  technicians,  prescription 
writing  authority  for  nurses,  direct  pay- 
ments to  nurses,  physician  referrals,  in- 
surance reform,  workers’  compensation, 
Medicaid,  AIDS,  trauma  care,  motorcycle 
helmets,  teen  pregnancy,  malpractice, 
and  blood  banks.  And  that  was  just  one 
lobbyist.  Freeman,  Gilchrist,  and  Short 
each  had  their  own  agendas  to  work  on 
that  day. 

This  particular  day  began  early  for  the 
entire  lobby  team.  Ross  and  crew  met  for 
breakfast  at  7 am  with  Rep  Mike  McKin- 
ney (D-Centerville),  who  is  the  lead 
sponsor  of  the  TMA-supported  rural 
health  care  bill.  TMA  had  numerous 
amendments  to  add  to  McKinney’s  rural 
health  bill,  mostly  pertaining  to  liability 
reform.  Often,  lobbyists  have  to  persuade 
a sponsor  to  accept  the  amendments,  but 
McKinney,  a physician  himself,  already 
supported  most  of  the  proposals.  That 
left  plotting  strategy  on  passing  the  bill. 

Because  inclusion  of  the  strong  tort  re- 
form language  could  cost  McKinney 
some  votes  on  the  House  floor,  tactics 
have  to  be  arranged  to  keep  tort  reform 


TMA  lobbyist  Kim  Ross  ( right)  shares  information 
with  Rep  Bill  Blackwood  (R  Mesquite).  © Bob 
Daemmrich  Photography 
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Lobbyist  Alfred  Gilchrist  "tt'orks  " the  halls  of  the 
Capitol  © Bob  Daemmrich  Photography 


opponents  behind  the  bill.  One  such  tac- 
tic is  the  trade-off.  McKinney  agrees  to 
line  up  a minority  House  member  to 
sponsor  an  amendment  on  minority’  re- 
cruitment for  medical  schools.  In  ex- 
change for  minority  support  for  liability 
reform,  McKinney  will  accept  the  re- 
cruitment language.  Other  members  will 
be  given  roles  in  the  floor  debate  in  ex- 
change for  their  support. 

Jose  Camacho,  a lawyer/lobbyist  for 
Texas  community  and  migrant  health 
centers,  also  is  part  of  this  meeting.  TMA 
lobbyists  want  Camacho’s  advice  on  what 
impact  tort  reform  provisions  will  have 
on  his  clients  and  what  tort  changes  un- 
decided or  adversarial  lawmakers  will 
accept. 

Following  the  rural  health  meeting,  the 
lobby  team  splits  up.  Some  head  for  the 
Senate  Health  and  Human  Services  Com- 
mittee hearing  on  blood  bank  legislation 


by  Sen  Carl  Parker  (D-Port  Arthur). 
Others  go  to  line  up  support  for  a floor 
vote  on  the  motorcycle  helmet  bill  or  to 
other  tasks. 

The  blood  bank  bill.  Senate  Bill  940, 
would  have  serious  implications  for 
organ  transplants  and  other  surgery  that 
requires  large  quantities  of  blood  for 
transfusion  by  holding  blood  banks  under 
strict  liability  for  tainted  blood.  TMA  lob- 
byists already  have  worked  behind  the 
scenes  to  persuade  Parker,  who  has  a per- 
sonal interest  in  the  bill,  to  reconsider. 
Without  a hearing,  Parker  agrees  to  table 
the  measure  and  instead  file  a resolution 
seeking  an  interim  study  of  blood  bank 
problems.  TMA  agrees  to  support  that 
study.  The  bill  is  dead  and  Parker,  an  in- 
fluential senator,  saves  face.  Move  on  to 
the  next  issue. 

That  issue  happens  to  be  a return  to 
rural  health.  Ross  and  Gilchrist  head  to 


In  Abilene,  Ross  (left)  visits  with  newspaper  staff 
members  during  an  editorial  board  tour.  © Bob 
Daemmrich  Photography 
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the  office  of  Austin  political  consultant 
George  Shipley  to  arrange  press  coverage 
of  the  rural  health  issue.  Not  only  is  the 
bill  set  for  hearing  the  next  week,  but 
TMA  is  helping  bill  sponsors  with  a press 
conference  and  an  editorial  board  tour  to 
increase  awareness  of  the  issue. 

The  timing  and  location  of  the  press 
conference  are  critical  to  maximizing 
coverage.  However,  another  press  confer- 
ence already  has  been  scheduled  for  the 
time  and  location  TMA  wants — the 
Speaker’s  Committee  Room  in  the  Capi- 
tol. Ross  quickly  places  several  phone 
calls  to  “high  places”  in  an  effort  to  have 
the  conflicting  press  conference  re- 
scheduled. By  that  afternoon  the  deed  is 
done  and  TMA  has  its  desired  location. 

Details  of  the  editorial  board  tour  also 
are  finalized  before  breaking  for  lunch.  It 
is  decided  that  McKinney,  one  or  two 
rural  health  bill  cosponsors,  former  TMA 


president  Dr  Jim  Bob  Brame  of  Eldorado, 
and  Shipley  will  hit  the  road  every  week- 
end in  April  to  talk  with  newspaper  edi- 
tors. Shipley  will  tr>'  to  rent  a private 
airplane  for  the  trips.  Local  doctors  will 
be  asked  to  join  the  tour  at  each  stop. 

Lunch  time  comes  but  does  not  pro- 
vide a break  in  the  work  day.  Instead, 

Ross  and  Freeman  spend  their  lunch 
hour  meeting  with  a doctor  who  is  an  ex- 
pert on  workers’  compensation.  This 
physician  has  been  involved  in  the  de- 
bate on  workers’  compensation  reform — 
testifying  at  hearings,  meeting  with  law- 
makers— on  behalf  of  himself.  Ross  wants 
to  cultivate  him  as  a potential  spokesman 
for  TMA.  The  physician  is  anxious  to 
share  his  perspective  on  workers’  com- 
pensation problems  with  TMA  and  the 
lobbyists  are  eager  to  hear  it.  Following 
lunch,  the  physician,  with  Ross’  encour- 
agement, is  sent  to  the  Capitol  to  discuss 


l obbyist  Harold  Freeman  apprises  IMA  members  of 
legislative  activities  during  the  association 's  I ')S9 
winter  leadership  conference.  (Photo  Jim 
l.incolnj 


Kim  Ross  survey's  activity  on  the  floor  of  the  Texas 
House  of  Representatives  © Bob  Dacmnirich 
Photography 
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Ross  crosses  a rainy  air  field  to  board  a flight  that 
will  take  him  across  the  state  on  a tour  of 
newspaper  editorial  boards.  © Bob  Daemmrich 
Photography 


his  views  with  key  lawmakers  in  the 
workers’  compensation  debate. 

For  Ross,  lunch  is  followed  by  a 
lengthy  interview  with  a frequently  hos- 
tile reporter  from  WOAl  radio  in  San  An- 
tonio. The  main  theme  the  reporter 
wants  to  explore  is  physicians  overcharg- 
ing their  patients.  Ross  has  to  explain  pa- 
tiently that  physicians  are  not  overcharg- 
ing patients,  and  outline  the  economic 
factors  that  drive  up  health  care  costs. 

Then  it’s  back  to  the  Capitol  for  more 
committee  hearings  and  a lot  of  time  tied 
up  in  lobbyists’  most  frequent  activity — 
waiting  in  hallways  to  talk  with  law- 
makers or  other  lobbyists. 

First  stop  is  the  Senate  Health  and  Hu- 
man Services  Committee  hearing  on 
AIDS  legislation.  TMA  is  generally  sup- 
portive of  several  of  the  AIDS  initiatives, 
so  Ross  drops  in  witness  cards  registering 
TMA  support.  TMA’s  mere  appearance  at 


the  hearing  is  important  to  the  other 
groups  backing  the  legislation.  While  at 
the  hearing,  Ross  spends  several  minutes 
talking  with  other  lobbyists  about  AIDS 
and  other  issues.  While  talking  to  one 
lobbyist,  he  also  is  communicating  to  an- 
other across  the  Senate  Chamber — in 
hand  signals  only  a lobbyist  would 
understand. 

Also  this  particular  afternoon,  Ross, 
Gilchrist,  and  Short  are  observing  the 
House  Committee  on  Public  Health. 
Freeman  is  giving  a deposition  in  a TMA 
lawsuit.  But  the  three  lobbyists  spend 
little  time  in  the  committee  room.  In- 
stead, they  are  in  the  hallway  working 
other  issues. 

Ross,  who  is  never  without  his  mobile 
telephone,  makes  several  calls.  Short  is 
dividing  a list  of  House  members  into 
four  groups — one  group  for  each  of  the 
lobbyists  to  tackle  on  the  helmet  bill.  If 


Centerville)  and  Rick  Perry  (D  Haskell).  © Bob 
Daemmrich  Photography 


Ross  (left)  participates  in  a press  conference  on 
legislation  addressing  rural  health  care  issues. 
Joining  him  are  Representatives  Mike  McKinney  (D 
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TMA  can  help  bill  sponsor  McKinney  line 
up  the  necessary’  votes  (80)  to  pass  the 
bill,  it  could  be  placed  on  the  House  cal- 
endar for  April  5,  the  day  physicians  and 
TMA  Auxiliary  members  will  be  in  Austin 
for  Capitol  Health  Day,  a health  aware- 
ness event  sponsored  by  TMA  and  the 
auxiliary.  But  the  votes  have  to  be  in 
place,  Ross  says.  House  Speaker  Gib 
Lewis  won’t  permit  the  House  Calendars 
Committee  to  set  the  bill  for  a floor  vote 
if  the  needed  support  isn’t  there. 

Meanwhile,  the  lobbyists  wait  to  catch 
House  Public  Health  Committee  mem- 
bers coming  and  going  from  the  current 
hearing.  They  are  working  to  line  up  the 
committee’s  support  for  the  rural  health 
care  bill  and  legislation  to  create  a state- 
wide trauma  system.  The  TMA  team, 
however,  isn’t  the  only  group  working 
those  bills.  Representatives  of  the  Texas 
Hospital  Association  and  other  health 
care-related  organizations  also  are  milling 
around  outside  the  House  committee 
rooms  waiting  to  speak  with  House 
members. 

Often,  TMA  lobbyists  work  in  conjunc- 
tion with  lobbyists  of  other  groups  to 
pass  a bill.  Ross  calls  it  a “Mutt  and  Jeff’ 
routine.  “Sometimes,  we  let  others  take 
the  hard  line,  while  showing  opponents 
that  TMA  wants  to  work  something  out,” 
he  says.  “Of  course,  we  take  the  hard  line 
ourselves  on  occasion.” 

A team  effort  of  that  sort  is  being 
mounted  in  opposition  to  legislation 
granting  psychologists  hospital  staff  privi- 
leges. “We’ll  let  the  psychiatrists  (Texas 
Society  of  Psychiatric  Physicians ) work 
I the  bill.  TMA  will  apply  subtle  pressure 
' with  key  undecided  votes,”  Ross  says. 

“On  any  given  issue,  there  may  be  two  or 
three  of  us  working  in  teams,”  he 
continues. 

Sometimes,  such  cooperation  requires 
unexpected  alliances,  such  as  working 
with  the  Texas  Gay  Alliance  on  AIDS 
issues  or  with  chiropractors  to  stop  an 
independent  practice  bill  for  physical 
therapists.  Often,  there  are  “well  en- 
trenched rivalries”  between  partners  in 
such  alliances,  but  they  have  to  be  ig- 
nored in  order  to  win  the  issue,  Ross 
says. 

Ganging  up  on  issues  with  other  orga- 
nizations also  allows  TMA  to  save  some 
of  its  clout  for  the  tougher  fights,  such  as 
tort  reform. 


“It’s  like  a board  game  where  you  have 
only  a limited  number  of  chips,”  Ross 
says.  “You  don’t  want  to  spend  them  all 
in  one  place.” 

The  same  holds  true  in  picking  which 
issues  to  pursue  aggressively,  and  which 
to  allow  others  to  handle.  “You  can’t 
waste  your  political  capital  on  issues  that 
won’t  be  resolved  or  bills  that  aren’t 
going  anywhere,”  Ross  says. 

As  the  House  committees  begin  to 
wind  down,  so  does  the  frenetic  part  of 
the  lobbyists’  day.  But  it  is  far  from  over. 
Ross  will  escape  for  an  hour  to  take  his 
children  to  kickball  practice  (his  mobile 
phone  will  be  in  business  during  that 
hour,  however ),  then  it’s  back  to  the 
office  to  read  bills,  memos,  and  corre- 
spondence he  didn’t  have  time  to  look  at 
during  the  day.  The  others  will  do  the 
same,  possibly  until  1 1 pm  or  midnight 
before  calling  it  a day. 

A mobile  phone  keeps  Ross  in  touch  with  TMA 
members  and  others  © Bob  Daemmrich 
Photography 


“It’s  impossible  to  return  correspon- 
dence, read  bills,  or  draft  new  bills  and 
amendments  during  the  day,”  Ross  says, 
“so  you  just  do  it  at  night.  Every  night 
you  catch  up  with  the  flow  of  paper  and 
knowledge.”  Weekends  often  are  used  for 
the  same  purpose. 

This  day  ended  about  1 1 pm — a 16- 
hour  day.  Tomorrow  it  all  starts  again — 
another  7 am  breakfast  meeting,  another 
round  of  organized  chaos. 

KEN  ORTOLON 
Public  Relations  Assistant 
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American  Physicians  Insurance  Exchange 

MAT  PRACTICE 

If  s an  allegation  that  can  happen  to  anyone. 


¥du  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


Healthcare  ^ ^ Brown  schools 

Rehabilitation  ^ 

Center 

P.  O.  Box  43148  Austin,  Texas  78745 


What  do  you  do 
with  your  most 
difficult  patients? 


Despite  your  best  efforts,  a patient  sometimes 
doesn’t  respond  to  traditional  treatment.  Call 
Healthcare  Rehabilitation  Center.  We  can  help 
change  the  negative  to  positive. 

As  a Brown  Schools  Hospital,  Healthcare 
Rehabilitation  Center  creates  positive  outcomes 
for  men,  women  and  children  with  brain  injuries 
and  neurological  impairments.  Healthcare 
Rehabilitation  Center  addresses  each  patient’s 
emotional,  physical,  cognitive  and  behavioral 
problems  in  tandem. 


Call  1-800-252-5151. 
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The  politics  of  choice: 
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In  1955,  when  Adolf  Hitler  took  power,  the  Ger- 
man medical  community  was  faced  with  intense 
crisis  and  change.  Because  social  processes  become 
more  clearly  defined  in  times  of  crisis,  the  days  of 
Nazi  rule  offer  an  excellent  opportunity  to  exam- 
ine health  care  and  moral  issues.  This  article  de- 
scribes historical  events  that  illustrate  physicians’ 
and  medical  students’  role  in  the  political  process. 
In  addition,  we  detail  four  types  of  responses  made 
by  physicians  and  students:  flight,  conformism,  in- 
dividual resistance,  and  group  resistance.  We  con- 
clude that  if  the  role  of  physicians  is  to  aid  and 
protect  patients  against  disease  or  experimenta- 
tion on  humans,  then  he  or  she  must  maintain 
heightened  political  awareness  in  order  to  deal 
with  social  crises  before  they’  overwhelm  any 
response. 

KEY  WORDS:  NATIONAL  SOCIALIST  GERMAN  WORKERS'  PART5' 

( NSDAP ),  VICTIMS,  RESISTANCE,  WHITE  ROSE. 


In  1836  Dr  C.W.  Hufeland  (Fig  1 ),  a key  figure  in 
19th  century  German  medicine,  declared  that 
physicians  do  not  belong  to  any  political  party, 
but  to  the  entire  community.  Physicians  are  free 
agents;  they  do  not  favor  a specific  “Weltanschau- 
ung” (world  view,  perspective,  or  ideology).  Physi- 
cians are  in  a good  position  to  protect  themselves 
from  the  influences  of  various  political  movements 
as  they  serve  only  their  patients  ( 1 ).  This  statement 
reflects  a philosophical  and  moral  position  that  phy- 
sicians are  and  should  remain  above  politics.  This 
article  critically  examines  the  role  of  the  physician 
in  the  political  process.  It  will  be  illustrated  through 
events  and  individual  actions  from  the  time  Hitler 


/.  Cancellation  picturing  Dr  C.W.  Hufeland,  1762-1836.  Dr 
Hufeland  was  professor  of  medicine  in  Jena  His  patients  in- 
cluded Herder,  Wieland,  Goethe,  and  Schiller. 


took  power  in  1933  in  Germany  to  the  postwar  era. 
This  period  is  chosen  because  the  principal  author 
had  personal  experience  with  the  events  during  the 
dark  ages  of  Nazism  (see  editor’s  note  on  page  34). 
Furthermore,  this  period  provides  an  excellent  ex- 
ample in  which  physicians  were  thrust  into  the  po- 
litical arena  either  through  their  actions  or  failures 
to  respond  to  the  inhumanity  of  Nazi  Germany. 

Nazi  political  control  of  medicine 

The  power  and  complete  control  of  medicine  by 
the  Nazi  political  machine  can  best  be  understood 
in  light  of  the  party  leadership’s  organizational  skills. 
In  1929,  before  the  Nazis  came  to  power,  they  es- 
tablished a political  medical  institute  north  of  Berlin 
(Fig  2)  (3,4).  Between  1929  and  1933,  the  institute 
at  Alt-Rehse  trained  and  indoctrinated  thousands  of 
physicians  in  Nazi  ideology.  In  other  words,  the 
Nazis  had  their  own  medical  infrastructure  already 
developed  when  they  came  to  power;  they  were 
ready  to  replace  the  existing  order  ( 2 ). 

The  purge  of  physicians  was  conducted  in  the  fol- 
lowing manner:  German  law  of  June  2,  1933,  states 
that  appointment  to  the  social  medical  system  {Kas- 
senpraxis)  would  be  immediately  revoked  if  the 
physician  involved  was  not  of  Aryan  origin,  or  if  the 
physician  was  a member  of  the  Socialist  or  Commu- 
nist party  during  the  Weimar  Republic  (dissolved  by 
the  Nazis).  Furthermore,  any  physicians  who  were 
connected  in  any  way  to  the  old  Weimar  regime 
were  discharged  from  their  current  positions.  The 
move  to  exclude  physicians  from  the  state-sup- 
ported  health  insurance  was  particularly  important 
because  this  system  was  a main  source  of  income 
for  many  physicians.  The  law  had  the  effect  of  ex- 
cluding approximately  20%  of  all  practicing  physi- 
cians from  employment  (3,4).  Clearly,  the  Nazis 
dismissed  these  individuals  for  racial  and  political 
reasons,  not  because  they  lacked  medical  knowl- 
edge. The  exclusion  of  these  physicians  from  the 
medical  community  was  met  with  a very  disturbing 
response:  more  physicians  joined  the  Nazi  party 
than  any  other  group  of  the  intelligentsia  in  Ger- 
many. The  response,  then,  was  to  conform  en  masse 
to  the  Nazi  regime  ( 2 ). 

An  early  response  to  Nazi  oppression 
An  unusual  response  to  persecution  of  the  medical 
profession  was  undertaken  by  University  of  Freiburg 
Professor  of  Pathology,  Ludwig  Aschoff  (Fig  3),  well 
known  for  his  lectures  in  the  United  States  in  1924 
( 5 ).  The  senior  author,  one  of  Dr  Aschoffs  students, 
was  present  in  January  1936  when  Professor  Aschoff 
delivered  his  farewell  address  to  his  students  and 
friends.  He  spoke  about  academic  science  and  aca- 
demic freedom.  Professor  Aschoff  died  in  1942. 
Though  Germany  was  Britain’s  enemy,  an  obituary 
appeared  in  November  1 942  in  Lancet.  It  was  writ- 
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ten  by  Professor  Alistair  Robb-Smith,  a pathologist  at 
Oxford  University.  “Professor  Aschoff  was  a living 
example  of  all  that  was  best  in  the  old  cultured  Ger- 
many. . . . ,”  he  wrote.  “His  heart  was  heavy  at  the 
departure  of  his  friends  and  colleagues  (in  1933)  in 
the  medical  faculty  at  Freiburg  (Professor  Tann- 
hauser  to  Boston,  Mollendorff  to  Zurich).  But  he 
was  fearless  in  expressing  his  views  ...”  (6—8). 

Selective  silence  within  the  German  medical 
community 

While  discussing  these  important  changes  in  the 
structure  of  German  medicine,  it  is  necessary'  to  re- 
call the  political  involvement  of  one  of  Germany’s 
most  famous  surgeons  of  the  time.  Dr  Ferdinand 
Sauerbruch  (Fig  4)  (9).  In  1937  he  and  Professor 
August  Bier  had  the  dubious  honor  of  receiving 
publicly  in  Nuremberg  a newly  created  German 
prize  for  excellence  in  the  field  of  medicine.  This 
prize  was  created  by  Hitler  in  reaction  to  the  1935 
Nobel  Prize  for  Peace  awarded  to  the  German 
writer  and  pacifist  Carl  von  Ossietzky.  Hitler  would 
not  allow  von  Ossietzky  to  travel  to  Oslo  to  accept 
his  award.  Thereafter  Hitler  began  to  develop  a se- 
ries of  parallel  awards  for  Germans,  (von  Ossietzky' 
died  of  tuberculosis  in  the  Oranienburg  concentra- 
tion camp  in  1 938 ) ( 1 0 ). 

The  political  involvement  of  Dr  Ferdinand  Sauer- 
bruch provides  an  example  of  how  key  medical  fig- 
ures responded  to  the  Nazi  control  of  medicine  and 
how  they  behaved,  especially  as  it  applies  to  experi- 
mentation on  humans.  Dr  Sauerbruch  could  best  be 
described  as  an  ultra-conservative  nationalist.  His 
interest  in  political  events  can  be  traced  to  1917 
when  he  was  chairman  of  surgery  at  the  University 


2.  Nazi  indoctrination  of  doctors.  Probably  no  profession  was 
more  fully  and  willingly  incorporated  into  Hitler's  state  than  the 
medical  profession  Picture  taken  at  a training  school  at  Alt- 
Rehse.  north  of  Berlin  Photograph  reproduced  from  art  invitation 
to  a conference  in  Aachen,  West  Germany.  1986. 


.i  Ludwig  Aschoff  professor  of  pathology,  at  his  "^Oth  birthday 
celebration,  Jan  10.  I9.i6,  cautioned:  'l.et  there  be  but  one  opin- 
ion and  you  have  an  end  of  research  and  knowledge  " Dr  Aschoff 
personally  went  to  the  homes  of  the  dismissed  medical  faculty  in 
Freiburg  and  expressed  his  deep  concern  for  their  dismissal  It 
must  be  noted  that  Aschoffs  acts  were  considered  treasonable  by 
the  Nazis  However,  his  international  reputation  and  high  visi- 
bility protected  him  from  Nazi  prosecution  Photograph  by 
Dr  Lekisch. 


4.  German  stamp  of  Professor  Ferdinand  Sauerbruch.  Before 
1933,  Sauerbruch  agreed  with  the  ideology  of  Hitler.  When  Hitler 
created  the  "German  Prize"  for  art  and  science,  Sauerbruch  re- 
ceived the  prize  at  the  Nazi  Convention  in  Nuremberg  in  193'^ 
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of  Zurich  Medical  Faculty.  He  responded  ver\’ 
strongly  to  a publication  written  by  the  Bavarian 
Prince  Alexander  zu  Hohenlohe  who  argued  that 
the  conservative  Prussian  aristocratic  landholders 
party  should  be  dissolved.  Dr  Sauerbruch  declared 
that  the  dissolution  of  this  party'  would  destroy  Ger- 
many’s power  and  greatness  (9).  In  1918  he  became 
chief  of  surgery  at  the  medical  department  of  the 
University'  of  Munich,  where  in  the  following  year 
he  delivered  a speech  to  the  student  body.  He 
stated  that  he  was  not  involved  in  the  political  es- 
tablishment of  the  new  German  (Weimar)  Republic, 
which  he  described  as  a “severely  depressive  in- 
stitution,” and  concluded  his  talk  with  “Germany 
will  rise  again”  ( 9 ).  Furthermore,  in  his  personal 
correspondence  he  indicated  that  he  had  no  contact 
with  the  leaders  of  the  German  Republic  and 
planned  not  to  be  involved  in  its  politics. 

During  the  early  1920s,  Dr  Sauerbruch  partici- 
pated in  ultra-conservative  political  circles,  where 
he  met  Adolf  Hitler  several  times.  Dr  Sauerbruch’s 
political  views  were  sympathetic  to  the  Nazi  propa- 
ganda that  considered  the  acceptance  of  the  Treaty' 
of  Versailles  to  be  a betrayal  of  the  German  people 
(stab  in  the  back,  "Dolchstoss”)  (9).  In  November 
1923  Hitler  and  his  followers  attempted,  without 
success,  a putsch  in  Munich.  Dr  Sauerbruch  and  his 
staff  gave  medical  assistance  to  the  wounded  includ- 
ing Adolf  Hitler. 

By  1927  Dr  Sauerbruch  was  nominated  as  chief  of 
surgery  at  the  University'  of  Berlin.  This  career  ad- 
vancement does  not  appear  to  be  related  to  his  as- 
sociation with  the  ultra-conservatives,  because  they 
were  not  yet  in  a powerful  enough  position.  This 
appointment  was  more  likely  the  work  of  the  con- 


EDITOR’S  NOTE 

At  Christmastime  in  1936 — about  one  month  after  he 
passed  his  final  medical  examinations  at  the  University  of 
Freiburg — Kurt  Lekisch  returned  to  visit  his  family  in 
Mainz  Awaiting  him  there  was  a message  from  the  Baden 
minister  of  the  interior:  He  could  serve  one  year  of  intern- 
ship at  a Jewish  hospital,  but  “.  . . . The  serving  of  the  year 
of  internship  rests  entirely  with  you  as  the  granting  of  a Li- 
cence as  Physician  can  at  present  not  be  promised.  . . . 
(official  translation).” 

Even  so,  the  young  medical  graduate  was  more  fortu- 
nate than  many  medical  students.  He  had  received  his 
yellow  "non-Aryan”  passport  in  1933,  but  unlike  many 
other  “Ausschaltung”  (those  eliminated  from  licensing)  he 
was  not  forced  to  leave  medical  school.  The  German  gov- 
ernment granted  this  exception  only  because  his  father 
had  served  as  a German  physician  on  the  front  lines  in 
World  War  I. 

In  December  1937,  Dr  Lekisch  traveled  to  the  United 
States  and  then  to  Texas,  where  he  received  his  license  to 
practice  in  1939.  Later  he  volunteered  for  the  US  Army 
and  served  in  France  and  Germany.  After  the  war,  he  re- 
ceived the  German  medical  license  he  had  earned  in  1936. 


servative  civil  service  that  remained  in  office  after 
the  Weimar  Republic  was  established. 

Following  the  general  election  in  January  1933, 
Hitler,  who  won  one  third  of  all  the  votes,  was 
named  chancellor.  The  following  month,  in  a speech 
to  a student  gathering.  Dr  Sauerbruch  confirmed  his 
political  support  of  the  Nazi  ideology,  but  declared 
the  German  university  tradition  of  freedom  of 
speech  {Lehrfreiheit  and  Lemfreiheit — freedom  of 
teaching  and  freedom  of  learning)  should  be  upheld 
(9).  He  stated  that  the  university  faculty  should  not 
be  involved  in  any  political  activities  and  should  not 
be  directed  by  political  forces  in  Germany.  In  an 
open  letter  to  the  physicians  of  the  world,  pub- 
lished September  1933  in  a German  medical  jour- 
nal, Dr  Sauerbruch  explained  the  Nazi  regime  was 
no  longer  bound  by  the  Treaty  of  Versailles  (9). 

It  appears  that  Dr  Sauerbruch  was  completely  al- 
lied with  Nazi  ideology  and  agenda  since  he  had  re- 
ceived the  prize  for  knowledge  and  medical  leader- 
ship in  1937;  however,  in  June  1940  he  and  pastor 
Fritz  von  Bodelschwingh,  a well-known  human 
rights  activist,  appeared  before  Minister  of  Justice 
Franz  Guertner  to  protest  the  government’s  new  eu- 
thanasia program  (9).  The  “Law  on  the  Protection 
of  Hereditary  Health”  claimed  the  lives  of  75,000 
victims  who  were  homosexuals  or  mentally  or 
physically  impaired.  Established  in  1939,  the  law 
prevailed  until  1941,  when  the  Archbishop  of 
Munster,  Clemens  von  Galen,  courageously  de- 
nounced the  program,  and  it  was  halted  (10).  It  is 
known  that  Professor  E.  Buechner,  * a devout  Catho- 
lic who  had  replaced  Professor  Aschoff  at  Freiburg, 
spoke  to  his  students  in  1941  against  the  euthanasia 
law  of  1939.  His  act  of  courage  was  later  recognized 
and  cited  by  the  Allied  forces  in  1945  ( 1 1 ). 

After  Germany’s  defeat  at  Stalingrad  in  February 
1943,  the  German  medical  community  carried  out 
research  to  preserve  military  manpower.  Drs  Fritz 
Lischer  and  Karl  Gebhardt  presented  a report  of 
their  work  to  a select  medical  audience  which  in- 
cluded Dr  Sauerbruch  in  Berlin  in  May  1943.  Their 
experiments  consisted  of  placing  1 2 Gypsies  in  a 
tank  of  cold  sea  water  without  food  or  water  in 
order  to  observe  their  cardiac  activity,  lung  func- 
tion, and  metabolic  action  of  the  liver  and  kidneys 
in  response  to  long-term  exposure.  The  goal  of  this 
research  was  to  understand  how  long  downed  Ger- 
man pilots  could  survive  in  the  ocean  before  rescue 
(12,13).  Neither  Dr  Sauerbruch  nor  any  other  mili- 
tary medical  officer  present  expressed  protest.  Per- 
haps Dr  Sauerbruch  was  aware  of  the  official  Nazi 
position  in  regard  to  these  experiments  as  ex- 


* Dr  Lekisch  took  the  medical  state  board  in  Germany 
September-October  1936;  Professor  E.  Buechner  con- 
ducted the  examination  in  the  subject  of  pathology. 
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pressed  by  Dr  Sigmund  Rascher  (12);  “Anyone  who 
condemns  these  human  experiments  is  not  support- 
ing the  brave  German  soldiers  who  have  to  suffer  in 
the  cold  ocean  (after  being  shot  down).  Any  person 
who  objects  is  considered  a traitor  to  the  Nazi 
cause  and  will  be  reported  to  the  appropriate  au- 
thority” (12). 

At  least  350  physicians  were  involved  in  experi- 
ments conducted  on  Jews,  Gypsies,  and  criminals. 
Insight  into  the  behavior  of  these  physicians  is  dis- 
cussed in  depth  by  Lifton  (13).  He  suggests  that 
physicians  became  “biological  soldiers,”  and  were 
committed  to  the  elimination  of  the  “unworthy  and 
racially  alien  elements.”  Furthermore,  Lifton  points 
out  that  “the  murders  were  done  around  a per- 
verted vision  of  life  enhancement.” 

Only  20  of  the  total  number  of  physicians  who 
were  known  to  be  involved  in  medical  experimen- 
tation on  humans  appeared  at  the  Nuremberg  trials 
(12,13).  Some  of  these  physicians  were  able  to  cast 
enough  doubt  on  their  participation  to  be  acquitted. 

Physicians,  resistance,  and  the  “White  Rose” 

It  would  be  incorrect  and  misleading,  however,  to 
suggest  that  all  physicians  in  Nazi  Germany  either 
fled  or  conformed  to  the  Nazi  system.  In  fact,  medi- 
cal personnel  formed  a critical  link  in  the  resistance 
to  the  Nazis,  and  played  an  important  role  in  warn- 
ing the  German  people  of  the  criminal  actions  of 
Hitler  and  the  Nazi  government.  Dr  Friedrich  Per- 
cyval  Reck-Malleczewens  (14),  a retired  physician 
living  in  Bavaria,  prepared  a detailed  chronicle  of 
the  development  of  the  Nazi  political  machine  and 
resistance  to  it.  He  states  that  a group  of  young 
medical  students  known  as  the  “White  Rose”! 
(14,15)  formed  the  first  well-planned  organization 
to  alarm  the  German  people  about  the  dangers  of 
the  Nazi  regime. 

The  “White  Rose,”  established  in  1941,  was  a 
truly  visionary  organization  far  ahead  of  its  time. 

The  key  figure  was  a medical  student  named  Hans 
Scholl  (Fig  5).  As  a high  school  student,  Scholl  had 
joined  the  Hitler  Jugend  (youth  organization ). 
Within  the  Nazi  organization,  he  recognized  that  the 
system  was  destructive  and  was  destined  to  destroy 
itself  through  its  narrow  and  rigid  ideology  and  its 
racist  attitudes.  In  1940  he  was  sent  to  France  as  a 
medic  and  observed  the  ruthless  measures  carried 
out  by  the  Gestapo  which  followed  the  military’  ad- 
vance and  eliminated  any  remaining  French  resis- 
tance. After  his  participation  in  the  French  campaign, 
Scholl  returned  to  his  medical  studies  in  Munich. 
There  he  met  a number  of  students  with  convic- 


t  Today  the  White  Rose  is  located  at  Weisse  Rose  Stiftung 
e.V.,  Center  Strasse  13,  8000  Miinchen  40,  The  organiza- 
tion is  dedicated  to  the  ideals  with  which  it  began. 


tions  similar  to  his.  All  were  concerned  that  the 
good  name  of  German  science  was  being  under- 
mined by  the  brutal  actions  of  the  Nazis  in  Germany 
and  their  occupied  territories.  Scholl  and  his  sister 
Sophie  joined  Alexander  Schmorell  (16),  Christoph 
Probst,  Willi  Graf,  Traute  Lafrenz,  and  others.  (Upon 
Schmorcll’s  induction  into  the  German  army,  he  re- 
fused to  take  the  official  oath  ( 16 ) to  “render  un- 
conditional obedience  to  the  Leader  of  the  German 
Reich,  Adolf  Hitler,  supreme  commander  of  the 
armed  forces”). 

This  group  of  young  medical  students  found  assis- 
tance in  meetings  with  Manfred  Eikemeyer,  Wilhelm 
Geyer,  and  Professor  of  Philosophy  and  Social  Medi- 
cine Kurt  Huber.  Together  these  patriots  wrote  and 


5.  Stamp  depicting  Hans  and  Sophie  ScholL  At  the  heart  of  the 
White  Rose  were  Hans  Scholl,  medical  student  ( 1918- 1943 ):  his 
sister  Sophie  ( 1921  — 1943);  Alexander  Schmorell,  medical  student 
( 191~'—1943);  and  like-minded  friends.  The  White  Rose  consti- 
tuted one  of  the  few  anti-Sazi  enclaves  operating  in  Germany  in 
1941  to  1943  when  Hitler  wets  triumphant  in  the  tear  ( 1939- 
1945)  They  fought  for  European  humanism  and  against  Nazi 
tyranny  and  dictatorship  All  six  members  of  the  White  Rose  paid 
for  the  rebellion  and  were  executed  in  1943- 
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distributed  seven  letters  detailing  the  criminal  ac- 
tions of  the  Nazi  government  and  its  destructive 
effects  on  German  culture  and  society.  They  wrote: 

After  1933  most  of  the  educated  Germans  philo- 
sophically went  “into  the  basement  and  turned 
the  light  off’  concerning  what  was  going  on  in 
the  world  and  what  the  Nazis  were  doing.  Their 
souls  vanished. 

We  ask  you,  are  you  an  active  Christian?  Why  do 
you  allow  criminal  action? 

Every  word  presented  by  Hitler  is  a lie.  When  he 
talks  about  peace  he  means  war.  When  he  talks 


6.  Rudolf  Hess  (left)  1894-1988.  deputy  to  Hitler,  left  Germany 
in  1941  for  England,  where  he  was  immediately  apprehended 
Also  shown  is  Dr  George  Groscurth  ( right)  ( 1904- 1944 ),  who 
was  a member  of  a covert  anti-Nazi  communist  group,  and 
treated  Hess  with  "Naturheilkunde"  ( nature  medicine)  and  ob- 
tained from  Hess  political  information  which  he  transferred 
to  the  Russian  ambassador  in  Berlin.  Dr  Groscurth  was  executed 
in  1944.  Photograph  reproduction  granted  by  Professor  Rolf 
Winau,  doctor  of  philosophy  and  medicine,  of  the  Institute  of 
Medical  History,  Free  University,  West  Berlin 


about  God  he  represents  the  Devil.  You  German 
people  do  not  understand  the  Nazi  expansion. 
These  actions  will  give  a bad  name  to  Germany 
forever. 

We  have  to  tell  you  again  that  you  educated 
people  who  receive  our  message  carry  out  “a 
senseless  sleep”  and  allow  this  dreadful  fascist 
movement  to  undo  everything  the  German  nation 
stands  for. 

There  is  nothing  more  unworthy  of  a civilized  na- 
tion than  to  allow  itself  to  be  ruled  by  a clique  of 
irresponsible  overlords  dominated  by  sinister  pas- 
sions, and  to  offer  no  resistance  (17). 

Their  messages  indicate  an  understanding  of  how 
the  German  public  had  become  scared  of  losing 
their  jobs,  their  livelihood,  and  perhaps  even  their 
lives.  They  were  “ schweigend"  (12) — people  who 
kept  their  mouths  shut.  These  medical  students 
understood  that  fear  breeds  conformity  to  oppres- 
sive systems.  This  was  intertwined  with  a more  reli- 
gious message  so  that  their  letters  appealed  to  both 
intellect  and  emotion. 

Unfortunately,  these  resistance  fighters  became 
careless.  The  470th  anniversary  of  the  founding  of 
the  University  of  Munich  resulted  in  a student  riot 
when  Bavaria  district  leader  Paul  Giesler  extolled 
Nazi  virtues  that  the  student  body  found  intolerable 
(12).  Feeling  that  their  fellow  students  were  sup- 
portive of  their  effort,  Scholl,  Schmorell,  and  Graf 
painted  political  graffiti  on  the  walls  of  strategically 
placed  buildings  on  campus.  They  scrawled  such 
slogans  as,  “Freedom,”  “Down  with  Hitler,”  and 
“Hitler  the  Mass  Murderer.”  This  was  a great  risk- 
taking event,  but  no  one  was  caught.  However,  their 
luck  was  not  to  last.  On  the  morning  of  Feb  18, 
1943,  Hans  and  Sophie  Scholl  distributed  leaflets  in 
lecture  rooms  at  the  university.  Evidently  they  had 
an  excess  of  leaflets  which  they  threw  from  the  top 
of  the  stairs  to  the  entrance  below.  This  was  ob- 
served by  a janitor  who  locked  all  exits  and  called 
the  Gestapo  who  captured  the  pair.  Evidence  found 
in  their  apartment  led  authorities  to  the  arrest  of 
the  members  of  the  “White  Rose”  organization.  All 
were  tried  and  sentenced  to  death  with  the  excep- 
tion of  one  individual,  Dr  Falk  Harnacks.  At  his  trial 
the  general  under  whom  he  had  served  in  the  infan- 
try came  to  his  defense  and  was  able  to  sway  the 
court  to  find  him  “not  guilty.” 

Influence  was  also  used  to  free  army  doctor  Colo- 
nel Peter  Sauerbruch,  a close  friend  of  his  former 
patient,  Graf  Claus  Schenk  von  Stauffenberg  (10). 
After  Stauffenberg’s  attempt  to  assassinate  Hitler  on 
July  20,  1944,  at  Hitler’s  headquarters  at  Rastenburg 
had  failed,  all  members  of  his  circle,  including  Dr 
Peter  Sauerbruch,  were  taken  into  custody.  Dr  Fer- 
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dinand  Sauerbruch  was  able  to  free  his  son  through 
his  personal  connection  to  General  Alfred  Josef 
Ferdinand  Jodi,  chief  of  operations  of  the  German 
army  (9). 

Physicians  and  the  communist  resistance 

Other  resistance  movements  did  exist  and  were 
successful.  Probably  the  most  highly  organized  ones 
were  the  communist  movements,  such  as  the  “Red 
Chapel,”  which  recruited  physicians  into  their 
group  to  conduct  sabotage  (18).  An  excellent  ex- 
ample of  this  is  the  involvement  of  Dr  Georg  Gros- 
curth,  a member  of  an  illegal,  underground  commu- 
nist group  called  the  “European  Union.”  When  all  of 
the  Jewish  and  anti-Nazi  physicians  at  the  Moabit 
Hospital  in  Berlin  were  terminated,  he  accepted  a 
position  there.  His  tenure  allowed  him  to  study  and 
become  an  expert  in  what  might  best  be  termed  ho- 
listic or  natural  medicine.  Through  this  knowledge 
Dr  Groscurth  became  the  personal  physician  to 
Rudolf  Hess,  who  was  something  of  a health  food 
fanatic  (Fig  6).  The  contact  with  Hess,  Hitler’s  key 
advisor  and  deputy,  allowed  Groscurth  to  extract 
important  military’  information  which  was  passed 
through  secret  channels  to  Russian  military  intelli- 
gence. The  information  was  so  detailed  that  he  was 
even  able  to  supply  the  Russians  with  the  month, 
day,  and  time  when  the  Germans  would  march  into 
their  country. 

Physicians’  response  to  defeat  and  occupation 

Dr  Rudolf  Degkwitzl  ( Fig  7 ) ( 1 7 ),  the  chairman  of 
pediatrics  at  the  University  of  Hamburg,  provides  an 
interesting  glimpse  into  the  response  of  anti-Nazi 
physicians  to  Allied  control  and  occupation  (19). 
While  a strong  Nazi  supporter  in  his  youth,  he  be- 
came stridently  anti-Nazi  after  Hitler  took  power. 

He  was,  in  fact,  a distributor  of  “White  Rose”  leaflets 
in  Hamburg  from  1941  to  1943.  He  was  eliminated 
from  his  position  at  the  university  in  September 
1943  and  was  tried  in  1944.  He  was  sentenced  to 
seven  years  in  prison  rather  than  the  usual  death 
sentence  in  consideration  of  his  scientific  investiga- 
tions and  his  early  support  of  the  Nazi  party.  His 
son,  Rudolf,  also  was  imprisoned  for  18  months  (un- 
til the  collapse  of  the  regime)  for  distributing  anti- 
Nazi  materials.  (The  younger  Degkwitz  later  wrote 
about  the  origins  of  racial  purification:  “The  histori- 
cal background  of  the  legislative  measures  to  purify 
the  Germanic  race  and  the  ‘practical  measures  to 
strengthen  the  German  people’  is  the  biologistic 
way  of  thinking  in  the  19th  century'.  This  evolved 
from  Darwinism,  leading  to  the  so-called  Social  Dar- 
winism. Its  final  consequence  was  the  murdering  of 


J Dr  Rudolf  Degkwitz  was  the  senior  author’s  professor  of 
pediatrics  at  the  University  of  Hamburg  in  1934. 


‘inferior’  human  beings,  which  included  murdering 
mentally  ill  and  mentally  retarded  people.  The  latter 
is  extensively  described  in  recent  literature  and  is 
usually  considered  as  a specifically  National  Socialist 
or  psychiatric  action.  . . . ” [20]).  At  the  end  of  the 
war,  the  elder  Degkwitz  was  released  from  prison, 
appointed  as  director  of  health  in  Hamburg,  and  re- 
instated as  chairman  of  the  department  of  pediatrics 
at  the  medical  school  by  the  British.  Disillusioned 
with  his  German  colleagues  who  still  maintained  a 
reactionary  ideology  and  criticized  him  for  being  a 
collaborator  with  the  British,  he  emigrated  to  the 
United  States  in  1947. 


7.  Dr  Rudolf  Degkwitz,  at  one  time  pediatrics  chairman  at  the 
University  of  Hamburg  was  dismissed  from  his  position  and  im- 
prisoned for  his  strident  anti-Nazi  activities  After  the  war  he  was 
reinstated  as  department  chairman  but  became  disillusioned 
with  his  colleagues’  attitudes  and  emigrated  to  the  United  States 
in  1947.  His  son.  Dr  Rudolf  Degkwitz,  was  placed  in  prison  for 
18  months  ( until  the  collapse  of  the  Nazi  regime)  for  distributing 
anti-Nazi  materials. 
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Conclusion 

Dr  Rudolf  Virchow  (Fig  8),  the  famous  19th  century' 
cell  pathologist  most  active  in  the  mid- 1800s,  was  a 
physician  in  Upper  Silesia,  where  he  observ  ed  the 
terrible  social  and  physical  state  of  the  people, 
which  led  to  dire  health  conditions  in  epidemic 
proportions.  His  investigations  led  him  to  write  that 
physicians  are  the  natural  attorneys  of  the  poor 
( 21 ).  It  can  be  deduced  that  the  chances  for  better 
health  conditions  are  most  likely  to  occur  within  a 
democratic  society,  in  contrast  to  Germany  of  Bis- 
marck’s time  or  under  the  Nazi  regime. 


8 Rudolf  Virchow  ( 1821-1902).  The  leading  pathologist  tomnis 
ccllula  a cellulaA  a gifted  epidemiologist,  anthropologist,  and  a 
liberal  "A  life  full  of  work  and  toil  is  not  a burden,  hut  a bene- 
diction " Virchow  believed  in  education,  freedom,  and  prosperity. 
"We  owe  it  to  ourselves  to  defend  our  rights,  because  this  is  the 
only  giujrantee  of  our  individual  development  and  our  influence 
on  the  community.  " Elected  a member  of  the  Prussian  Parliament 
in  1861.  Dr  Rudolf  Virchow  became  the  leader  of  the  opposition 
against  Bismarck  (Blood  and  Iron).  Virchow  fought  against  mili- 
tarism and  antisocial  laws.  He  was  a rare  man  whose  life  man- 
kind can  be  proud  of 


We  have  presented  details  examining  the  re- 
sponse of  physicians  in  a crisis  situation — their  role 
in  Nazi  medicine.  Crisis  situations  are  a useful  ana- 
lytical tool  because  in  times  of  upheaval,  social  pro- 
cesses and  events  often  become  more  sharply 
defined.  It  is  then  asked  whether  the  role  of  the 
physician  should  extend  into  the  political  sphere  or 
whether  the  physician  should  remain  neutral.  The 
evidence  presented  suggests  that  inactivity  in  re- 
sponse to  injustice  is  often  the  same  as  condoning 
the  injustice.  The  rationale  that  the  physician  is 
somehow  above  the  political  arena  is  a weak  excuse 
for  blindness  to  social  problems  and  demonstrates  a 
lack  of  appropriate  response. 

If  the  role  of  the  physician  is  to  aid  and  protect 
the  patient,  be  it  at  the  individual  or  community 
level,  against  disease  or  against  the  extreme  situa- 
tion of  experimentation  on  humans,  then  he  or  she 
must  maintain  a heightened  political  awareness  in 
order  to  deal  with  social  crises  before  they  over- 
whelm any  response.  This  is  not  to  suggest  that  all 
physicians  should  become  outspoken  political  activ- 
ists. If  that  were  the  case,  there  would  be  precious 
little  time  to  practice  medicine.  Rather,  what  is  nec- 
essary is  a political  consciousness  and  a system  of 
beliefs  that  will  not  allow  scientists  to  hide  behind 
rationalizations. 

Fortunately,  a group  of  medical  students  and  phy- 
sicians did  respond  and  did  recognize  that  the  Nazi 
system  had  to  be  destroyed.  It  took  a tremendous 
amount  of  personal  vision  and  courage  to  oppose 
such  a powerful  system  and  to  say  it  was  wrong. 

Why  is  it  important  to  report  about  the  resistance 
in  Germany  when  medical  students  were  integrally 
involved?  Because  the  Munich  student  group  recog- 
nized what  Sophie  Scholl  stated  in  the  courtroom 
before  she  was  sentenced  to  death  for  crimes 
against  the  state,  “Somebody  had  to  make  the  be- 
ginning” (22). 
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Cryptosporidiosis  has  typically  been  considered  a 
disease  of  animals,  and  the  occasional  human 
case  has  been  considered  a rare  zoonosis  or  evi- 
dence of  immunoincompetence.  In  this  report, 
person-to-person  transmission  is  postulated  for  ill- 
ness documented  in  two  of  five  rooms  of  a day- 
care center.  Of  46  persons  (34  children  and  12 
staff  members),  29  ( 63% ) became  ill,  and  27 
(58.7% ) had  Cryptosporidium  in  their  stools. 
Symptoms  in  children  included  diarrhea  (55%), 
weight  loss  (25% ),  flatulence  ( 15% ),  and  fever 
( 10% ).  Symptoms  of  cryptosporidiosis  ceased 
without  treatment,  and  three  months  later  all  pre- 
viously infested  children  had  negative  stool  speci- 
mens. Questionnaires  administered  to  parents 
revealed  no  association  with  water,  travel,  or  ill 
pets.  Cultures  for  Salmonella,  Shigella  and  Campy- 
lobacter were  negative;  no  viral  cultures  were 
done.  All  affected  children  and  their  parents  were 
immunocompetent  It  is  presumed  that  this  out- 
break occurred  as  a result  of  person-to-person 
transmission  of  the  protozoa  in  the  day  care  cen- 
ters, primarily  by  staff  with  inadequate  hygiene 
practices.  Physicians  should  look  for  this  organism 
in  children  or  adults  who  present  with  diarrhea 
and  gastroenteritis  in  which  the  pathogenic  agent 
is  not  readily  identifiable  by  the  usual  bacterial 
cultures. 

KEY  WORDS;  CKYPTOSPORID/UM.  PARASITES,  DAY  CARE  CEN 
TER,  CHILDREN. 


Cryptosporidium  oocysts  have  been  found  in 
the  stools  of  mammals,  reptiles,  and  birds 
( 1 - 3 ),  and  antibodies  to  the  parasite  have 
been  detected  in  the  sera  of  several  vertebrates  (4). 
At  least  ten  species  of  Cryptosporidium  have  been 
isolated  from  animals.  The  existence  of  a single  spe- 
cies with  a broad  range  of  vertebrate  hosts  has  been 
suggested  (5,6). 

Human  infestations  have  been  reported  in  certain 
groups  such  as  the  immunodeficient,  the  immuno- 
compromised, and  those  persons  with  regular  ani- 
mal exposure.  Man  has  been  considered  a final  host 
in  these  situations.  Cryptosporidium  has  been  re- 
ported to  cause  severe  diarrhea  in  immunosup- 
pressed  patients  (7,8)  and  in  immunodeficient 
individuals  (9—11),  including  persons  with  ac- 
quired immunodeficiency  syndrome  (AIDS) 

(12,13).  Infestations  have  recently  been  reported  in 
immunocompetent  persons  (14-17).  The  organism 
has  also  been  suggested  as  a cause  of  childhood  di- 
arrhea in  immunocompetent  children  attending 
day-care  centers  in  the  United  States  (18). 

The  purpose  of  this  communication  is  to  report 
the  occurrence  of  Cryptosporidium  in  immuno- 
competent children  attending  a day-care  center  in 
Houston,  Tex,  and  to  discuss  the  potential  epi- 


demiologic and  public  health  implications  of  the 
disease. 

Materials  and  methods 

In  August  1 984,  the  parasitology  laboratory  at  the 
Houston  Department  of  Health  and  Human  Services 
identified  the  parasite  Cryptosporidium  in  a diar- 
rheal stool  of  a previously  healthy  2-year-old  girl 
attending  a day-care  center.  Subsequently,  an  inves- 
tigation was  initiated  by  the  Bureau  of  Epidemiol- 
ogy, City  of  Houston  Department  of  Health  and 
Human  Services. 

A case  was  defined  as  a person  in  whose  stool 
Cryptosporidium  was  identified.  Diarrhea  was  de- 
fined as  the  occurrence  of  at  least  three  very  loose 
stools  in  one  day  as  observed  by  the  day-care  center 
staff  and  recorded  in  each  room’s  daily  log  book. 

The  day-care  center  log  books  were  examined  for 
reports  of  diarrheal  illness  to  ascertain  cases. 

From  September  through  November  1984,  at- 
tempts were  made  to  collect  three  stool  samples 
from  each  person  in  a classroom  with  children 
affected  by  diarrheal  illness.  All  stool  examinations 
were  performed  at  the  Houston  Department  of 
Health  and  Human  Services  laboratory.  Each  sample 
was  cultured  for  Shigella,  Salmonella,  and  Campy- 
lobacter and  examined  for  helminth  ova  and  pro- 
tozoa. Stools  were  examined  by  iodine  staining  of 
a wet  mount  of  centrifuged  stool  (19).  By  this 
method,  Cryptosporidium  oocysts  appear  as  un- 
stained oval-shaped  structures  4-5  fum  in  length; 
this  prevents  confusion  with  yeast  which  stains  pink 
or  brown  (19).  Confirmatory  identification  of  the 
organism  was  obtained  by  staining  positive  speci- 
mens using  heat-fixed  Ziehl-Neelsen  acid-fast  stain 
(20)  and  examining  the  slide  under  very  high 
power  (X  1,000).  Cryptosporidium  appears  acid- 
fast  red  while  yeast  and  other  background  artifacts 
are  stained  pink  or  purple.  Specimens  were  also 
sent  to  the  Texas  Department  of  Health  in  Austin, 
Tex,  where  the  positive  stools  were  rechecked 
using  the  same  technique  (20).  Tests  for  viruses 
were  not  performed. 

In  order  to  compare  home  and  day-care  environ- 
ments, a questionnaire  was  administered  in  De- 
cember 1984  to  the  parents  of  the  children  with 
positive  stools.  Between  Feb  7 and  March  8,  1985,  a 
second  set  of  stools  was  obtained  from  all  children 
with  previously  positive  stools  for 
Cryptosporidium. 

Results 

From  September  through  November  1984,  46 
people  who  attended  or  worked  in  the  day-care 
center  had  their  stools  examined  for  ova  and  para- 
sites. Over  the  period  when  stools  were  collected, 
29  (63%  ) persons  were  reported  as  being  ill  with 
diarrhea,  and  Cryptosporidium  was  identified  in 
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stool  samples  from  27  (93-1%  ) of  them.  Twenty- 
seven  of  the  46  (58.7%  ) were  adults.  Fifteen  of  18 
infants  (83-3%  ) and  10  of  16  toddlers  (62.5%  ) and 
only  2 of  12  adults  ( 16.7%  ) were  positive  for  Cry’p- 
tosporidium  (Fig  1 ).  None  of  the  people  in  this  sur- 
vey had  any  history  of  immunosuppression  or  neo- 
plastic illness,  and  none  were  on  immunosuppres- 
sive therapy  (corticosteroids,  cytotoxic  agents,  or 
radiotherapy  ). 

The  34  children  whose  stools  were  examined 
ranged  in  age  from  9 to  24  months  (mean  = 17.7 
months).  There  were  17  females  (50%  ) and  17 
males  ( 50%  ).  Of  the  females,  1 4 were  white 
(82.4%  ),  and  three  were  black  (17.6).  Of  the  males, 
14  were  white  (82.4%  ),  two  were  black  ( 1 1.7%  ), 
and  one  was  Asian  (5.9%  ).  Of  the  25  children  posi- 
tive for  Cryptosporidium,  1 2 were  males  and  1 3 
were  females.  Of  the  males,  ten  had  Cryptospo- 
ridium alone,  one  had  Cryptosporidium  and  Giar- 
dia,  and  another  had  Cryptosporidium  and 
Blastocystis  hominis.  Of  the  females  with  Crypto- 
sporidium, 12  had  Cryptosporidium  alone,  and  one 
had  Cryptosporidium  and  Giardia.  Giardia  was 
identified  in  three  toddlers  who  were  negative  for 
Cryptosporidium.  All  bacterial  cultures  were  nega- 
tive for  Salmonella,  Shigella,  and  Campylobacter. 

Tlie  day-care  center  had  an  adult  staff  of  12.  At 
least  two  stools  were  submitted  by  each  staff  mem- 
ber. The  staff  ranged  in  age  from  24  to  59  with  an 
average  age  of  31.6  years.  There  were  1 1 (91.7%  ) 
females  and  one  male  (8.3).  Of  the  females,  four 
were  white  (36.4%  ),  three  were  black  (27.3%  ), 
three  were  Hispanic  (27.3%  ),  and  one  was  Asian 
(9%  ).  The  male  was  white.  Cryptosporidium  was 
identified  in  stools  from  two  ( 16.7%  ) of  the  staff 
members;  one  was  a white  female,  and  the  other 
was  a Hispanic  female.  Giardia  alone  was  found  in  a 
third  staff  member,  a Hispanic  female.  No  adult  had 
a mixed  infestation,  and  none  received  any  specific 
medical  treatment.  All  were  negative  20  days  later 
in  follow-up  samples. 

Cases  occurred  in  two  of  the  five  classrooms  in 
the  day-care  center.  Diarrhea  occurred  in  the  only 
toddler  classroom,  and  in  one  of  two  infant  rooms. 
The  attack  rate  for  children  in  the  toddler  room  was 
68.7%,  and  the  attack  rate  in  the  infant  room  was 
88.8%  (Fig  1). 

Of  the  25  children  with  positive  stools  for  Cryp- 
tosporidium, 23  (92%  ) were  symptomatic  ac- 
cording to  day-care  center  records.  All  were  immu- 
nocompetent, and  none  were  hospitalized.  Fifteen 
children  visited  their  private  physicians.  All  the  chil- 
dren whose  stools  were  positive  for  Giardia  either 
singly  or  in  combination  with  Cryptosporidium 
were  treated  by  their  physicians.  Two  had  Cryp- 
tosporidium and  Giardia,  and  three  had  Giardia 
alone.  Those  children  with  mixed  infections  of 
Cryptosporidium  and  Giardia  continued  to  shed 


Cryptosporidium  for  at  least  one  week  after  treat- 
ment for  Giardia  was  completed.  No  antibiotic 
treatment  for  Cryptosporidium  was  given,  as  none 
with  acceptable  tolerance  by  children  was  deemed 
available.  Three  children  were  given  supportive 
fluid  replacement  therapy  due  to  diarrhea,  and  six 
received  no  treatment. 

Descriptions  of  symptoms  were  obtained  from 
questionnaires  returned  from  parents  of  20  of  25 
children  with  stools  positive  for  Cryptosporidium 
(80%  return  rate).  Symptoms  reported  by  parents 
for  their  children  were  diarrhea,  weight  loss,  flatu- 
lence, fever,  and  cramps  (Fig  2). 

Of  the  20  children  for  whom  surveys  were  re- 
turned by  parents,  eight  lived  in  households  with 
pet  dogs  and/or  cats.  Their  parents  had  owned  the 
pets  for  an  average  of  nine  years  with  no  newly 
acquired  puppies  or  kittens.  No  pet  was  ill  with  di- 
arrhea before  or  during  the  time  the  child  had 
cryptosporidiosis. 

The  results  of  the  parent  survey  were  compared 
with  the  day-care  center  records.  The  parents  re- 
ported 15  of  20  (75%  ) children  as  having  diar- 
rhea while  the  day-care  center  records  indicated  1 8 
of  the  same  20  (90%  ) children  had  diarrhea.  The 
reports  varied  by  room.  In  the  infant  room,  the  day- 
care center  staff  reported  five  of  five  infants  with  di- 
arrhea while  parents  did  not  report  any  of  their  in- 
fants as  ill.  In  the  toddler  room,  the  day-care  center 
staff  reported  1 3 of  1 5 toddlers  with  diarrhea  while 
parents  reported  1 5 of  1 5. 

These  children  came  from  19  different  families. 
Of  these  families,  six  reported  that  two  parents  had 


/.  Percent  of  persons  ill  and  percent  with  stools  containing  Cryptosporidium  in  a daycare 
center. 


Room 

Number 

In  Room 

Number 

Persons  111 

% 

111 

Number  with 
Positive  Stool 
Findings 

% with 
Positive  Stool 
Findings 

Infant 

18 

16 

88.8 

15 

83.3 

Toddler 

16 

11 

68.7 

10 

62.5 

Staff 

12 

2 

16.6 

2 

16.7 

Total 

46 

29 

630 

27 

58  7 

2.  Occurrence  of  symptoms  in  20  children  with  Cryptosporidium 
in  stool 


Description  of  Symptoms 

Number 

% 

General  symptoms  present 
Specific  symptoms' 

15 

75 

Diarrhea 

11 

55 

Weight  loss 

5 

25 

Flatulence 

3 

15 

Fever 

2 

10 

'Distribution  of  symptoms  does  not  total  15  due  to  more  than  one 
symptom  per  case. 
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been  ill  with  diarrhea  at  the  time  the  child  had 
cr\'ptosporidiosis.  In  four  families,  one  parent  was 
ill.  No  one  in  the  remaining  ten  families  reported 
having  diarrhea  during  this  period. 

Discussion 

The  day-care  center  serves  lower-middle  class  to 
upper-middle  class  children  3 months  to  5 years  of 
age.  Between  Sept  15  and  Nov  15,  1984,  Cry’pto- 
sporidium  was  identified  in  stool  samples  from  27 
of  46  persons  ( 58.7%  ) in  a day-care  center  in  Hous- 
ton. All  27  cases  were  immunocompetent.  The 
prevalence  of  Cryptosporidium  reported  here  is 
based  on  the  number  of  stool  samples  tested  at  the 
time  of  the  individual  diarrheal  illness  at  the  day- 
care center.  In  previous  reports,  the  prevalence  of 
Cryptosporidium  in  immunocompetent  patients 
was  found  to  be  low:  4.1%  for  patients  with  gastro- 
enteritis in  a hospital  in  Australia  ( 16);  4.3%  in  chil- 
dren from  the  highland  areas  of  Costa  Rica  (21); 
7.9%  in  Liberia  (22);  and  1.4%  in  the  United  King- 
dom ( 23  )•  Attack  rates  in  day-care  centers  can  be 
markedly  higher  as  reported  recently  in  Georgia 
( 17%  and  56.6%  ),  Pennsylvania  (40%  ),  Michi- 
gan ( 70%  ),  California  ( 54.4%  ),  and  New  Mexico 
(27%  ) (18). 

In  this  study,  58.7%  persons  tested  were  positive 
for  Cryptosporidium.  The  clinical  presentations  of 
these  cases  were  similar  to  those  previously  re- 
ported in  immunocompetent  patients  with  crypto- 
sporidiosis  (24). 

In  this  survey,  47.4%  of  the  families  ( 9 of  20 ) re- 
ported regular  pet  contact,  but  none  of  the  pets  had 
been  ill  either  prior  to  or  during  the  time  the  chil- 
dren had  cryptosporidiosis.  This  suggests  that  this 
outbreak  was  not  zoonotic.  ITie  mode  of  transmis- 
sion of  this  disease  is  not  well  established,  but  it  ap- 
peared in  this  case  to  be  primarily  transmitted 
person-to-person,  probably  through  the  contami- 
nated hands  of  the  day-care  staff  and  attendees. 

The  management  of  this  outbreak  presented 
many  difficult  questions.  It  was  within  the  authority 
of  the  Houston  Health  and  Human  Services  Depart- 
ment to  take  steps  to  remove  stool-positive  children 
from  the  day-care  center  and/or  close  certain  rooms 
of  the  day-care  center.  Neither  of  these  courses  was 
selected  because  of  a genuine  concern  that  children 
shedding  Cryptosporidium  would  be  placed  in 
other  day-care  centers  against  Houston  Health  and 
Human  Services  Department  orders.  The  Bureau  of 
Epidemiology,  therefore,  concentrated  its  efforts  on 
educating  the  day-care  center  staff  to  vigorously  ad- 
here to  proper  diaper  disposal,  hand  washing,  and 
other  hygienic  practices.  Children  with  recurring 
diarrhea  were  excluded  from  the  day-care  center 
until  the  diarrhea  abated,  but  were  allowed  to  re- 
turn without  being  negative  by  stool.  Periodic  visits 
to  the  day-care  center  were  made  twice  weekly  for 


one  month  to  ensure  that  the  day-care  center  com- 
plied with  recommendations. 

From  Dec  1,  1984  to  March  30,  1985,  no  case  of 
diarrhea  lasting  longer  than  two  days  was  docu- 
mented among  the  affected  classrooms  where  the 
outbreak  had  occurred.  Staff  were  quick  to  alert  par- 
ents of  their  children’s  apparent  illness  and  required 
them  to  remove  their  children  from  the  day-care 
center  until  they  were  treated  or  their  symptoms 
abated. 

During  February  and  March  1985,  a single  stool 
specimen  was  obtained  from  each  of  the  children 
who  had  previously  been  positive  for  Cryptospo- 
ridium to  determine  whether  they  were  still  har- 
boring the  organism.  A single  stool  sample  was 
taken  because  many  of  the  children  were  now  par- 
tially toilet  trained,  and  their  bowel  habits  had  be- 
come less  regular,  which  greatly  limited  collection 
of  stool  samples  at  the  day-care  center.  However, 
the  previous  survey  indicated  that  85%  of  all  posi- 
tive cases  were  detected  on  a single  stool  exami- 
nation. The  remaining  1 5%  were  detected  on  the 
second  stool  examination.  Microscopic  examination 
of  stools  revealed  that  all  20  children  were  negative 
for  Cryptosporidium,  Giardia,  and  Blastocystis.  All 
stools  remained  negative  for  Salmonella,  Shigella, 
and  Campylobacter  by  culture. 

It  is  interesting  to  note  the  differences  in  the  re- 
porting of  symptoms.  Reports  of  diarrhea  by  day- 
care center  staff  and  parents  of  infants  and  toddlers 
may  vary  by  duration  of  observation.  The  day-care 
center  staff  often  have  more  hours  of  observation  of 
a child  than  many  of  the  parents,  change  more  dia- 
pers, and,  therefore,  may  be  better  reporters  of  diar- 
rheal illness  than  the  parents. 

lliis  day-care  center  was  responsive  to  the  Hous- 
ton Health  and  Human  Services  Department’s  rec- 
ommendations and  the  parents’  concerns.  The  day- 
care center  greatly  intensified  efforts  to  attain  the 
highest  possible  levels  of  hygiene.  The  children  re- 
covered uneventfully  without  treatment  other  than 
fluid  replacement.  Given  the  responsiveness  of  the 
day-care  center  and  the  rapid  abatement  of  symp- 
toms, the  approach  presented  here  would  be  a logi- 
cal first  attempt  at  control  in  other  day-care 
situations.  If  the  day-care  center  had  responded  dif- 
ferently or  had  the  children’s  symptoms  not  abated 
rapidly,  this  outbreak  would  have  been  handled 
differently. 

These  observations  suggest  that  Cryptosporidium 
may  be  one  of  the  causes  of  previously  unexplained 
diarrheal  illness  observed  in  children  attending  day- 
care centers.  Physicians  should  look  for  this  orga- 
nism in  children  or  adults  associated  with  day-care 
settings  when  such  patients  present  with  diarrhea 
and  gastroenteritis  and  none  of  the  readily  identifi- 
able bacterial  organisms  are  found. 
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DMA  is  so  small  you  can’t  see  it. 

Its  evidence  is  so  great  you  can’t  ignore  it 


You’re  looking  at  a picture  of  how  DNA 
appears  to  the  human  eye:  it  doesn’t 
appear  at  all.  But  while  DNA  is  too  small 
to  see,  its  significance  is  tremendous. 
That’s  because  DNA  dictates  thousands  of 
human  characteristics  with  information 
so  specific  that  no  two  people  have  the 
same  DNA  patterns.  All  of  which  makes 
DNA  the  ideal  basis  for  highly  accurate 
identity  testing  techniques. 

Most  powerful  technology  available. 

Using  DNA  probe  technology,  we  can  com- 
pare a child’s  DNA  patterns  to  the  pat- 
terns of  an  alleged  father.  And  we  can  do 
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it  with  blood  samples  so  small  they  can  be 
taken  safely  from  a newborn.  Or  prenatally 
with  amniocentesis  or  CVS.  What’s  more, 
samples  from  the  mother,  child  and  father 
need  not  be  obtained  at  the  same  time. 
With  the  samples,  we  can  calculate  the 
probability  of  paternity  to  an  average  of 
greater  than  99.9%,  a significant  improve- 
ment over  conventional  testing  methods. 

GeneScreen,  Texas’ leader  in  DNA  identity  testing. 
Currently,  only  one  CLIA-approved  lab- 
oratory in  Texas  offers  DNA  identity 
testing:  GeneScreen.  But  proximity  isn’t 
the  only  reason  so  many  members  of 
the  Texas  medical  community  look  to  us. 

In  fact,  the  reasons  are  many.  Our  affilia- 


tion with  a major  Texas  medical  research 
institution  that  keeps  us  on  the  cutting 
edge  of  DNA  technology.  Our  association 
with  Lifecodes  Corporation,  a recognized 
leader  in  DNA  identity  testing.  Plus  ser- 
vices that  include  simple-to-use  sample- 
handling kits,  fast  turnarounds,  depo- 
sitions and  expert  testimony.  The  list  goes 
on.  Call  to  request  product 
literature  or  sample-handling 
kits.  And  let  GeneScreen 
turn  the  invisible  into  the 
indisputable. 

GeneScreen 

800  752-2774 
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Thrombotic  thrombocytopenic  purpura  is  a dis- 
ease characterized  by>  hemolytic  anemia,  throm- 
bocytopenia, and  neurological  symptoms.  Platelet 
thrombi  in  small  vessels  are  formed  as  a result  of 
endothelial  injury  or  primary  platelet  aggregation 
or  both.  Etiology  and  pathogenesis,  however,  are 
not  completely  understood.  Therapy,  at  one  time 
nonexistent,  has  progressed  to  include  plasma  ex- 
change, steroids,  antiplatelet  drugs,  splenectomy, 
vincristine,  and  gamma  globulin,  thus  improving 
the  prognosis  significantly  over  that  of  the 
mid-1960s. 

KEY  WORDS:  THROMBOCVTOPENIA,  THROMBOTIC  THROM- 
BOCYTOPENIC PURPURA,  PLASMA  EXCHANGE,  CYSTEINE  PRO- 
TEASE, SPLENECTOMY,  GAMMA  GLOBUUN 


Thrombotic  thrombocytopenic  purpura 
(TTP),  first  described  in  1925  by 
Moschowitz,  is  an  illness  characterized  by 
microangiopathic  hemolytic  anemia,  thrombocyto- 
penia, and  neurological  symptoms — headaches,  al- 
tered mental  status,  seizures,  paresis,  coma,  and 
cranial  nerve  abnormalities  (1-3).  Other  associated 
findings  include  fever,  microthrombi  on  tissue  bi- 
opsy with  no  intravascular  coagulation,  and  renal 
dysfunction  (proteinuria,  hematuria,  aeute  renal  fail- 
ure) (1,3-6).  This  disease  prior  to  the  mid-1960s 
was  associated  with  greater  than  90%  mortality  ( 7 ). 
For  the  period  1975— 1980,  the  mortality  rate  was 
reported  to  be  4 1 % , which  decreased  to  1 7%  for 
the  period  1981  to  1985  (8).  TTP  may  occur  as  a 
primary  acute,  fulminating,  or  chronic  relapsing 
condition.  The  secondary'  form  of  TTP  may  be  asso- 
ciated with  collagen  vascular  diseases,  viral  infec- 
tions, drugs  ( including  oral  contraceptives ),  and 
pregnancy  ( 1 — 3 )-  TTP  occurs  more  frequently  in 
women,  with  a female-to-male  ratio  of  3 : 2.  The  age 
range  of  greatest  incidenee  is  the  fourth  decade, 
with  the  median  age  at  35  years  ( 5 ). 

Pathogenesis 

Tlie  pathogenesis  of  TTP  still  remains  unclear  (6). 
However,  proposed  theories  for  the  formation  of 
microthrombi  include  the  following: 

1.  Endothelial  cell  injury 

2.  The  presence  in  serum  of  a platelet  aggregat- 
ing factor  (PAF) 

3.  The  presence  of  a platelet  aggregating  factor 
inhibitor 

4.  A decrease  in  endothelial  prostacyclin 
production 

5.  The  acceleration  of  PGI,  degradation 

6.  The  absence  of  a plasminogen  activator 
PAF  has  received  considerable  attention  recently. 
PAF,  isolated  from  serum  of  patients  with  TTP,  has 
been  shown  to  aggregate  normal  platelets.  The  aggre- 


gation can  be  abolished  if  platelets  are  pretreated 
with  monoclonal  antibody  against  glycoprotein  Ilb- 
llla  (9).  PAF  appears  to  be  ealeium-dependent  cys- 
teine protease  (10)  and  has  a molecular  weight  of  37 
kd  ( 1 1 ).  Although  the  presence  of  a PAF  has  been 
demonstrated,  other  mechanisms  may  also  coexist. 

Laboratory  findings 

Characteristic  biopsies  show  subendothelial  and  in- 
traluminal deposits  of  hyaline-staining  material.  Em- 
bolic occlusions  of  capillaries  are  made  primarily  of 
platelets  with  tittle  or  no  fibrin.  Vasculitis  is  absent 
(4,7,12,13).  Laboratory  findings  consistent  with  TTP 
included  severe  anemia  (hemoglobin,  less  than  10 
g/dL  [<100  g/L]);  reticulocytosis,  greater  than  10% 
(in  approximately  66%  of  cases),  with  the  periph- 
eral smear  showing  schistoeytes,  nucleated  red 
blood  cells,  and  basophilic  stippling.  Platelets  are  in- 
creased in  size  but  are  markedly  decreased  in  num- 
ber ( 5 ).  Other  laboratory  data  may  show  elevated 
levels  of  unconjugated  bilirubin,  fibrin  split  prod- 
ucts, and  high  lactate  dehydrogenase,  with  decrease 
in  plasma  haptoglobin  and  shortened  red  blood  cell 
survival  ( 3 ).  Abnormalities  in  the  fibrinoly tie  system 
include  decrease  in  functional  tissue  plasminogen 
activator  and  increase  in  plasminogen  activator  in- 
hibitor (14).  High  levels  of  von  Willebrand’s  factor 
with  absence  of  high  molecular  weight-multimers 
(HMW-M)  have  been  reported.  In  patients  with  re- 
lapsing TTP,  decrease  in  HMW-M  was  noted  during 
the  acute  exacerbation.  During  remission  abnor- 
mally large  HMW-M  were  present  (15,l6).  The 
bone  marrow  is  hypercellular  with  erythroid  and 
megakaryocytic  hyperplasia.  The  clot  and  biopsy 
(positive  in  35%  of  cases)  may  show  microvascular 
lesions.  The  coagulation  system  is  usually  unaffeeted 
(even  with  increased  levels  of  fibrin  split  products) 
or  shows  minimal  abnormalities;  prothrombin  time 
and  partial  thromboplastin  time  are  usually  nor- 
mal ( 5 ). 

Treatment 

Because  studies  do  not  show  replicable  data,  the 
treatment  of  TTP  has  not  been  standardized.  Treat- 
ment choices,  however,  have  progressed  greatly 
since  the  mid-1960s  from  whole  blood  infusions  in 
which  complete  response  was  obtained  in  no  more 
than  50% , to  recent  therapies  that  include  plasma 
exchange,  steroids,  splenectomy,  antiplatelet  drugs, 
vincristine,  and  gamma  globulin.  In  discussing  vari- 
ous modes  of  therapy  (each  reporting  varying  per- 
centages of  remission)  response  must  be  defined. 
Initial  response  is  considered  as  an  increase  in 
platelet  eount  within  48  hours.  A complete  re- 
sponse is  a stable  platelet  count  of  at  least  1 50,000, 
hemoglobin  level  greater  than  12  g/dL  (>120  g/L), 
normal  peripheral  smear,  and  clearing  of  neuro- 
logical symptoms — for  at  least  four  weeks.  If  no  re- 
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sponse  is  noted  in  24-48  hours,  an  alternate  form 
of  therapy  should  be  started  as  soon  as  possible 
(6,13). 

Splenectomy 

Bukowski  et  al  reviewed  the  elfect  of  splenectomy 
in  patients  with  TTP  ( 1 ).  In  almost  all  cases  splenec- 
tomy and  corticosteroids  were  used  together.  In 
about  half  of  the  cases,  antiplatelet  drugs  were  also 
given.  The  overall  response  rate  in  patients  under- 
going splenectomy  was  51%  (47/92  patients).  Tala- 
rico  et  al  reported  a single  case  of  a patient  with 
TTP  who  had  her  spleen  removed  in  1972  as  the 
primary  treatment  (17).  All  laboratory  parameters 
returned  to  normal  and  she  was  found  to  be  in  com- 
plete remission.  In  1982,  a relapse  occurred.  Treat- 
ment with  prednisone,  dipyridamole,  and  plasma 
exchange  was  carried  out  without  significant  im- 
provement. Technetium  scanning  was  performed 
and  revealed  an  accessory  spleen  that  was  subse- 
quently removed,  followed  by  a dramatic  increase 
in  platelet  number,  the  reticulocyte  number  return- 
ing to  normal,  and  a normal  peripheral  smear.  In  a 
3-year  follow-up,  the  patient  remained  in  complete 
remission  (17).  The  rationale  for  treatment  of  TTP 
with  splenectomy  and  reason  for  response  are  still 
not  clear.  Splenectomy  does  not  appear  to  be  indi- 
cated in  fulminant  cases. 

Antiplatelet  agents 

The  use  of  antiplatelet  agents — aspirin,  dipyrida- 
mole, sulfinpyrazone,  prostacyclin,  ticlopidine,  and 
dextran — has  been  proposed  for  use  in  combination 
with  plasma  infusion.  The  two  most  commonly  used 
drugs,  aspirin  and  dipyridamole,  act  synergistically 
by  inhibiting  platelet  aggregation  and  improving 
platelet  survival  time  in  patients.  Dextran  exhibits 
its  anticoagulant  and  antiplatelet  activity  by  increas- 
ing blood  fluidity.  In  studying  this  mode  of  therapy, 
del  Zoppo  and  associates  concluded  that  antiplate- 
let agents  in  combination  with  pre-existing  treat- 
ments (ie,  steroids,  splenectomy)  may  increase 
survival  among  patients  with  TTP  (6).  If  no  im- 
provement is  appreciated  within  24-28  hours,  an  al- 
ternate mode  of  therapy  should  be  initiated  (6,1 3). 

Plasma  exchange 

Plasma  exchange  is  now  considered  the  treatment 
of  choice  with  the  rationale  to  remove  the  inciting 
agent  (ie,  the  PAF  or  immune  complexes),  or  add  a 
platelet  aggregating  factor  inhibitor/prostacyclin 
(1,7).  Usually  a 2 — 4 L of  fresh  frozen  plasma  ex- 
change for  5—10  days  (median  number  of  ex- 
changes = 6)  is  performed  ( 1 ).  A literature  review 
by  Bukowski  points  out  that  of  64  patients  treated 
with  plasma  exchange,  51  (75%  ) responded  with 
neurological  improvement  in  24-72  hours  and 
hematologic  stabilization  in  3-6  days. 


In  the  Mayo  Clinic  experience,  Breckenridge  (4) 
reported  a study  with  10  patients  diagnosed  with 
TTP  (all  exhibiting  red  blood  cell  fragmentation, 
thrombocytopenia  [platelets  < 94,000],  re- 
ticulocytosis,  and  elevated  LDH ) — nine  of  whom  re- 
sponded to  plasma  exchange  in  combination  with 
antiplatelet  agents,  steroids,  fresh  frozen  plasma  in- 
fusion (90%  survival).  Plasma  exchange  was  per- 
formed daily  with  replacement  consisting  of  ABO- 
compatible  fresh  frozen  plasma  or  50%  albumin.  As 
soon  as  a diagnosis  was  made,  antiplatelet  drugs — 
aspirin  ( 1,300-2,600  mg),  dipyridamole  (225-400 
mg),  sulfinpyrazone  (400—800  mg),  and  cyprohep- 
tadine ( 16  mg) — were  started  with  steroids — pred- 
nisone (60—100  mg)  or  hydrocortisone  ( 300  mg). 

If  any  delay  in  initiating  plasma  exchange  was  antici- 
pated, fresh  frozen  plasma  infusions  were  started. 
Breckenridge  et  al  thus  concluded  that  the  use  of 
antiplatelet  therapy  alone  should  be  done  cau- 
tiously; aspirin  and  dipyridamole  are  more  effica- 
cious than  sulfinpyrazone  and  cyproheptadine;  and 
corticosteroids  should  not  be  used  alone  but  in  as- 
sociation with  other  agents  (4). 

In  a study  by  Blitzer  et  al  ( 7 ) with  1 7 patients  and 
21  episodes  of  TTP  (four  were  relapses),  18  (86%  ) 
responded  completely  to  plasma  exchange  with  a 
mean  number  of  four  exchanges  for  an  initial  re- 
sponse and  nine  exchanges  for  a complete  response. 
Daily  doses  of  aspirin  (325  — 3,900  mg),  dipyrida- 
mole ( 150—600  mg),  prednisone  (60-120  mg), 
and  a weekly  dose  of  vincristine  ( 2 mg  intrave- 
nously ) were  also  incorporated.  Supportive  mea- 
sures included  antibiotics,  diuretics,  antihyperten- 
sives, red  blood  cell  transfusions,  and  respiratory 
support  devices.  Twelve  patients  responded  within 
96  hours  of  the  first  plasmapheresis  with  a complete 
response  with  nine  plasma  exchanges.  Blitzer  main- 
tained plasma  exchange  therapy  daily  and  for  three 
days  after  the  platelet  count  rose  above  1 50,000 
and  then  switched  to  an  alternate  day  cycle,  with 
discontinuation  when  the  patient  was  stable.  In  a 
20-month  follow-up,  all  responders  were  alive  (the 
three  who  failed  to  respond  had  died),  lie  con- 
cluded that  antiplatelet  agents  were  not  effective  as 
an  initial  treatment,  but  the  question  of  plasma  ex- 
change alone  for  inducing  remission  remained  un- 
answered (7). 

VINCRISTINE 

Plasma  exchange  with  vincristine  sulfate  reported 
by  Sennett  in  four  cases  appears  successful  in  induc- 
ing lasting  remissions  without  toxicity.  Using  2 mg 
of  vincristine  sulfate  along  with  plasma  exchange, 
Sennett  observed  a 2 — 10  day  delay  before  the 
effects  of  vincristine  were  appreciated.  He  also 
noted  that  more  than  one  dose  may  be  needed  for 
response.  In  a 6-12  month  follow-up  of  the  four  pa- 
tients, all  were  found  to  be  clear  of  TTP  (18). 
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GAMMA  GLOBULIN 

There  is  some  controversy  over  the  use  of  gamma 
globulin  in  treatment  of  TTP.  The  rationale  for  the 
use  of  gamma  globulin  is  that  normal  IgG  is  able  to 
neutralize  the  platelet  aggregating  factor  in  patients 
with  thrombotic  thrombocytopenic  purpura  (19). 
Wong  (20)  cites  a case  of  a patient  with  a platelet 
count  of  1 7,000  and  marked  red  blood  cell  fragmen- 
tation who  was  given  gabexate  mesylate,  aspirin, 
and  prednisolone  by  intravenous  infusion.  Three 
plasma  exchanges  were  also  performed  with  little 
response.  Infusion  with  gamma  globulin  (5  g daily) 
was  begun  for  three  days  followed  by  seven  plasma 
exchanges.  The  patient  showed  improvement  but 
relapsed.  The  intravenous  infusions  of  gabexate 
mesylate  and  aspirin  were  stopped  and  predniso- 
lone was  tapered.  Gamma  globulin  (5  g daily)  was 
continued  for  three  days.  The  patient  responded. 

Viero  also  supported  the  use  of  gamma  globulin. 
He  reported  that  the  use  of  0.5  mg/kg/day  for  five 
days  decreased  PAF  by  40% , with  a complete  disap- 
pearance of  PAF  by  30-60  days  (19).  The  exact 
dose  and  mode  of  treatment  still  needs  to  be 
worked  out  (19,20). 

On  the  other  hand,  intravenous  gamma  globulin 
has  been  reported  to  induce  a state  of  “medical 
splenectomy”  that  could  increase  the  risk  of  over- 
whelming sepsis  (21). 

Management  of  treatment  failure 

Despite  the  progress  in  treating  TTP,  at  least  30%  of 
patients  fail  the  initial  treatment  (13).  A combina- 
tion of  splenectomy,  dextran,  azathioprine,  and 
steroids  has  been  proposed  as  effective  in  treating 
TTP  patients  who  failed  to  respond  to  plasma  ex- 
change (13,22).  Failure  to  respond  was  defined 
(while  on  therapy)  as  a new  neurological  event,  the 
recurrence  of  thrombocytopenia,  or  no  improve- 
ment after  five  daily  plasma  exchanges  ( 1 3 ).  In  a 
study  of  eight  patients  who  were  initially  treated 
with  steroids,  antiplatelet  drugs — aspirin/dipyrida- 
mole, and/or  plasma  exchange — six  showed  partial 
response,  one  showed  no  response,  and  one  showed 
a complete  response  with  relapse.  Alternate  therapy 
was  immediately  initiated  in  seven  of  the  patients 
with  complete  response  outcome.  The  one  patient 
who  did  not  receive  alternative  treatment  died.  Liu, 
therefore,  recommends  a regimen  of  splenectomy, 
steroids,  and  dextran  to  be  the  salvage  treatment  of 
choice  (13).  His  conclusions  were  based  on  10  out 
of  2 1 successful  outcomes  in  literature  as  well  as 
the  results  of  his  study  (13).  Platelet  transfusions 
are  not  indicated  in  TTP  and  may  even  be  hazard- 
ous (23). 
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NOTICE  TO 
POLICYHOLDERS, 
CLAIMANTS  AND  CREDITORS 
OF  EMPIRE  CASUALTY 
COMPANY 

OPPORTUNITY  TO  FILE  CLAIMS 

NOTICE  IS  HEREBY  GIVEN  \hai  Empire 
Casualty  Company,  organized  under  the 
laws  of  the  State  of  Colorado,  with  corporate 
offices  in  Ada,  Oklahoma  and  Denver, 
Colorado  has  been  placed  in  receivership  by 
Order  of  the  District  Court  in  and  for  the  City 
and  County  of  Denver,  Colorado. 

Pursuant  to  the  authority  vested  in  the  Re- 
ceiver, all  policy-holders,  claimants  and 
creditors  of  Empire  Casualty  Company  are 
hereby  given  the  opportunity  to  file  notice 
and  proof  of  claim  with  the  Receiver  of 
Empire  Casualty  Company. 

Notice  and  proof  of  claim  must  be  ad- 
dressed and  postmarked  to  the  Receiver  at 
his  address  by  midnight,  September  30, 
1989.  NO  LIABILITY,  INDEMNITY,  OR 
CLAIM,  KNOWN  OR  UNKNOWN,  WILL  BE 
CONSIDERED  IN  THE  RECEIVERSHIP 
UNLESS  SUCH  BECOMES  KNOWN  AND 
REPORTED  TO  THE  RECEIVER  ON  OR 
BEFORE  THE  CLAIM  FILING  DEADLINE. 

Claim  forms  are  available  from,  and  must  be 
filed  with,  Robert  D.  Balzano,  Receiver, 
Empire  Casualty  Company,  333  W.  Colfax 
Avenue,  Suite  515,  Denver,  Colorado 
80204. 

Claims  allowed  by  the  Receiver  will  share  in 
the  distribution  of  assets  of  this  company 
according  to  section  10-3-507  (3)  Colorado 
Revised  Statutes.  Claimants  will  receive 
notice  of  allowance  or  disallowance  of  their 
claim  and  its  priority  classification  by  the 
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As  with  an  anticholinergics,  inhibition  of  lactation  may  occur. 
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drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abniptfy  discontinuing  this  drug. 
Adverse  Ructions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especiaify  in  elderfy  and  debilitated; 
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encountered;  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities,  nausea  and  constipation,  extrapjrramidal  symptoms,  increased  and 
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Max  C.  Butler,  MD,  the  1989-1990 
president  of  Texas  Medical  Association, 
is  a man  who  believes  in  speaking  up 
for  medicine.  And,  he  expects  to  have 
numerous  opportunities  to  do  just  that 
during  his  term. 

A native  of  Lufkin,  Tex,  Dr  Butler  has 
been  a family  physician  in  Houston  for 
30  years.  He  comes  to  the  top  elected 
position  in  TMA  with  impressive  presi- 
dential qualifications.  He  has  served  as 
president  of  the  Texas  State  Board  of 
Medical  Examiners,  the  Harris  County 
Academy  of  Family  Practice,  and  the 
Harris  County  Medical  Society.  He  has 
participated  in  a number  of  other  pro- 
fessional organizations. 

Despite  professional  demands,  Dr 
Butler  also  finds  time  to  participate  in 
the  Houston  Livestock  Show  and  Rodeo, 
the  Foundation  for  the  Museum  of 
Medical  Science,  the  Brae  Acres  Civic 
Club,  the  Aircraft  Oumers  and  Pilots  As- 
sociation, and  other  civic  activities,  in- 
cluding a stint  as  president  of  the 
Sharpstown  Middle  School  Parent- 
Teacher  Organization.  Dr  Butler  and  his 
wife  Tiny  Mayfield  Butler  are  the  par- 
ents of  Bryan  Clarence  Butler,  Robert 
Earl  Butler,  and  John  David  Butler. 

In  this  interview  with  Texas  Medicine 
News  Editor  Donna  B.  Jones,  Dr  Butler 
discusses  his  plans  for  the  coming  year. 


Dr  Butler  looks  forward 
to  presidential  term 


Texas  Medicine:  How  did  you  first  be- 
come involved  in  organized  medicine? 

Dr  Butler:  I joined  as  soon  as  I went 
into  practice.  In  fact,  I started  my  prac- 
tice in  Giddings,  and  the  people  there 
asked  me  to  attend  the  medical  society 
meeting.  I stayed  there  for  a short  period 
of  time  and  then  came  to  Houston  and  at- 
tended the  meetings  of  the  Harris  County 
Academy  of  Family  Practice.  From  there, 

I got  involved  in  the  medical  society. 

Texas  Medicine:  Why  did  you  decide  to 
take  such  an  active  role  in  organized 
medicine? 

Dr  Butler:  I’ve  always  felt  that  you 
ought  to  put  something  back  into  the  or- 
ganizations that  give  you  so  much.  To 
me,  medical  associations  stand  for  medi- 
cine, and,  it’s  our  responsibility  to  be  in- 
volved and  to  be  sure  that  our  views  are 
being  expressed. 

Texas  Medicine:  Why  do  you  want  to 
be  president  of  Texas  Medical 
Association? 

Dr  Butler:  I feel  that  if  we  don’t  stand 
up  strong — if  all  of  us  don’t  stand  up 
strong — then  medicine  is  not  going  to 
exist  in  its  present  form  very  long.  I’m 
not  one  to  sit  around,  and  I felt  like  I had 
to  speak  out,  and  the  best  way  to  speak 
out  is  to  be  active  at  the  highest  level.  As 
president  I might  be  able  to  influence 
some  of  the  younger  people  to  speak  out 
for  what  they  feel. 

Texas  Medicine:  What  do  you  think  will 
be  the  most  important  issue  facing  Texas 
physicians  during  your  term? 

Dr  Buder:  The  liability  problem  will 
continue  to  be  the  biggest  problem  that 
confronts  Texas  doctors.  There  are  other 
issues  we’ve  got  to  address,  including  ac- 
cess to  health  care.  From  the  standpoint 
of  the  association,  I believe  access  to 
care  in  rural  areas  is  a major  issue.  We’ve 
got  to  address  the  problem  of  providing 
health  care  for  people  who  are  not  in  big 
cities,  where  they  have  a hospital  on 
every  corner. 

Texas  Medicine:  What  problems  exist  at 
the  national  level? 


Dr  Buder:  The  most  important  issue  is 
dealing  with  the  federal  government’s 
economic-driven  attitude  toward  Medi- 
care. We’ve  got  to  continue  to  work  with 
the  American  Medical  Association  to  try 
to  negotiate  something  that  physicians 
can  live  with  insofar  as  Medicare  and 
physicians’  involvement  in  Medicare  is 
concerned. 

Texas  Medicine:  Back  to  the  Texas 
issues,  do  you  have  any  action  plan  for 
TMA  to  follow  in  addressing  the  issues  of 
liability  and  access  to  health  care? 

Dr  Buder:  We’ve  got  to  go  back  to  the 
basics,  and  convince  the  public  that  phy- 
sicians are  primarily  just  that — we’re 
doctors,  we  re  there  to  help  them,  and 
we’re  interested  in  their  health  and  the 
improvement  of  their  health.  With  that 
assurance  comes  credibility.  And,  with 
credibility  comes  help  in  the  legislative 
and  economic  areas. 

Texas  Medicine:  How  will  this  philoso- 
phy be  activated? 

Dr  Buder:  What  we  want  to  do  is 
strengthen  Texas  Medical  Association’s 
role  in  scientific  affairs  so  that  the  TMA 
becomes  the  spokesman  in  Texas  when  it 
comes  to  matters  that  deal  with  health 
and  medicine. 

Texas  Medicine:  Are  there  any  other 
goals  that  you’ve  set  for  the  association 
and  yourself  during  your  term? 

Dr  Buder:  We’ve  got  to  continue  our 
role  as  the  advocate  of  the  physician  so 
far  as  the  professional  review  organiza- 
tions are  concerned,  as  well  as  third 
party  federal  payers  and  managed  pay- 
ment plans.  We’ve  got  to  continue  to 
strengthen  our  efforts  in  economic  issues 
that  affect  physicians.  And,  we’ve  got  to 
continue  to  pound  away  on  liability  and 
the  other  political  issues.  We  can’t  give 
up  just  because  we  won  the  Supreme 
Court  judges’  race  last  November.  We’ve 
got  to  maintain  our  momentum  that  we 
have  going.  So,  essentially,  if  you  ask 
about  my  other  goals,  it’s  that  I’m  up  on 
top  of  the  ball  and  I’m  going  to  be  walk- 
ing like  mad  to  keep  the  ball  moving  and 
not  fall  off. 

The  association  has  worked  diligently 
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in  the  past  to  strengthen  our  legislative 
and  economic  branches.  We  want  to 
maintain  that  momentum  and  strengthen 
our  position  in  the  realm  of  science.  We 
want  to  do  more  to  emphasize  the  physi- 
cian’s role  in  the  health  care  field  as 
really  being  a physician,  not  somebody 
who  has  to  fight  tooth  and  toenail  just  to 
make  a living.  We  want  to  try  to  be  in  the 
forefront  with  our  scientific  programs, 
with  less  emphasis  on  the  negative — doc- 
tors are  against  this  and  doctors  are 
against  that. 

Texas  Medicine:  What  presidential  du- 
ties are  you  looking  forward  to? 

Dr  Butler:  Primarily,  going  around  and 
visiting  with  the  various  counties.  I’ve  al- 
ways felt  like  that  was  a real  plum,  one  of 
the  pluses. 

Texas  Medicine:  What  are  the  minuses? 

Dr  Butler:  Primarily,  the  minus  is  that 
I’m  sorry  I don’t  have  a hundred  percent 
of  my  time  to  spend  on  the  job.  You  still 
have  to  make  a living. 

Texas  Medicine:  Do  you  have  a plan  for 
balancing  your  practice  and  the  duties  of 
your  office? 

Dr  Butler:  My  associate  and  some  others 
who  have  been  with  me  for  a good  while 
understand  what  it  takes — they’re  also 
active  in  organized  medicine.  They 
understand  what  the  commitment  is,  and 
they  encouraged  me  to  do  it.  So,  I’ve  had 
a lot  of  encouragement  from  the  family 
and  from  my  associates.  The  people  1 
work  with  at  the  hospital  also  have  been 
ver>"  supportive. 

Texas  Medicine:  What  will  help  you 
meet  all  the  challenges  that  the  office  of 
president  holds? 

Dr  Butler:  I think  that  1 don’t  have  prob- 
lems getting  along  with  people.  1 think 
the  TMA  staff  is  wonderful,  as  is  the  staff 
here  in  Harris  County.  A good  staff  that  1 
know  1 can  depend  on  is  the  greatest 
strength  that  I have  in  this  job.  1 feel  like 
the  staff  and  I get  along  well,  and  they’re 
going  to  be  willing  to  help  me.  So,  there- 
fore, 1 don’t  see  any  real  downside  to  it. 
They’re  going  to  be  working  for  the  same 


things  I’m  working  for,  and  they’ll  be  try- 
ing to  make  me  look  good,  and  that 
makes  me  feel  good.  That’s  the  best  part 
of  the  whole  job — we  have  an  excellent 
staff  and  a committed  staff. 

Texas  Medicine:  Do  you  model  yourself 
after  anyone  as  you  approach  this  office? 
Do  you  have  a hero? 

Dr  Butler:  TMA  has  had  many  excellent 
presidents  and  other  people  who  have 
worked  in  the  association  through  the 
years.  I think  I probably  look  at  all  of 
them  as  a whole  and  say,  I want  to  do 
this  like  this  person,  and  that  like  that 
person.  We  have  so  many  good  people  in 
the  association,  that  at  times  1 say,  “You 
know,  I sure  wish  I could  do  that  just  like 
so-and-so  does  it” 

Texas  Medicine:  Do  you  have  any  mes- 
sage for  the  membership? 

Dr  Butler:  The  message  we  need  to  send 
is  that  all  of  us  are  physicians.  1 assume 
that  we  all  love  this  job,  or  we  wouldn’t 
be  in  it.  1 certainly  think  that  anyone  who 
doesn’t  love  it  ought  to  get  out  of  it.  We 
need  to  stand  up  as  physicians  and  to 
take  an  aggressive,  united  stand  for  those 
things  we  feel  are  right,  and  that  is  good, 
quality  medical  care  that  is  accessible  in 
an  environment  where  the  physician  has 
freedom  to  practice  quality  medical  care 
unhindered — without  a bunch  of  regula- 
tions. We  must  be  united.  We  can’t  be 
splintered  apart.  Everybody  can’t  be  do- 
ing their  own  thing. 

We  need  to  get  back  to  what  it  is  we 
do,  and  that’s  caring  for  people.  We  want 
to  emphasize  our  new  program,  and 
that’s  “Physicians  caring  for  Texans” 
ITiat’s  what  we  are,  that’s  what  we  are 
here  for.  We  want  to  stand  up  as  physi- 
cians and  be  counted. 


Max  C Butler.  MD.  TMA  president,  1989-1990 
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I Dr  Borum  looks  back 
on  the  presidency 


ValF.  Borum,  MD,  TMA  president.  1988-1989 


A large  map  of  Texas,  displayed  on  a 
wall  and  covered  with  marks,  is  a geo- 
graphic journal  ofVal  Bonim’s  term  as 
1988—1989  president  of  the  Texas  Medi- 
cal Association.  Large  dots  indicate 
where  the  Fort  Worth  anesthesiologist 
spoke  as  the  association’s  top  elected 
official  At  press  time,  his  travels  had 
taken  him  to  county  medical  societies 
and  district  meetings  representing  more 
than  150  counties.  Seeing  a photo  of  the 
map,  the  association's  Executive  Vice 
President  Robert  G.  Mickey  quipped,  “It 
looks  like  Texas  has  the  measles.  ’’ 

the  map  reveals.  Dr  Borum’s  term 
has  been  busy.  Widely  known  as  a mas- 
ter of  understatement,  he  summarizes, 
“It’s  been  a change  of  pace”  In  this  in- 
terview with  Texas  Medicine's  News  Edi- 
tor Donna  B.  fones,  Dr  Borum  recalls 
the  highlights  of  the  year. 

Texas  Medicine:  What  is  the  most  im- 
portant issue  Texas  Medical  Association 
faced  during  your  term  as  president? 

Dr  Borum:  The  biggest  problem  we 
have — and  the  most  controversial — is 
the  deprofessionalization  of  medicine, 
not  only  by  the  government,  but  also  by 
huge  corporate  interests  throughout  the 
country.  It’s  a nationwide  disaster,  an 
infestation  that’s  affecting  the  doctor- 
patient  relationship.  These  corporations 
and  the  government  consider  themselves 
experts  in  “health  care,’’  but  there  is  no 
way  they  can  understand  living,  breath- 
ing patients  as  today’s  practitioner  does. 

Texas  Medicine:  So,  by  “deprofes- 
sionalization,”  you  mean  an  intrusion  in 
the  physician-patient  relationship? 

Dr  Borum:  Exactly.  That,  plus  a web  of 
restrictive  requirements  and  guidelines 
and  parameters  and  limits,  together  with 
vague  and  foreboding  threats  from  the 
Federal  Trade  Commission  and  the  Jus- 
tice Department.  These  agencies  put  fear 
and  anxiety  into  the  system. 

I also  refer  to  harassment  by  plaintiffs’ 
attorneys,  watching  over  the  doctor’s 
shoulder,  second  guessing  every  bad  re- 
sult, with  or  without  fault.  Medical  pro- 
fessionals have  to  try  to  think  and  act  like 
lawyers.  No  wonder  health  care  costs 
rise! 

In  the  face  of  these  threats,  I feel  an 


obligation,  as  an  elected  TMA  officer,  to 
encourage  participation  at  all  levels  of  or- 
ganized medicine,  and  not  just  here  in 
the  state  of  Texas.  The  membership  com- 
mittee and  the  trustees  and  the  Texas 
delegation  to  the  American  Medical  Asso- 
ciation share  my  concern  that  almost  all 
of  these  problems  come  from  outside  the 
state.  It  is  a nationwide  menace  that  is 
picking  the  medical  profession  apart 
piecemeal,  one  specialty  at  a time.  If 
allowed  to  continue,  and  if  we  do  not 
confront  it  on  a national  scale,  it  will 
lead  to  the  demise  of  medicine  as  a 
profession. 

Texas  Medicine:  What  was  your  biggest 
disappointment  during  your  term? 

Dr  Borum:  I’m  disappointed  that  I was 
not  able  to  talk  to  more  public  gatherings 
and  civic  groups — the  patients  of 
Texas — because  that’s  where  our  hope 
lies.  I’d  hoped  for  the  opportunity  to 
clear  up  some  of  the  misconceptions 
about  doctors  that  have  come  through 
the  media.  I wish  we  could  relate  to  the 
public  not  just  the  terrible  things  hap- 
pening to  doctors,  but  also  our  empathy 
for  what  is  happening  to  patients.  I want 
patients  to  understand  how  restrictions 
in  health  care  affect  them  when  they  get 
sick.  I’d  like  to  see  us  do  more  of  that. 

Texas  Medicine:  What  was  the  most  en- 
joyable part  of  being  president? 

Dr  Borum:  It  was  going  around  the  state 
and  meeting  so  many  wonderful,  warm, 
hospitable  doctors  and  their  spouses. 

1 also  enjoyed  seeing  folks  I had  known 
and  respected  for  years  in  their  own 
home  towns,  in  their  medical  society 
meetings,  in  their  hospitals. 

Texas  Medicine:  What’s  the  least  enjoy- 
able part  of  the  job? 

Dr  Borum:  It’s  trying  to  get  through  to 
physicians  who,  in  my  opinion,  are  misin- 
formed or  uninformed  on  issues.  This  is  a 
rather  delicate  subject  because  they  re- 
gard themselves  as  the  grassroots,  and 
they  may  fear  that  their  leadership  is 
moving  away  from  them.  They  are  the 
ones  facing  reality,  and  some  of  them  are 
hanging  on  by  their  fingernails  in  rural 
Texas.  I fear  some  may  not  realize  that  at 
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work  involved  in  the  presidency'  was 
worthwhile? 


the  national  level,  we  are  not  dealing 
with  the  real  world,  but  almost  a fan- 
tasyland,  where  people  who  lack  the 
practical  knowledge  and  experience  of 
practicing  doctors  are  trying  to  redo  the 
health  care  system  into  some  kind  of 
“Land  of  Oz.”  No  wonder  it’s  been  called 
“Dizzy-World”  by  some. 

We’re  not  abandoning  the  grass  roots. 
But,  there  must  be  some  way  we  can 
keep  them  informed  about  what  is  being 
done  for  them.  TMA  has  the  pulse  of  the 
membership,  and  fewer  people  feel  aban- 
doned by  the  state  association.  It’s  evi- 
dent to  me  that  TMA  represents  the 
county  societies  well.  Out  of  55  societies 
where  1 have  spoken,  there  was  only  one 
where  1 didn’t  know  anyone. 

Texas  Medicine:  What  has  helped  you 
through  the  tough  times  as  president  of 
the  association? 

Dr  Borum:  First  of  all,  an  abiding  faith  in 
God.  Last  year,  as  incoming  president,  I 
mentioned  the  slogan,  “TIGAPA” — trust 
in  God  and  push  ahead.  Beyond  that,  a 
supporting,  loyal  family  has  helped  me. 
They  have  put  up  with  me  through  a lot 
of  stress. 

And,  1 have  learned  that  a sense  of  hu- 
mor is  paramount.  When  1 was  in  military 
service,  a sense  of  humor  was  essential  in 
the  confining  submarine  environment, 
and  it  has  been  quintessential  this  year. 
Max  Cole  said  to  me  when  I first  became 
Speaker  of  the  TMA  House  of  Delegates, 
“Val,  the  most  important  thing  in  this 
kind  of  job  is  not  to  take  yourself  too 
seriously!” 

Texas  Medicine:  As  you  were  traveling 
throughout  the  state,  did  you  learn  any- 
thing new  about  Texas  physicians? 

Dr  Borum:  The  one  thing  they  all  have 
in  common  is  their  diversity.  Yet,  nearly 
all  of  them  share  the  ideals  of  our  noble 
profession.  At  least  the  ones  who  come 
to  the  meetings  are  extremely  vocal 
about  this  subject. 

Texas  Medicine:  How  have  the  demands 
of  this  office  affected  your  practice  in 
Fort  Worth? 

Dr  Borum:  There’s  been  a considerable 
cut  in  income  over  two  years’  time. 


which  is  better  than  just  being  com- 
pletely wiped  out  in  one  calendar  year. 
But,  1 do  appreciate  the  support  from  my 
colleagues  in  Fort  Worth,  who  under- 
stand my  irregular  schedule.  Now  I tell 
the  scheduling  people  when  I’ll  be  there. 

I used  to  tell  them  when  1 was  taking  off. 

Texas  Medicine:  Are  you  looking  for- 
ward to  a more  normal  work  schedule? 

Dr  Borum:  Yes.  1 feel  like  1 will  have  to 
readjust  again  to  a different  life.  “Nor- 
mal?” Well,  it  will  be  another  “change  of 
pace.” 

Texas  Medicine:  How  have  the  demands 
of  the  office  affected  your  family  life? 

Dr  Borum:  A job  like  this  naturally  puts 
added  stress  on  all  family  relationships. 
But  Lillian  and  I went  through  two  wars 
together  in  our  younger  days,  and  stress 
has  a way  of  bringing  us  closer.  Actually, 
traveling  about  the  state  together,  and 
with  an  empty  nest,  we  have  had  the 
pleasure  of  being  together  more  this  year 
than  usual.  Our  three  sons  all  have  fami- 
lies, and  we  regret  not  having  seen  as 
much  of  our  eight  grandchildren. 

Texas  Medicine:  What  was  your  wife’s 
role  during  the  year? 

Dr  Borum:  She’s  been  a great  help. 

Some  of  the  wives  open  up  more  to  her 
than  the  doctors  do  to  me  in  our  talks 
after  meetings.  Some  have  just  poured 
out  their  hearts  to  her.  She’s  always  been 
a real  asset.  She’s  quick  to  tell  me  when 
I’ve  talked  too  long,  or  said  something 
too  harsh,  or  when  a joke  is  out  of  place. 
She  has  common  sense,  and  she  usually  is 
right. 

Texas  Medicine:  Has  the  presidency 
changed  you? 

Dr  Borum:  1 think  it  will  be  a while  be- 
fore I’m  able  to  evaluate  that  objectively. 
But  it  has  given  me  a perspective  1 
wouldn’t  have  had  otherwise.  It  has  given 
me  the  opportunity  to  go  out  and  see 
some  of  the  situations  1 had  only  read 
about  or  heard  about. 

Texas  Medicine:  Was  there  a specific  in- 
cident that  made  you  realize  that  all  the 


Dr  Borum:  It’s  hard  to  pick  out  a spe- 
cific thing,  but  I think,  first,  that  it  has 
been  the  words  of  encouragement  from 
people  1 had  respected  so  much  for  so 
many  years,  looked  up  to  for  so  long,  and 
still  do.  All  over  the  state,  and  in  my 
home  county  and  specialty,  when  they 
tell  me,  ‘Tou’re  doing  a good  job,  and 
you’re  representing  us  well” — I’d  never 
before  realized  how  much  that  sort  of 
thing  could  mean. 

And,  second,  talking  to  residents  and 
medical  students — their  questions,  their 
enthusiasm  and  ambition  and  zeal  have 
restored  my  faith  in  the  profession  and 
given  me  energy  to  try  to  help  preserve 
it  for  them.  And,  talking  to  college  stu- 
dents who  ask  me  if  I still  think  they 
should  study  medicine.  I say  yes. 

Texas  Medicine:  Do  you  have  any  mes- 
sage to  the  membership? 


Dr  Borum:  Each  president  is  different, 
and  Dr  Butler  is  extremely  well  qualified 
for  the  job,  a capable  and  excellent 
leader.  1 would  say  in  essence,  just  to  be 
himself.  Max,  you  will  have  our  support, 
and  you  and  Tiny  will  represent  us  well. 
Have  a good  year! 


Dr  Borum:  Yes.  Thank  your  spouses  in 
the  TMA  Auxiliary  every  day  for  all  the 
hard  work  they  have  done  of  behalf  of 
the  association.  Also,  support  TEXPAC, 
an  investment  in  survival.  We  and  our 
spouses  passed  out  1.5  million  cards  list- 
ing the  TEXPAC-supported  candidates  for 
the  Texas  Supreme  Court  last  November. 

We  had  stunning  success  in  that  election, 
and,  hopefully,  the  71st  Texas  Legislature 
also  holds  success  for  medical  issues.  But, 
we  still  have  years  of  toil  and  vigilance 
ahead  if  we  are  to  obtain  and  maintain 
justice  in  the  laws  and  courts.  And,  we 
can’t  praise  the  TMA  staff  enough — all  of 
them. 

Finally,  there  is  too  much  defeatism 
among  us.  As  long  as  we  live  and  breathe, 

we  must  not  give  up.  We  must  take  heart  

and  be  active — go  to  the  meetings  and 
read  our  mail  from  TMA  and  AMA. 

Texas  Medicine:  Do  you  have  any  ad- 
vice for  Dr  Butler? 
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Referral 


CARDIOLOGY  EVALUATION 

Cardiac  Catheterization 
Non-invasive  testing 
— Treadnnill  stress  test 
— Electrocardiography 
— Echocardiography 
Esophageal  evaluation 
Coronary  Angioplasty  (PTCA) 

Cardiovascular  Risk  Reduction 
Cardiac  Rehabilitation 
Hypertension  Consultation 

CARDIOVASCULAR  SURGERY 

Coronary  artery  bypass 
and  endarterectomy 
Cardiac  valve  replacement 
and  valvuloplasty 
Pacemaker  Implantation 
Peripheral  vascular  surgery 

ONCOLOGY  SERVICE 

Breast  Diagnostic  Center 
Lung  Cancer 

Other  Tumors  of  the  Chest 

ADULT  PULMONARY  SERVICE 

Asthma 

Acute  & Chronic  Respiratory  Failure 
Evaluation  of  Mass  Lesions 
in  the  Chest 

Pulmonary  Function,  Inhalatinal 
Challenge  and  Exercise  Testing 
Sleep  Disorders 
Tuberculosis  & Atypical 
Mycobacterial  Disease 
Unusual  Infections  of  the  Chest 
Thoracic  Surgery 
Pulmonary  Rehabilitation 
Clinical  Trials  and  Basic  Research 
of  Pulmonary  Disorders 

PEDIATRIC  PULMONARY  SERVICE 

Asthma 
Cystic  Fibrosis 
Other  Lung  Diseases 

For  consultation  or  referral 
call  toll  free:  1-800-442-8842 


— The  state  referral  center  for  cardiopulmonary  disease — 


EMC*Express™  submits  claims 
to  these  insurance  carriers; 

Aetna -Medicare  Part  B 

NEIC  ACTIVE  PARTICIPANTS 

Aetna 

Benefit  Trust  Life 
Confederation  Administration 
Confederation  Life 
Connecticut  General 
Equicor 
John  Hancock 
Great  Southern  Life 
Guardian  Life 
Life  of  Georgia 
Metropolitan  Life 
The  New  England 
Pacific  Mutual 
Philadelphia  American 
Philadelphia  Life 
Principal  Mutual  Life 
State  Mutual  Life  Assurance 
The  Travelers 


PRIVATE  HEALTHCARE  SYSTEMS 

ACTIVE  PARTICIPANTS 


Benefit  Trust  Life 
Business  Men’s  Assurance 
Central  Life  Assurance 
CNA  Insurance  Companies 
Claims  Administration  Corporation 
Confederation  Life 
Crown  Life 

General  American  Life 
Great- West  Life 
The  Guardian  Life 
Jefferson-Pilot 
Mony  Financial  Services 
The  Mutual  Benefit  Life 
The  New  England 
Phoenix  Mutual  Life 
State  Mutual  Life 
Time  Insurance 
Washington  National  Life 
Western  Life 

The  following  vendors  have  incorporated  the 
EMC^Express™  system  into  their  physician 
practice  management  software: 


SYSTEM  VENDORS 


(AMOS) 

209-466-1807 

Alcon 

1-800-225-5489 

Annson  Systems,  Inc, 

312-564-8310,  x500 

Artificial  Intelligence 

1-800-533-8902 

The  Cactus  Medical  Group,  Ltd. 

1-800-876-9495 

CYMA/McGraw  Hill 

1-800-292-2962 

GSR  Systems,  Inc. 

1-800-426-9478 

Healthcare  Communications 

402-489-0391 

LDS 

913-492-5700 

Mid-Atlantic  ICS,  Inc. 

1-800-772-2842 

MOS,  Inc. 

1-800-323-6671 

Physician  Micro  Systems 

206-441-8490 

Physicians’  Office  Computer 

213-603-0555 

PRISM  Data  Systems 

1-800-223-3828 

Provision,  Inc. 

1-800-772-2847 

RLI  Professional  Technologies,  Inc. 

1-800-447-2205 

Santiago  Data  Systems,  Inc. 

1-800-652-3500 

UNIVAIR,  Inc. 

314-426-1099 

Westland  Software  House,  Inc. 

1-800-423-5880 

SERVICE  BUREAUS 

Control-O-Fax 

319-234-4651 

Also  Service  by: 

Mifax  Service  and  Systems 

Creative  Systems 

Systems  and  Services 

PRODATA 

1-800-PRODATA 
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\bu’re  looking  at  one  of 
the  most  outdated  procedures 
in  the  medical  profession. 


The  Rar^an  Medical  Group 

4399 Hamlin  Street  Austin,  Texas  78746 


Henderson  Insurance  Co. 
Claims  Dept. 

53-30  70th  Street 
Maspeth,  Hew  tork  11378 


It’s  costly,  and  it’s  painfully  slow. 

Yet  thousands  of  doctors  are  still  in  the  practice 
of  mailing  their  insurance  claims. 

A procedure  that  has  some  rather  unpleasant 
side  effects.  Such  as  costly  administrative  expenses, 
added  paperwork,  slower  claims  turnaround  and 
worst  of  all,  slower  cash  flow. 

Fortunately,  GTE  Health  Systems  has  a painless 
alternative. 

Our  EMC*Express™  system. 

Many  physicians’  software  vendors  have  incor- 
porated EMC*Express™  into  their  software.  And 
once  it’s  part  of  the  complete  software  package, 
the  claims  information  you  put  in  the  computer  is 
automatically  edited  for  errors  and  omissions. 

Then,  with  a single  local  telephone  call,  the  claims 
data  is  sent  to  the  EMC*Express™  network  where 
it’s  transmitted  to  the  insurance  company’s  computer. 

And  all  this  takes  place  in  a matter  of  minutes. 

Something  the  postal  service  would  have  trouble 
doing. 

But  then  again,  who  could  keep  up  with  GTE? 
Another  solution  to  your  information  challenges  from 
GTE  Information  Services. 


(SO 


Health 

Systems 
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Information  for  Authors 


Texas  Medicine  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members— through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assipiment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
^age:  “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  aO  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100—150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually— but 
not  necessarily — -divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif,  Lange 
Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983- 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetic^y  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obritined  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  witli 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  lan^age.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor. 
Editorial  Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  7870 1 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  one  month  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication  in 
column  form  be  deemed  appropriate,  the  committee  and  the  editors 
will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprint 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permMon  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any 
advertisement  be  considered  an  endorsement  of  or  ^proval  of  the 
product  or  service  involved. 
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725  Lamar  Boulevard  E • Arlington,  Texas  76011  • Metro  461-3232 


■ No  down  payment/No  security  deposit 
H Closed  end  lease 

■ Trade  Ins/We  will  purchase  your  present  vehicle 

■ Delivered  to  your  home  or  office 

■ Service  assistance  program  including  Free  Rental  Car 

■ Additional  insurance  protection  for  theft  and  colUision 


The  leasing  leader  far  over  ten  years* 


Telephone 

1-800-654-1288 

for  a custom  quote 
on  any  domestic 
or  import  car  or  truck. 
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Medical  Leasing 


Six  good  reasons  ivhy  you  should  lease 
your  next  car  from  Apple, 
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No  Need  to  Feel 
Helpless*.. 


Few  things  elicit 

feelings  of  depression, 

rage,  helplessness  and 

exasperation  as  thor- 
oughly  as  receiving  suit 
papers  for  a malpractice 
claim.  This  physician 
suffered  just  such  an 
unpleasant  experience... 
but  his  odds  of  winning 
were  better  than  most. 
Why?  Because  his  profes- 
sional liability  insurance 
carrier  is  Insurance 
Corporation  of  America. 

The  circumstances  of 
this  claim  could  occur  and 
have  occurred  in  operating 
rooms  and  doctors’  offices 
everywhere.  A routine 
surgical  procedure  went 
sour  when,  for  no 
apparent  reason,  the 
patient  suffered  a cardiac 
arrest.  Prompt  and  proper 
attempts  at  resuscitation 
failed.  Our  physician  was 
sued  along  with  other 
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During  discovery,  information 
was  released  indicating  the  pa- 
tient had  previously  undergone 
similar  surgery  under  anesthesia 
ivithout  incident.  Because  of 
ICA’s  diligence  and  our  willing- 
ness to  exhaust  all  legal  remedies, 
the  jury  was  allowed  to  hear  the 
autopsy  report  as  well  as  the 
patient’s  past  medical  history. 
Those  defendants  who  settled 
quickly  never  had  an  oppor- 
tunity to  present  that  evidence. 
And  ultimately  our  insured  was 
exonerated. 


surgeons  in  the  operating  room,  the 
primary  care  physician,  the  anesthe- 
siologist and  the  hospital. 

Subsequent  to  surgery,  it  was 
determined  the  patient  had  arrested  as  a 
result  of  an  allergic  reaction  to  the 
anesthesia.  Unlike  other  carriers 
involved,  who  settled  quickly  to  avoid 
costly  "'death  incident”  litigation,  ICA 
recognized  our  physician  was  not  at  fault. 
Fortunately  for  him,  ICA  is  dedicated  to 
the  strongest  claims  defense  possible. 
And  because  ICA  also  understands  that  a 
doctor’s  most  valuable  asset  is  his 
reputation,  protecting  it  becomes  our 
bottom  line. 

So  ICA  and  the  doctor  fought  alone  — 
and  at  ICA’s  expense.  ICA  in-house 
attorneys  screened  and  selected  local 
defense  attorneys  skilled  in  malpractice 
cases  and  familiar  with  the  judicial 
climate  of  the  region.  Then,  they  planned 
strategy,  investigated  the  facts,  and 
monitored  the  defense. 


What  does  this  mean  to  the  doctor? 
He  leaves  the  courtroom  with  his 
reputation,  his  policy  limits  and  his 
checkbook  intact,  all  because  of  his 
partnership  with  ICA,  where  we  put 
reputation,  principles  and  dignity  ahead 
of  the  quick  fix.  The  reason  why? 
Because  ICA  is  people  who  care.  Period. 
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Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 

Exercise  and  osteoporosis  (review  article).  Mehrsheed  Si- 
naki,  MD.  (American  Congress  of  Rehabilitation  Medicine  ),  Ar- 
chives of  Physical  Medicine  and  Rehabilitation,  vol  70,  no  3, 
March  1989,  pp  220-229. 

Bone  formation  and  resorption  are  ongoing  phenomena.  When 
bone  resorption  equals  bone  formation,  bone  mass  remains 
stable.  When  resorption  exceeds  formation,  bone  mass  is  re- 
duced— a process  that  leads  to  osteopenia  or  osteoporosis.  Os- 
teopenia is  reduced  bone  mass  and  osteoporosis  is  reduced 
bone  mass  with  resultant  fractures.  Reduced  bone  mass  may  be 
postmenopausal  or  related  to  ovarian  failure  (type  1 osteopo- 
rosis), it  may  be  age-related  (type  II  osteoporosis),  or  it  may 
result  from  several  other  etiologic  factors  (secondary  osteo- 
porosis). Disuse  and  inactivity  can  cause  bone  loss,  whereas 
weight-bearing  exercises  may  maintain  or  improve  bone  min- 
eral density.  There  is  a significant  correlation  between  muscle 
strength  and  bone  mineral  density.  There  is  evidence  that 
strengthening  exercises  may  lead  to  an  increase  in  the  mineral 
density  of  the  bones  to  which  the  muscles  are  attached.  Cur- 
rently, drug  regimens  are  available  to  decrease  or  halt  bone 
loss  in  osteoporotic  patients.  Properly  designed  exercise  pro- 
grams may  prove  to  be  effective  for  retarding  age-related  bone 
loss.  In  patients  with  osteoporosis,  the  cause  should  be  investi- 
gated before  treatment  is  commenced. 

Lower  GI  bleeding:  updated  diagnosis  and  management. 

Arnold  M.  Rosen,  MD,  and  David  E.  Fleischer,  MD.  (Harcourt 
Brace  Jovanovich),  Geriatrics,  vol  44,  no  3,  March  1989,  pp 
49-60. 

Lower  GI  bleeding  in  the  elderly  can  be  attributed  to  diver- 
ticula or  vascular  ectasias  in  most  cases.  Usually,  a diagnosis  is 
established  by  colonoscopy,  but  often  this  test  must  be  supple- 
mented by  radiographic  and  additional  endoscopic  techniques, 
especially  in  the  evaluation  of  obscure  GI  bleeding.  Respon- 
sible lesions  are  frequently  remediable  by  non-operative  ther- 
apy. However,  if  surgical  intervention  is  called  for,  it  should 
not  be  delayed  solely  because  of  the  patient’s  advanced  age. 


Endemic  mycoses.  An  update  on  the  current  state  of  the 

art.  George  A.  Sarosi,  MD.  (American  College  of  Chest  Physi- 
cians), Chest,  vol  95,  no  3 supplement,  March  1989, 

200S-202S. 

The  North  American  continent  is  unique  in  being  the  primary 
home  of  three  of  the  four  major  endemic  fungal  diseases:  histo- 
plasmosis, blastomycosis,  and  coccidioidomycosis.  Only  para- 
coccidioidomycosis is  not  native  to  this  continent.  Over  the 
past  80  years  or  so  clinical  descriptions  of  the  multiple  mani- 
festations of  these  diseases  have  appeared  in  the  literature,  and 


a coherent  pathophysiologic  picture  is  now  at  hand.  Neverthe- 
less, our  understanding  of  these  geographically  distinct  dis- 
eases continues  to  expand  as  new  and  better  diagnostic  tech- 
niques become  available  and  as  new  circumstances,  such  as 
the  epidemic  of  AIDS,  change  the  clinical  manifestations  of 
these  infections.  This  brief  statement  on  the  state  of  the  art  at- 
tempts to  summarize  the  newer  developments  since  the  last 
series  of  major  reviews  were  published. 

New  directions  in  peripheral  nerve  surgery.  Susan  E. 
Mackinnon,  MD.  (Little,  Brown  & Co),  Annals  of  Plastic  Sur- 
gery, vol  22,  no  3,  March  1989,  pp  257-273. 

The  current  philosophy  of  the  microneurosurgical  manage- 
ment of  nerve  injury  is  reviewed.  Controversial  techniques 
such  as  internal  neurolysis  are  discussed  as  is  the  surgical  di- 
lemma of  the  neuroma  incontinuity.  Nerve  regeneration  is 
under  the  mechanical  influence  of  contact  guidance  and  the 
neurobiological  influence  of  neurotropism  and  neurotrophism, 
or,  as  the  authors  have  coined  it,  neurotrop(h)ism.  The  con- 
cepts of  neurotrop(h)ism  and  contact  guidance  are  discussed, 
emphasizing  the  potential  importance  of  neurobiology  in  de- 
termining functional  outcome  following  nerve  repair.  Finally, 
the  interaction  of  the  immune  system  and  nerve  regeneration 
is  discussed. 


Disease  due  to  the  Legionellaceae  (other  than  Le- 
gionella pneumophila).  Guo-Dong  Fang,  MD;  Victor  L.  Yu, 
MD;  and  Richard  M.  Vickers,  BS.  (Williams  & Wilkins),  A/erft- 
cine,  vol  68,  no  2,  March  1989,  pp  1 16—132. 

More  than  20  species  of  the  Legionellaceae  family  of  bacteria 
have  been  discovered  since  the  discovery  of  Legionella  pneu- 
mophila Thirteen  have  been  implicated  as  causative  agents  of 
pneumonia  including  the  Pittsburgh  pneumonia  agent  {Tat- 
lockia  micdadei,  Legionella  micdadei).  Although  outbreaks  of 
nosocomial  pneumonia  in  immunosuppressed  hosts  have  been 
well-described,  most  cases  have  occurred  sporadically  in  the 
community.  The  spectrum  of  disease  ranges  from  severe  life- 
threatening  pneumonia  to  a self-limiting  febrile  illness  (Pontiac 
fever).  Isolation  from  the  natural  aquatic  environment  has  pre- 
ceded its  discovery  as  agents  of  human  disease  in  six  species, 
while  environmental  isolation  has  not  yet  been  obtained  for 
three  species  implicated  in  disease.  The  mode  of  transmission 
is  uncertain,  but  cases  of  dual  infection  by  L pneumophila  and 
the  newer  species  suggests  that  the  epidemiology  of  these  new 
organisms  will  be  similar  to  that  of  L pneumophila.  The  anti- 
biotic of  choice  appears  to  be  erythromycin.  The  historical 
background,  epidemiology,  microbiology,  and  clinical  mani- 
festations of  these  newly-discovered  organisms  are  reviewed  in 
comparative  fashion. 
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Civil  monetary  penalties — 
weapon  against  fraud  or 
instrument  of  health  policy? 

Most  physicians  are  aware  of  the  highly  publicized  aspects  of 
government  health  care  regulation,  including  attempts  at 
mandatory  physician  assignment  and  recoupment  of  services 
deemed  medically  unnecessary.  Were  is  less  awareness  of  the 
potential  pitfalls  of  civil  monetary  penalties,  as  many  physi- 
cians believe  they  are  primarily  applicable  to  false  claim  al- 
legations However,  the  use  of  civil  monetary  penalties  is 
increasing  as  Congress  creates  new  bases  of  liability.  This  de- 
velopment leads  to  the  question:  Are  civil  monetary  penalties 
a weapon  against  fraud  or  an  instrument  of federal  policy? 

Background 

Congress  enacted  the  Medicare  and  Medicaid  programs  in 
1964.  Reports  of  widespread  fraud  and  abuse  in  these  pro- 
grams began  to  surface  less  than  10  years  later.  After  a series  of 
hearings  in  the  1970s,  Congress  passed  stringent  federal  crimi- 
nal laws  in  an  attempt  to  deal  with  the  problem  ( 1 ).  The  char- 
acteristics of  the  criminal  justice  system  go  with  these  sanc- 
tions, including  trial  by  jury  and  the  requirement  of  proof  be- 
yond a reasonable  doubt  in  order  to  sustain  a conviction. 

These  characteristics  were  tremendous  safeguards  for  defen- 
dants, but  the  US  Department  of  Health  and  Human  Services 
(HHS)  viewed  them  as  impediments  to  effective  cost  control 
and  quality  assurance. 

Furthermore,  the  Medicare  and  Medicaid  fraud  laws  pri- 
marily were  enforced  in  federal  court,  where  cases  compete 
with  more  sensational  crimes,  such  as  narcotics,  organized 
crime,  and  defense  procurement  fraud,  for  the  attention  of  fed- 
eral prosecutors.  As  a result.  Medicare  and  Medicaid  fraud  was 
not  being  pursued  as  vigorously  as  Congress  had  hoped. 

These  concerns  led  to  the  passage  of  the  Civil  Monetary 
Penalties  Law  (CMPL)  in  1981  (2).  The  CMPL  allows  HHS  to 
bypass  the  criminal  justice  system  in  favor  of  a less  restrictive 
administrative  procedure,  which  can  produce  more  extreme  fi- 
nancial penalties  than  those  typically  handed  down  by  federal 
courts  in  criminal  cases. 

Grounds  for  liability 

The  Civil  Monetary  Penalties  Law  initially  was  aimed  at  im- 
properly filed  claims.  For  example,  penalties  can  be  imposed 
for  claims  that  are  for  medical  services  that  (a)  a physician 
knows  or  should  know  were  not  provided  as  claimed  or  (b)  a 
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physician  knows  or  should  know  are  false  or  fraudulent.  These 
two  examples  most  resemble  classic  criminal  prosecutions  (3). 

Later,  new  grounds  for  liability  that  do  not  speak  to  the  fraud 
issue  per  se  were  added.  Penalties  can  be  imposed  if  the  per- 
son who  furnished  physician  services  either  was  not  licensed 
as  a physician,  obtained  the  license  by  fraud,  or  falsely  repre- 
sented that  he  or  she  was  board  certified.  Thus,  an  ophthal- 
mologist could  be  penalized  for  cataract  claims  if  he  repre- 
sented to  the  patient  that  he  was  board  certified,  when  in  fact 
he  was  not,  even  though  the  claims  accurately  reflected  the 
services  that  were  rendered.  There  is  some  relation  here  to 
traditional  concepts  of  fraud,  in  that  there  is  an  implied  prem- 
ise that  a patient  would  not  have  seen  a particular  physician 
had  the  patient  known  his  real  certification  status.  Finally, 
penalties  now  can  be  imposed  for  medical  services  furnished 
during  the  time  the  physician  was  excluded  from  Medicare  or 
Medicaid  participation  (4). 

As  stated  above,  liability  primarily  exists  for  claims  to  Medi- 
care or  Medicaid  that  the  physician  “knows”  or  “should  know” 
were  not  provided  “as  claimed”  or  were  “false  or  fraudulent.” 
This  requires  proof  of  what  the  physician  did  know  or  should 
have  known  as  well  as  proof  that  the  physician  knew  the  falsity 
of  the  claim. 

No  such  knowledge  is  required  to  satisfy  another  base  of  lia- 
bility under  the  CMPL.  In  these  instances  a physician  may  be 
held  liable  under  the  CMPL  if  he  or  she  presents  requests  for 
payment  that  violate: 

(a)  an  assignment  agreement  under  which  the  reasonable 
charge  is  the  full  charge  for  the  service  or  an  agreement  not 
to  charge  for  services  for  which  payment  is  denied; 

(b)  an  agreement  with  a state  Medicaid  agency  not  to 
charge  a person  for  a service  in  excess  of  the  amount  per- 
mitted to  be  charged;  or 

(c)  an  agreement  to  be  a participating  Medicare  physi- 
cian (5). 


These  bases  of  liability  go  beyond  traditional  concepts  of 
“fraud.”  Furthermore,  in  these  instances,  the  CMPL  does  not 
require  proof  that  a physician  “knows”  or  “should  know”  that 
requests  for  payment  violate  Medicare  participating  physician 
rules.  In  other  words,  these  new  bases  of  liability  do  not  re- 
quire the  kind  of  “guilty  knowledge”  that  the  traditional  false 
claims  require  in  order  for  liability  to  attach. 

The  change  in  reimbursement  from  traditional  fee-for-service 
to  prospective  payment  has  given  rise  to  many  allegations  that 
hospitals  and  physicians  are  pressured  to  discharge  patients 
“quicker  and  sicker.”  The  CMPL  attempts  to  deal  with  this 
problem  by  providing  that  any  person  who  gives  to  any  person 
information  that  he  knows  or  has  reason  to  know  is  false  and 
that  could  be  expected  to  influence  the  decision  of  when  to 
discharge  a Medicare  patient  from  a hospital  may  be  held  to  be 
in  violation  (6).  This  provision  is  obviously  an  instrument  of 
social  policy,  as  is  the  provision  that  penalizes  ho.spitals  and 
health  maintenance  organizations  that  pay  physicians  as  an  in- 
ducement to  limit  services  to  Medicare  patients.  Physicians 
who  “knowingly”  accept  these  payments  also  may  be 
penalized. 
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The  penalties 

Physicians  and  others  who  submit  false  claims  are  subject  to  a 
civil  monetary  penalty  in  an  amount  up  to  $2,000  for  each  ser- 
vice claimed.  In  addition,  they  may  be  assessed  up  to  twice  the 
amount  of  each  claim.  Furnishing  false  information  that  leads 
to  improper  discharge  of  Medicare  patients  from  a hospital  can 
result  in  fines  of  up  to  $15,000  for  each  Medicare  patient  who 
is  improperly  discharged  ( 7 ).  Hospitals,  HMOs,  and  physicians 
who  offer  or  accept  payments  as  inducements  to  limit  services 
are  subject  to  a civil  monetary  penalty  of  up  to  $2,000  for  each 
patient  for  whom  services  are  limited  (8).  A physician  also 
may  be  excluded  from  participation  in  the  Medicare  or  Medic- 
aid programs  at  the  same  time  that  a civil  monetary  penalty  is 
sought  (9). 

The  Medicare  Catastrophic  Coverage  Act  of  1988 
This  sweeping  legislation  (“the  act”)  did  more  than  alter  Medi- 
care benefits.  It  added  seven  new  grounds  for  CMPL  liability  as 
well.  One  provision  requires  that  diagnostic  coding  be  used  on 
all  Medicare  Part  B claims  after  April  1 , 1 989.  Under  the  act, 
narrative  descriptions  are  no  longer  acceptable  to  Medicare 
carriers,  and  all  coding  classifications  must  conform  to  the 
International  Classification  of  Diseases,  9 th  Revision, 

Clinical  Modification  (1CD-9-CM).  Although  Medicare  carriers 
are  conducting  training  seminars  for  physicians,  only  a short 
grace  period  is  provided.  After  June  1 , physicians  not  accept- 
ing Medicare  assignment  who  send  in  claims  for  payment  that 
do  not  include  the  1CD-9-CM  codes  will  be  subject  to  fines  up 
to  $2,000  per  claim  (10).  There  is  no  suggestion  that  claims 
that  do  not  contain  the  1CD-9-CM  codes  are  “false”  or  “fraudu- 
lent” under  traditional  legal  concepts. 

Another  provision  concerns  clinical  diagnostic  laboratories. 
The  Catastrophic  Coverage  Act  provides  that  laboratories  must 
“substantially  meet”  Medicare  conditions  of  participation,  and 
each  day  of  substantial  noncompliance  constitutes  a violation. 
A number  of  remedies  are  available  for  the  violation,  including 
a directed  plan  of  correction  and  payment  suspension.  The  act 
establishes  a civil  monetary  penalty  of  $ 1 0,000  per  day  of  sub- 
stantial noncompliance  with  the  conditions  of  participation. 
Physicians  with  interests  in  clinical  diagnostic  laboratories  are 
therefore  well  advised  to  closely  monitor  their  compliance 
with  these  rules.  Like  the  diagnostic  codes,  there  is  no  obvious 
connection  between  noncompliance  with  conditions  of  partici- 

(5(3  pation  and  fraud  (11). 

These  new  provisions  are  evidence  that  the  Civil  Monetary 

Penalties  Law  will  be  used  to  assure  compliance  with  govern- 
mental program  rules  and  has  gone  far  beyond  its  original  pur- 
pose of  deterring  and  punishing  fraud. 

Investigations 

The  Office  of  the  Inspector  General  (OIG),  the  enforcement 
arm  of  HHS,  enforces  the  CMPL.  The  OIG  is  responsible  for 
anti-fraud  and  abuse  activities,  and  has  access  to  all  Medicare 
and  Medicaid  records  in  order  to  carry  out  that  responsibility. 
CMPL  actions  may  result  from  OIG  criminal  investigations  as 
well  as  from  civil  investigations  and  audits.  In  addition,  CMPL 
actions  may  result  from  the  investigations  of  state  Medicaid 
Fraud  Control  Units,  whose  reports  are  reviewed  by  the  OIG. 


State  Medicaid  agencies,  such  as  the  Texas  Department  of  Hu- 
man Services,  also  may  furnish  the  OIG  information  that  results 
in  civil  monetary  penalty  assessments,  although  there  is  a trend 
to  state  enactment  of  similar  laws,  as  explained  below.  Because 
the  OIG  may  assess  penalties  for  claims  filed  as  long  ago  as  six 
years,  they  may  seek  access  to  a physician’s  records  that  old  in 
such  an  investigation. 

Procedures 

After  the  OIG  conducts  its  investigation  and  determines  that 
there  is  a basis  for  CMPL  liability,  it  may  settle  the  case 
through  an  informal  settlement  conference.  These  typically  are 
conducted  by  OIG  agents  in  regional  offices.  Settlement  does 
not  constitute  any  admission  of  liability  or  wrong-doing.  Most 
reported  settlements  involving  physicians  concern  allegations 
of  services  not  provided  as  claimed,  and  may  occur  following 
criminal  convictions.  In  those  instances,  the  OIG  seeks  penal- 
ties for  false  claims  that  have  been  the  subject  of  a criminal 
conviction.  These  are  known  as  “pre-demand  letter” 
settlements. 

The  next  step  in  the  process  is  the  issuance  of  a “Notice  of 
Proposed  Determination.”  The  Notice  of  Proposed  Determina- 
tion is  a demand  letter  sent  by  certified  mail  in  which  the  OIG 
declares  its  intention  to  impose  the  civil  monetary  penalty. 

The  notice  refers  to  the  legal  basis  for  the  penalty,  describes 
the  claims  upon  which  the  penalty  is  proposed,  states  the  rea- 
son for  the  penalty,  and  explains  the  physician’s  right  to  a hear- 
ing (12).  The  Notice  of  Proposed  Determination  signals  the 
beginning  of  formal  procedures. 

A physician  who  receives  such  a letter  has  30  days  to  re- 
spond and  either  accept  the  penalty  or  request  a hearing.  If  a 
hearing  is  requested,  the  response  must  either  admit  or  deny 
that  the  claims  were  presented  for  payment,  set  forth  any  de- 
fenses, and  state  any  reasons  for  reducing  the  penalty  (12). 
Failure  to  request  a hearing  results  in  the  penalty  becoming 
final  and  no  appeal  can  be  had.  The  OIG  can  collect  this  pen- 
alty through  an  enforcement  action  in  federal  district  court, 
but  no  defense  of  the  merits  is  permitted  (13).  Therefore,  a 
physician  who  receives  a Notice  of  Proposed  Determination 
must  present  his  defense  at  the  administrative  level. 

Burdens  of  proof 

Unlike  a criminal  trial,  the  administrative  hearing  procedure 
does  not  provide  for  a jury  of  one’s  peers.  The  Civil  Monetary 
Penalties  Law  is  a civil  remedy,  and  the  burden  of  proof  for  lia- 
bility is  the  same  as  that  in  other  civil  administrative  actions. 
Liability  will  not  attach  under  the  CMPL  unless  the  OIG  estab- 
lishes liability  by  a preponderance  of  the  evidence  ( 14).  In  the 
case  of  false  or  improper  claims,  the  OIG  must  prove  that  the 
physician  “knew  or  had  reason  to  know”  that  the  services 
were  “not  provided  as  claimed.”  That  is  to  say,  no  specific  in- 
tent to  defraud  is  required  in  order  for  liability  to  attach.  All 
that  is  required  is  that  the  physician  acted  “knowingly,”  and 
that  term  encompasses  “reckless  disregard”  or  “deliberate  ig- 
norance” (15).  Tile  OIG  also  must  prove  that  there  were  ag- 
gravating factors,  such  as  destruction  of  records. 

A physician  defending  such  a case  has  the  burden  of  proving 
by  a preponderance  of  the  evidence  any  circumstances  that 
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would  justify  reducing  the  amount  of  the  penalty.  Such  circum- 
stances might  be  that  all  of  the  services  were  of  the  same  type 
and  occurred  within  a short  period  of  time,  or  that  the  total 
amount  claimed  was  less  than  $1,000.  A physician  also  would 
have  the  burden  of  proving  that  the  claims  were  the  result  of 
an  unintentional  error  in  the  billing  process  and  corrective 
steps  were  taken  promptly  after  the  error  was  discovered.  Fur- 
thermore, he  would  have  the  burden  of  showing  that  imposi- 
tion of  a penalty  would  financially  jeopardize  his  ability  to 
continue  in  medical  practice  (15,  16). 

The  hearing 

Hearings  are  held  before  an  administrative  law  judge  (ALJ ) 
who  is  employed  by  HHS,  and  are  conducted  in  accordance 
with  the  Code  of  Federal  Regulation  Procedures  for  Civil  Mone- 
tary Penalties.  The  ALJ  has  the  authority  to  hold  pre-hearing 
conferences,  issue  subpoenas,  receive  evidence,  and  issue  a 
written  opinion  (17).  The  ALJ  does  not  have  the  authority  to 
decide  upon  the  validity  of  federal  statutes  or  regulations  (17). 
Thus,  a physician  contesting  the  imposition  of  a civil  monetary 
penalty  for  claims  that  do  not  bear  ICD-9-CM  codes  could  not 
argue  the  constitutionality  of  that  portion  of  the  Medicare  Cata- 
strophic Coverage  Act  before  the  ALJ.  Such  argument  would 
have  to  be  made  on  appeal. 

After  a contested  hearing,  the  ALJ  directs  the  parties  to  sub- 
mit post-hearing  briefs  to  aid  the  court  in  reaching  its  decision. 
The  decision  is  served  within  60  days  after  the  submission  of 
briefs  (18).  The  Secretary  of  HHS  may  review  the  ALJ’s  deci- 
sion, but  this  typically  is  done  by  delegating  authority  to  the 
Departmental  Grant  Appeals  Board,  an  appellate  body  within 
HHS  (19). 

Judicial  review 

Once  the  administrative  decision  has  become  final,  it  may  be 
appealed  to  the  United  States  Court  of  Appeals  for  the  circuit 
in  which  the  physician  resides,  or  in  which  the  claim  was  pre- 
sented (20).  In  the  case  of  most  Texas  physicians,  that  would 
be  the  5th  Circuit  Court  of  Appeals  in  New  Orleans.  A written 
petition  requesting  that  the  penalty  determination  be  modified 
or  set  aside  must  be  filed  within  60  days  (20).  The  ability  to 
present  additional  evidence  is  extremely  limited  at  this  point. 
In  order  to  do  so,  a physician  must  obtain  the  court’s  permis- 
sion and  show  that  any  additional  evidence  is  material  and  that 
there  was  good  cause  for  the  failure  to  produce  such  evidence 
before.  If  the  court  decides  to  allow  additional  evidence,  it 
must  be  presented  to  the  Secretary  of  the  Department  of 
Health  and  Human  Services.  Furthermore,  except  in  extraordi- 
nary circumstances,  the  Federal  Court  of  Appeals  may  not  con- 
sider any  objection  that  has  not  been  presented  to  the  sec- 
retary (20). 

Civil  monetary  penalties  in  Texas  law 

Up  to  this  point,  civil  monetary  penalties  have  been  discussed 
within  the  context  of  federal  law  only.  In  1987,  the  70th  Texas 
Legislature  amended  the  Human  Resources  Code  to  provide 
for  state  civil  monetary  penalties  under  the  Medicaid  program 
(21).  The  penalties  generally  are  the  same,  ie,  damages  not  to 
exceed  twice  the  amount  paid  as  a result  of  the  false  claim  and 


penalties  of  not  more  than  $2,000  for  each  service  for  which 
payment  was  claimed.  The  Texas  Department  of  Human  Ser- 
vices (TOHS),  the  state  Medicaid  agency,  administers  the  state 
CMPL. 

TDHS  is  empowered  to  issue  a preliminary  report,  which 
contains  the  facts  on  which  it  bases  its  conclusion  that  a physi- 
cian has  submitted  a false  claim  and  recommends  that  a civil 
penalty  be  imposed.  This  preliminary  report  is  not  mandatory, 
and  the  statute  is  silent  as  to  whether  the  preliminary  report 
will  be  furnished  to  the  physician  (21 ) 

TOHS  is  required  to  give  written  notice  in  the  same  manner 
that  the  OIG  issues  a Notice  of  Proposed  Determination.  The 
main  difference  between  the  state  and  federal  procedures  is 
that  the  written  notice  from  TDHS  contains  a statement  of  the 
physician’s  right  to  an  informal  review  of  the  false  claims  ac- 
cusation. This  procedure  does  not  necessarily  give  the  physi- 
cian an  opportunity  to  appear  and  present  evidence  on  his 
behalf.  That  right  is  reserved  for  the  formal  hearings  proce- 
dures conducted  in  accordance  with  the  Administrative  Proce- 
dure and  Texas  Register  Act  (21). 

Following  an  administrative  hearing,  judicial  review  of  the 
findings  is  provided.  If  judicial  review  is  sought,  then  the  physi- 
cian must  post  a “supersedeas  bond”  or  forward  the  amount  of 
the  penalty  to  the  department  for  placement  in  an  escrow  ac- 
count. Failure  to  forward  the  money  or  post  the  bond  results 
in  a waiver  of  all  legal  rights  to  judicial  review  (21).  This  is  a 
significant  departure  from  federal  law. 

Judicial  review  of  these  awards  is  under  the  “Substantial  Evi- 
dence Rule.”  That  is,  the  reviewing  court  will  reverse  the  ad- 
ministrative decision  only  if  there  is  not  substantial  evidence 
to  support  the  agency’s  determination  (21).  The  practical 
effect  is  that  there  is  no  “trial  de  novo,”  and  therefore,  fewer 
due  process  rights  on  appeal.  No  cases  interpreting  this  statute 
have  been  decided. 

CMPL  litigation 

George  Griffon,  a Louisiana  pharmacist,  received  a criminal 
conviction  for  submitting  20  Medicaid  claims  for  brand  name 
drugs  when  lower  priced  generic  drugs  actually  were  provided 
(22).  TOe  alleged  fraud  was  $32.52  on  claims  totaling  less  than 
$200.  As  a part  of  the  criminal  conviction.  Griffon  paid 
$55,000  in  restitution.  The  OIG  sought  a $44,000  civil  mone- 
tary penalty  ( 22  x $2,000),  and  that  amount  was  assessed  after 
a hearing  before  an  administrative  law  judge.  Griffon  appealed 

to  the  United  States  Court  of  Appeals  for  the  5th  Circuit  in  

New  Orleans.  The  appeals  court  reversed  the  decision  against 
Griffon  on  the  grounds  that  the  claims  in  question  were  filed 
before  the  statute’s  effective  date  and  because  this  remedy  was 
a new  substantive  law  that  could  only  be  applied  prospectively 
(22). 

The  OIG  accused  William  J.  Mayers,  a Florida  chiropractor, 
of  having  submitted  claims  for  2,729  services  that  supposedly 
were  performed  by  medical  doctors,  but  had  not  been  pro- 
vided as  ordered.  The  OIG  sought  $2.9  million  dollars  in 
penalties  but  did  not  seek  criminal  prosecution.  The  adminis- 
trative law  judge  found  that  patient  records  often  were  gener- 
ated before  patients  visited  the  clinics  and  that  an  attempt  was 
made  to  cover  up  the  scheme  by  preparing  false  documents  to 
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support  claims  already  made.  A penalty  of  SI. 5 million  was 
imposed. 

Mayers  appealed  to  the  1 1th  Circuit  Court  of  Appeals,  which 
rejected  his  assertion  that  the  CMPL  was,  in  fact,  a criminal 
statute.  The  penalty  of  S2,000  for  each  service  claimed  was 
held  not  to  grossly  exceed  the  government’s  damages  due  to 
the  high  investigative  costs.  The  court  found  that  70  times  the 
amount  of  the  overpayment  was  justified  by  numerous  ag- 
gravating factors,  including  the  falsified  records  (23). 

Harold  Chapman,  a nursing  home  owner,  was  convicted  of 
submitting  fraudulent  cost  reports  to  the  Kansas  Medicaid 
Agency.  The  false  cost  reports  resulted  in  821,1 15.62  in  over- 
payments based  on  19  false  line  items.  The  OIG  attempted  to 
impose  a penalty  of  $38,000  and  an  assessment  of  81 18,136 
for  the  fraud.  Based  on  the  record  of  the  criminal  proceedings, 
the  ALJ  ordered  838,000  in  penalties. 

On  appeal,  the  10th  Circuit  Court  of  Appeals  rejected  Chap- 
man’s argument  that  since  the  amount  of  damages  was  ascer- 
tainable, the  assessment  should  have  been  limited  to  twice  the 
amount  of  actual  damages,  rather  than  twice  the  amount 
claimed.  The  court  also  rejected  Chapman’s  argument  that  a 
civil  monetary  penalties  award  following  a criminal  conviction 
violated  of  the  double  jeopardy  clause  of  the  US  Constitution 
(24). 

The  most  widely  known  administrative  decision,  which  did 
not  result  in  a court  challenge,  concerned  the  case  of  Frank  P. 
Silver,  MD.  Dr  Silver,  a gynecologist,  was  found  to  have  submit- 
ted 4 18  false  Medicaid  claims  for  laboratory  tests  performed 
by  an  independent  laboratory,  which  submitted  its  own  claims 
for  reimbursement.  It  was  alleged  that  Dr  Silver  and  his  billing 
clerk  knew  or  should  have  known  that  the  relevant  Medicaid 
rules  did  not  authorize  such  claims.  The  ALJ  imposed 
8232,000  in  penalties. 

The  deputy  under  secretary  of  HHS  reversed  the  decision. 
The  under  secretary  held  that  although  Dr  Silver’s  billing  clerk 
knew  that  the  claims  were  improper.  Dr  Silver  himself  did  not 
“have  reason  to  know”  of  these  claims  because  he  did  not  have 
information  to  make  him  question  whether  improper  claims 
were  being  filed,  and,  therefore,  he  had  no  duty  to  investigate 
the  billing  clerk’s  activities.  The  deputy  under  secretary  held 
that  vicarious  liability  could  not  be  imposed  on  Dr  Silver  for 
the  activities  of  his  billing  clerk  (25). 

Congress  effectively  reversed  this  decision  in  the  Medicare 
(5§  Catastrophic  Coverage  Act  of  1988  (26),  which  penalizes 
vicarious  liability  if  the  OIG  can  prove  the  physician  had  rea- 
son to  know  of  his  employees’  activities.  In  real  terms,  this 
means  physicians  cannot  remain  ignorant  of  their  staffs’  proce- 
dures and  avoid  CMPL  liability. 


should  be  aware  of  the  potential  bases  of  liability  under  the 
Civil  Monetary  Penalties  Law  as  its  use  in  enforcing  com- 
pliance is  on  the  increase. 

HUGH  M.  BARTON,  JD 

Assistant  General  Counsel 
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Conclusion 

Civil  monetary  penalties  are  used  not  only  as  an  effective 
weapon  against  fraud,  but  also  as  an  instrument  of  health  pol- 
icy. According  to  Inspector  General  Richard  Kusserow,  civil 
monetary  penalties  may  be  imposed  for  up  to  48  different  acts 
(27),  although  not  all  of  these  apply  specifically  to  physicians. 
Examples  of  new  bases  of  physician  liability  are  patient  transfer 
cases,  physicians’  office  laboratories,  and  the  reporting  of  infor- 
mation to  the  Physician  Disciplinary  Data  Bank.  Physicians 
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Putting  “peer”  into  PRO 

Tracing  Medicare  peer  review  from  its  inception  to  the  pres- 
ent day,  this  article  focuses  on  the  Texas  problems  with  the 
state’s  peer  review  organization  and  the  solutions  brought 
about  by  the  Texas  Medical  Association  Physician-Patient  Ad- 
vocacy Committee.  The  author  traces  his  personal  involve- 
ment in  the  process  to  illustrate  what  impact  can  be  made  by 
any  physician  in  the  state  through  involvement  in  organized 
medicine.  Lessons  learned  and  messages  for  the  future  cap  off 
this  overview  of  peer  review  in  Texas. 

KFi'  WORDS:  PEER  REWIEW  ORGANIZATION,  PRO,  PROFESSIONAL 
STANDARDS  REVIEW  ORGANIZATION,  PSRO,  MEDICARE 

As  a physician  from  East  Texas  in  a solo  family  practice,  I 
haven’t  been  heard  from  in  the  pages  of  this  journal,  but  1 do 
have  a story  to  tell.  A story  about  PRO,  our  state  medical  asso- 
ciation, and  the  “government.”  A story  from  the  real  world 
with  real  hard  work,  dedication,  emotion,  involvement,  and 
compromise.  A story  about  the  way  to  get  things  done  through 
“the  system”  and  through  physician  involvement.  A story  in 
which  we  should  take  pride  and  at  the  same  time  recognize 
our  important  responsibilities. 

Living  in  Nacogdoches,  the  oldest  town  in  Texas,  has  given 
me  a deep  awareness  of  history,  so  let’s  go  back  in  time.  In 
1966,  when  Medicare  became  operational,  the  medical  care 
cost  portion  of  the  Consumer  Price  Index  went  up  to  2.9% , 
and  by  1967  (the  first  full  year  of  the  program)  the  rate  for 
medical  care  jumped  up  to  6.5%  (1 ).  The  sudden  alarm  over 
rising  health  care  costs  began  to  dominate  nearly  all  of  the 
health  care  initiatives  through  the  1970s. 

In  the  early  1970s  Congress  began  to  realize  that  the  Medi- 
care and  Medicaid  programs  were  in  serious  financial  trouble 
( 2 ).  In  the  original  Medicare  law,  some  cost  controls  had  been 
established.  One  of  these  controls  was  “review.”  The  original 
reviews  were  retrospective,  taking  place  after  the  patient’s  dis- 
charge. By  the  early  1970s  it  seemed  apparent  to  Congress  that 
these  controls  weren’t  working.  The  AMA  recommended  a for- 
mal peer  review  program  (3) — in  other  words,  a program  to 
check  the  appropriateness  and  quality  of  care.  The  objectives 
were  educational,  not  punitive.  However,  with  cost  surveil- 
lance as  the  primary  goal.  Congress  established  the  Pro- 
fessional Standards  Review  Organization  (PSRO).  Adopted  on 
Oct  30,  1972,  this  legislation  faced  several  years  of  opposition 
from  the  AMA,  but  finally  in  June  1974,  AMA,  representing 
American  physicians,  approved  the  concept  of  seeking  con- 
structive amendments  and  sound  regulation  instead  of  outright 
repeal  of  the  law  (4,  p 333).  The  Department  of  Health,  Educa- 
tion and  Welfare  (HEW)  designated  some  203  PSROs  na- 
tionally and  initially  concentrated  purely  on  utilization  review 
(ie,  the  appropriate  use  of  hospital  inpatient  facilities).  With 
the  onset  of  PSROs,  these  reviews  were  changed  from  retro- 
spective to  concurrent;  that  is,  these  reviews  occurred  while 
the  patient  was  still  in  the  hospital  and  receiving  treatment. 
“Norms  of  care”  were  established  (eg,  the  “normal”  length  of 
stay  for  a particular  illness  or  surgical  procedure  ).  If  the  norm 


was  exceeded,  notices  were  sent  to  the  PSRO.  Physician  pro- 
files were  then  developed  and  Dr  X could  be  called  in  for  a 
“talk”  with  the  PSRO  if  he  fell  outside  the  norm  (4,  pp  334,335). 

When  HEW  tried  to  split  Texas  into  five  PSROs,  considerable 
opposition  mounted  from  the  start.  With  the  blessings  and  in- 
volvement of  the  Texas  Medical  Association,  Texas  physicians 
formed  the  Texas  Medical  Eoundation  (TMF)  with  the  hope 
that  TME  would  serve  as  a single  statewide  PSRO.  When  the 
single  PSRO  for  Texas  did  not  receive  HEW  endorsement,  TMA 
took  the  issue  to  court  and  won  in  favor  of  Texas  physicians. 
HEW  persisted  until  1980  in  attempting  to  establish  PSRO  here 
in  Texas,  but  by  that  time  there  was  no  support  for  the  pro- 
gram (4,  p 337).  The  physicians  of  Texas  were  alone  in  this 
battle  until  1980  when,  after  multiple  frustrations,  AMA 
changed  its  stance  and  adopted  a policy  seeking  repeal  of  the 
PSRO  law.  Dr  Joseph  Boyle  voiced  medicine’s  stance  when  on 
March  23,  1981,  before  the  Health  Subcommittee  of  the  Senate 
Finance  Committee,  he  stated:  “What  the  AMA  is  rejecting  is  a 
federally  directed  review  program  where  the  federal  direction 
is  no  longer  interested  in  patient  care  or  quality  of  service,  but 
has  become  devoted  to  the  single  minded  purpose  of  restrict- 
ing health  expenditures”  (4,  p 338). 

So,  after  nearly  ten  years,  PSRO  was  judged  a failure.  When 
the  Health  Care  Financing  Administration  and  the  General  Ac- 
counting Office  could  not  prove  that  the  PSRO  program  gener- 
ated sizable  net  savings.  Congress  started  to  phase  out  the 
program.  In  the  early  1980s  Medicare  gradually  changed  its 
hospital  payment  system  from  one  based  on  cost  reimburse- 
ment to  a prospective  payment  system  (PPS).  Enacted  in  1983, 
PPS  paid  hospitals  a fixed  and  predetermined  amount  based  on 
diagnosis  related  groups  (DRGs).  This  fixed  amount  allowed 
hospitals  either  to  earn  profits  or  suffer  losses  from  treating 
Medicare  beneficiaries,  depending  on  their  efficiency.  It  was 
apparent  that  PPS  offered  considerable  incentives  for  reducing 
hospital  care  (5). 

In  response  to  DRGs,  Congress  enacted  the  “son  of  PSRO,” 
called  the  peer  review  organization  or  PRO.  By  this  time  TMF 
was  operating  fully  on  its  own  with  considerable  experience 
doing  Medicaid  review  in  Texas.  The  PRO  activity  under  DRGs 
has  gone  through  several  major  changes.  The  1984—1986  con- 
tract emphasized  primarily  utilization  review  to  control  costs. 
Dr  William  Roper,  HCFA  administrator,  stated  in  March  of 
1987  before  the  Health  Subcommittee  of  the  Senate  Finance 
Committee,  that  this  emphasis  on  utilization  was  done  to  pre- 
vent “gaming  the  system”  (6).  The  second  contract  increased 
the  focus  on  “quality  of  care,”  and  this  is  where  our  Texas 
story  really  begins. 
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Texas — the  battle 

With  its  emphasis  on  utilization  review,  the  first  contract  pe- 
riod of  PPS  affected  primarily  the  hospital.  As  physicians,  we 
were  aggravated  at  times  about  the  paperwork  and  about  the 
difficulty  we  had  getting  patients  into  the  hospital.  We  were 
perplexed  by  the  rather  new  adversarial  relationship  between 
the  physicians  and  our  hospitals.  However,  at  that  time  we 
were  not  directly  affected  by  PRO  reviews. 

When  the  HCFA  decided  in  1986  to  continue  tightening  the 
financial  noose  by  instituting  the  second  contract  with  its 
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“quality  reviews,”  we  as  physicians  were  finally,  definitely,  and 
directly  afifected  by  the  system.  Here  in  Texas,  TMF  received 
the  contract  to  implement  Medicare  PRO  reviews.  With  little 
or  no  involvement  from  organized  Texas  medicine,  rules  and 
regulations  were  established  and  the  reviews  began  in  earnest. 
Indeed,  “the  review  began”  may  be  the  understatement  of  the 
decade.  The  reviews  did  not  just  begin,  they  began  with  a ven- 
geance. In  West  Texas,  for  instance,  where  most  of  the  reviews 
were  done  from  afar,  in  Austin,  1 5 physicians  were  rather 
quickly  sanctioned  (7).  Ultimately  23  sanctions  were  brought 
against  Texas  physicians  for  quality  problems.  Sanctions  meant 
being  kicked  out  of  the  Medicare  program,  having  your  name 
published  on  the  front  page  of  your  local  newspaper,  and  being 
potentially  liable  for  monetary  fines  (8).  Texas  physicians’  at- 
tention was  quickly  aroused,  and  we  did  not  like  it.  Typically 
Texans  and  typically  physicians,  we  screamed  and  we 
screamed  loudly. 

I was  serving  on  the  executive  council  of  the  TMA  Hospital 
Medical  Staff  Section  (HMSS)  when  the  screaming  became  a 
roar.  Resolutions  went  forth  from  HMSS  to  the  TMA  House  of 
Delegates  (9).  The  House  followed  suit  and  established  an  ad 
hoc  committee.  Physician  Advocacy  Committee*  (10).  The 
advocacy  committee  had  several  charges,  but  the  immediate 
issue  centered  around  serving  as  the  advocate  for  Texas  physi- 
cians in  the  arena  of  PRO  “quality  reviews”  and  sanctions  of 
physicians. 

Physician  advocacy  committee 

Under  the  able  leadership  of  Nancy  Dickey,  MD,  from  Rich- 
mond, Tex  and  with  the  involvement  of  colleagues  and  staff,! 
we  met  with  representatives  from  TMA  and  began  to  focus  on 
the  problem  of  unjust  and  unfair  reviews  by  the  TMF  ( 1 1 ).  To 
say  the  least,  the  first  few  meetings  with  TMF  were  wild  with 
accusations,  demands,  and  lots  of  emotion  from  both  sides  of 
the  table.  I have  to  say  that  I was  among  the  loudest.  I had  seen 
the  results  of  bad  reviews  in  East  Texas  and  around  the  state, 
and  frankly  I did  not  think  the  advocacy  committee  could  have 
any  real  impact  on  the  TMF.  I didn’t  want  to  be  any  closer  to 
the  TMF  than  across  the  table.  There  was  no  way  that  I would 
ever  be  a physician  reviewer  for  “them.” 

We  continued  to  meet  frequently,  and  the  emotion  faded  as 
the  fact  finding  began.  Our  staff  produced  a mountain  of  infor- 
mation— facts  and  figures,  most  of  which  were  irrefutable.  We 
"JQ  looked  at  the  rural/urban  practice  differentials,  the  selection 
and  training  of  medical  reviewers,  the  PRO  internal  quality  re- 
view process,  the  sanction  protocol  and  due  process  (or  rather 
the  lack  of  due  process).  Finally,  we  came  up  with  a list  of  29 
recommendations  addressing  these  areas  of  concern.  Along 
with  a suggested  referral  point  within  TMA  structure  for  cer- 


•  Later  renamed  the  Physician-Patient  Advocacy  Committee  and  estab- 
lished as  a standing  committee. 

fMembers  of  the  Physician  Advocacy  Committee  were  Nancy  Dickey, 
MD;  D.  Clifford  Burross,  MD;  James  D.  Bussey,  MD;  C.  Thomas  Clayton, 
MD;  John  Coughlin,  MD;  Harold  Skaggs,  MD;  and  Robert  P.  Carroll,  Jr, 
MD.  Staff  supporting  the  committee  include  Lou  Goodman,  PhD; 

Rocky  Wilcox,  JD;  Alfred  Gilchrist,  MS;  and  Marilyn  Baker. 


tain  items,  such  as  the  Council  on  Socioeconomics  or  HMSS, 
and  an  implementation  requirement  (ie,  TMF  internal  policy 
changes),  these  29  recommendations  were  forwarded  and  ap- 
proved by  the  House  of  Delegates  (12).  Several  of  these  rec- 
ommendations were  ultimately  adopted  by  the  AMA  (13). 
Working  through  our  legislative  staff,  several  substantive 
changes  in  the  process  were  approved  at  the  federal  level  in 
addition  to  those  changes  that  were  made  by  TMF.  Two  com- 
mittee recommendations  were  adopted  almost  verbatim  in  US 
House  Resolution  1445  (14).  By  February  1989  the  vast  ma- 
jority of  these  recommendations  were  implemented  at  either 
the  state  or  national  level,  and  the  others  were  nearing 
implementation. 

During  the  several  years  of  numerous  meetings,  the  advo- 
cacy committee  developed  several  subcommittees,  most  pri- 
marily a liaison  committee  consisting  of  three  TMA  physicians 
and  three  TMF  physician  leaders.  I serve  on  that  committee, 
and  we  meet  as  needed  to  discuss  concerns  on  a physician-to- 
physician  basis.  No  staff,  no  restrictions — anything  is  fair  game. 
One  issue  kept  coming  up  in  these  meetings.  TMF  kept  asking 
how  we,  TMA,  could  expect  a true  peer  review  process  if  we 
weren’t  willing  to  provide  more  and  better  reviewers.  We 
passed  this  message  on  to  the  advocacy  committee.  Ultimately 
the  weight  of  the  TMA  presidency  went  behind  this  recom- 
mendation to  the  entire  TMA  (15).  Many  practicing  physicians, 
including  myself,  signed  as  reviewers  for  “them.” 

Reviewing  for  TMF 

With  some  uncertainty  I signed  on  as  a reviewer  for  TMF.  I 
found  that  under  the  “new”  system,  which  the  advocacy  com- 
mittee and  TMF  had  developed,  the  reviewers  did  receive 
training.  In  my  case,  TMF  sent  a nurse  reviewer  to  Nacog- 
doches and  for  nearly  3 hours  she  went  through  the  well 
thought  out  training  program  for  four  local  physicians.  When  I 
began  to  review,  I found  the  nurse  reviewers  to  be  conscien- 
tious, knowledgeable,  and  helpful.  From  the  reviewer’s  side 
during  my  first  reviews,  I found  it  difficult  to  assess  the  “quality 
of  care.”  Notes  were  often  illegible.  Charts  often  lacked  sub- 
stantial information.  Charts  had  abnormal  laboratory  and  x-ray 
values  with  no  apparent  notice  by  the  physician.  Charts  failed 
to  document  plans  of  action  for  both  the  hospital  “workup” 
and  the  period  after  hospital  discharge.  For  these  reasons  I ini- 
tially referred  to  the  Regional  Quality  Assurance  Committee 
(RQAC)  more  than  50%  of  the  charts  I reviewed.  I realized 
that  many  of  these  charts  were  simply  poorly  documented  and 
that  the  patients  had  received  quality  care,  but  from  what  I had 
to  work  with  at  that  time,  I could  not  prove  that  quality  care 
had  been  provided.  In  the  past  year  or  so  I have  found  that  I 
have  developed  a greater  sensitivity  to  the  problems  TMF 
faced  in  trying  to  assess  “quality.” 

After  my  first  reviews,  my  work  was  reviewed  at  the  TMF  re- 
gional level,  and  instructional  comments  were  provided  on  any 
procedural  errors  that  I had  made  during  the  review.  There 
were  no  efforts  to  force  me  to  go  against  my  own  medical 
judgments  as  to  the  quality  of  care.  I had  heard  that  reviewers 
had  “quotas”  on  the  numbers  of  cases  needed  for  denials.  I 
have  talked  to  a number  of  physician  reviewers  and  none  of  us 
has  ever  been  given  such  quotas. 
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The  early  days  of  reviewing  have  passed.  Now  1 refer  fewer 
than  20%  of  cases  to  the  RQAC.  I have  had  retraining  when 
new  policy  changes  have  been  implemented.  I still  have  peri- 
odic monitoring  from  “region,”  even  explanations  when  their 
decision  is  at  variance  with  my  decision.  I still  have  no  quotas 
and  no  time  constraints.  What  has  been  refreshing  has  been 
seeing  the  charts  I review  steadily  improve.  Documentation 
definitely  has  improved,  abnormal  laboratory  and  x-ray  results 
are  more  often  addressed,  plans  of  action  arc  generally  in- 
cluded, and  even  our  physician  legibility  is  better.  I firmly  be- 
lieve that  the  doctors  of  Texas  do  practice  excellent  medicine. 

After  becoming  a TMF  reviewer,  1 found  myself  analyzing  my 
own  medical  charts.  1 have  begun  to  put  a lot  more  effort  and 
thought  into  my  medical  charts  (interestingly,  this  effort  is 
carrying  over  into  my  office  charts  as  well ).  I have  found  that 
this  extra  effort  has  made  it  easier  to  practice  quality  medicine. 
I think  I always  did  practice  quality  medicine,  and  now  the  ex- 
tra effort  simply  proves  it.  Am  I a better  person  for  my  efforts? 
Isn’t  the  answer  obvious?  Emphatically,  yes,  I am  a better  per- 
son for  my  efforts. 

Wlio  benefits? 

Having  given  the  history  of  the  review  process  from  my  per- 
sonal perspective,  I feel  compelled  to  answer  the  question, 
“What  have  I learned?” 

I have  learned  that  Texas  medicine  has  a pretty  good  system 
for  getting  things  done,  and  on  this  issue  the  system  worked 
well. 

I have  learned  that  anyone  can  be  involved  and  heard  in  this 
system. 

I have  learned  that  TMA  has  a fine  staff. 

I have  learned  that  the  TMF  (the  government)  does  listen  to 
TMA  and  that  the  TMF  is  made  up  of  many  friends  of  the  TMA. 

1 have  learned  to  look  at  both  sides  of  a question  before 
passing  judgment. 

I have  learned  that  Texas  is  full  of  good  doctors  practicing 
quality  medicine. 

I have  learned  that  the  practice  of  medicine  in  Texas  is 
better  because  of  the  efforts  put  forth  by  the  TMA  staff  and 
physicians  and  by  the  TMF  staff  and  physicians. 

1 have  learned  that  positive  benefits  have  come  to  the  gov- 
ernment (better  reviewers,  better  process,  fewer  complaints, 
maybe  even  cost  savings);  to  the  Texas  Medical  Association 
(involved  physicians,  proven  quality  staff,  national  respec- 
tability); to  the  hospitals  of  Texas  (quicker  reviews,  fewer 
“gigs,”  better  quality  reviews);  to  the  physicians  of  Texas  (safer 
reviews  with  due  process);  and  to  the  patients  (proven  quality 
and  possibly  cost  savings). 

Where  do  we  go  fi-om  here? 

I don’t  have  stars  in  my  eyes.  The  battle  is  not  over.  The  fed- 
eral and  state  governments  are  still  out  there.  They’ve  had 
money  problems  in  the  past,  they  have  money  problems  now, 
and  they  will  have  money  problems  in  the  future.  Between 
1970,  when  President  Richard  Nixon  warned  the  nation  that  it 
faced  a crisis  in  health  care  costs,  and  1987,  total  outlays  for 
health  care  costs  rose  from  $75  billion  to  $497  billion,  or  from 
7.4%  of  the  gross  national  product  (GNP)  to  1 1.2%  of  GNP 


( 16).  It  is  obvious  that  the  government  will  continue  to  come 
after  physicians.  Peer  reviews  will  continue  and  probably  in- 
tensify. Will  we  see  physician  DRGs?  Will  we  see  more  inspec- 
tor general  sanctions?  Will  we  see  more  pressure  to  become 
participating  physicians  by  delays  in  payment,  MAAC  differ- 
entials, etc?  We  may  well  see  all  of  these  changes  and  more  as 
yet  unknown  (17).  We,  the  physicians  of  the  state,  must  stay 
alert.  The  government  isn’t  going  away.  The  war  will  still  go  on 
for  years  to  come.  The  message  is  clear.  With  involvement  of 
individual  physicians  and  with  the  involvement  of  organized 
medical  societies,  battles  can  be  won.  Physicians  cannot  ignore 
the  fact  that  times  are  changing.  The  profession  of  medicine 
will  be  affected  by  these  changes.  It  has  been  clearly  demon- 
strated here  in  Texas  that  with  the  involvement  of  the  individ- 
ual physician  and  organized  medicine,  these  changes  can  be 
dealt  with  in  a professional  manner. 

I urge  every  physician  in  Texas  to  become  involved.  Be  peer 
reviewers  if  needed;  be  active  in  your  local,  state,  and  national 
medical  organizations.  Let  your  voice  be  heard  by  involving 
your  patients,  your  legislators,  and  your  fellow  physicians. 
Texas  physicians  stayed  alert,  stayed  involved,  and  we  are  bet- 
ter for  the  effort.  1 urge  you  all  to  continue  this  alertness  and 
involvement.  Your  future  depends  on  it. 

ROBERT  P.  CARROLL,  JR,  MD 

Texas  Medical  Association  Physician-Patient  Advocacy  Committee,  4942  NE  Stall- 
ings, Nacogdoches,  TX  75961. 
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A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist 

the  Air  Force  may  hove  a special  practice  for  you,  What 
makes  it  special?  You'll  enjoy  an  excellent  pay  ancf  benefits 
package,  There'll  be  more  time  to  spenci  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And 
you  will  work  with  modern  equipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your  country 
and  your  patients.  Now  thafs  special!  Find  out  just  how 
special  your  practice  can  be.  Call 


USAF  HEALTH  PROFESSIONS 


1-800-423-USAF 
TOLL  FREE 
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BioProTect 

A FULL  SPECTRUM  ANTI-OXIDANT  NUTRITION  FORMULA 


Antioxidants  play  a crucial  role  in  protecting  body  cells  from 
free  radical  damage  caused  by  natural  body  processes, 
certain  lifestyle  choices  and  environmental  and  chemical 
pollutants. 

Free  radicals  cause  biological  damage,  generally  by  oxidative 
processes.  This  is  the  case  in  autoxidatlon,  lipid  peroxidation, 
radiation  damage,  chemical  carcinogens  and  other  pathO' 
logical  processes. 

Excessive  free  radicals  can  attack  vital  cell  structures  and 
cause  damage.  Scientists  theorize  that  constant  cell  damage 
from  free  radicals  may  contribute  to  the  development  of 
certain  conditions. 

Cells  and  tissues  are  protected  against  free  radicals  by  a 
complexity  of  antioxidant  mechanisms.  Living  organisms 
nfHiSt  maintain  a constant  antioxidant  potential. 

AntloxidsU  vitamins  such  as  E,  C and  beta-carotene  along 


with  nature’s  other  protectors  help  protect  cells  and  tissue 
from  free  radical  damage.  Eating  a variety  of  foods  such  as 
oranges,  carrots,  dark  green  vegetables,  nuts,  seeds  and 
vegetables  oils  provide  a rich  source  of  natural  antioxidants. 

If  one’s  diet  is  coming  up  short  consider  antioxidants.  They 
represent  an  easy,  safe  and  inexpensive  way  to  ensure 
nutritional  protection.  | 

BIOPROTECT -the  full  spectrum  anti-oxidant  formula  with  protector  ‘4 

vitamins  3 

Glutathione  (reduced) 
dl-Methionine 
L-Cysteine 
L-Taurine 
Zinc 

Superoxide  Dismutase 
and  Catalase 


Each  BIOPROTECT  capsule  contains: 

Emulsified  Beta-carotene 
Emulsified  Vitamin  E 
Vitamin  C 
Selenium 
Germanium 

Emulsified  CoEnzyme  Q10 
Sorbic  Acid 


For  more  information  or  the  name  and  phone  number  of  your  local 
Biotics  Research  Corporation  representative  please  contact: 

BIOTICS  RESEARCH  CORPORATOR 

P.O.  Bax  388S8  K«fA#n,  Texas  77230 
US  TOLL  FREE  1-S00-231-S777  TXTOLLFREE  l-BOOmS^ 
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Special  Vieport  I A baseline  study  of  AIDS 

in  Texas:  knowledge, 
attitudes,  and  behaviors 


The  Texas  Department  of  Health  reports 
that  as  of  March  31,  1989,  Texas  ranked 
fifth  in  the  nation  for  AIDS  cases,  with  a 
total  of  6,312  cases  and  3,829  deaths. 
Cited  in  a report  from  the  Texas  Legis- 
lative Task  Force  on  AIDS,  TDH  esti- 
mates that  100,000  Texans  are  infected 
with  human  immunodeficiency  virus 
(HTV),  with  Houston  and  Dallas  rank- 
ing 4th  and  10th  respectively  in  the  na- 
tion for  AIDS  cases.  Since  1986,  AIDS  has 
been  the  leading  cause  of  death  for  men 
25-44  years  of  age  in  Houston,  with 
Houston  having  more  AIDS  cases  than 
45  states,  and  Dallas  more  cases  than 
42  states,  the  report  says.  According  to  a 
preliminary  announcement  by  the  Cen- 
ters for  Disease  Control  concerning  its 
HIV  seroprevalence  survey  on  college 
campuses,  approximately  3/ 1,000  col- 
lege students  are  HIV  positive.  The  legis- 
lative taskforce  estimates  that  by  1991, 
Texas  will  have  30,000  cases  of  AIDS 
and  250,000  Texans  will  be  infected 
with  HTV.  The  Texas  death  rate  for  AIDS 
is  61%,  slightly  higher  than  the  national 
average,  TDH  says. 

Until  a cure  or  vaccine  for  HTV  is  dis- 
covered, prevention  through  behavioral 
risk  reduction  will  be  the  major  focus 
among  physicians  and  other  health  care 
professionals.  Therefore,  TDH  commis- 
sioned a baseline  study  analyzing  the 
knowledge,  attitudes,  and  behaviors  of 
Texans.  This  special  report  prepared  by 
University  of  Texas  researchers  Demetri 
Vacalis,  PhD,  Pamela  J.  Shoemaker,  PhD, 
and  Alfred  McAlister,  PhD,  highlights  the 
study’s  findings. 


Based  on  work  by  Vacalis  ( 1 ),  Shoe- 
maker (2),  Dawson  (3),  and 
Heyward  (4),  a statewide  tele- 
phone survey  of  Texas  residents  18  years 
or  older  was  designed  to  obtain  informa- 
tion about  the  knowledge,  attitudes,  and 
behaviors  of  Texans  regarding  AIDS. 
Using  a random  digit  dialing  sample  of 
households  in  each  of  the  eight  public 
health  regions,  with  over-sampling  for 
minorities,  a total  of  1 ,637  interviews 
were  completed.  Systematic  selection 
techniques  ensured  the  randomness  of 
the  study’s  probability  samples.  The  con- 
fidence level  was  95%.  Interviews  were 
conducted  in  English,  Spanish,  or  a com- 
bination of  both. 


The  data  were  weighted  to  account  for 
the  following  assumptions:  ( 1 ) not  all 
adults  age  18  and  over  in  Texas  own  tele- 
phones; ( 2 ) each  respondent  spoke  for 
an  entire  household,  even  though  house- 
hold sizes  vary;  and  (3)  approximately 
the  same  number  of  respondents  were 
sampled  in  each  public  health  region 
even  though  populations  in  the  regions 
vary.  Weights  were  applied  throughout 
the  analyses  for  these  adjustments. 

Limitations  of  the  study 
The  following  limitations  were 
acknowledged: 

1.  Respondents  may  have  been  reluc- 
tant to  speak  openly  about  behaviors  that 
may  not  be  considered  “acceptable.” 

2.  Respondents  may  have  been  inhib- 
ited by  the  presence  of  other  persons  in 
their  households  during  the  interview. 
This  problem  was  minimized  by  writing 
questions  that  could  be  answered  by 
“yes/no”  or  “agree/disagree,”  etc. 

3-  People  who  declined  to  participate 
in  the  survey,  as  well  as  those  who  termi- 
nated at  some  point  during  the  interview, 
could  cause  some  bias  in  the  sample.  An 
analysis  of  the  refusal  rates  is  being 
completed. 

4.  Within  the  survey  questionnaire, 
persons  who  were  deemed  to  be  at  risk 
of  contracting  the  HfV  virus  were  asked  a 
battery  of  questions  regarding  sexual 
practices,  drug  and  condom  use,  etc.  This 
means  that  information  about  such  be- 
haviors is  missing  for  the  vast  majority  of 
the  adults  in  Texas  who  were  in  mutually 
faithful  heterosexual  relations  for  seven 
years  or  more. 

Respondents  were  deemed  to  be  “at 
risk”  through  sexual  activity  if  they  had 
ever  been  sexually  active,  and  either 
(a)  had  more  than  one  sexual  partner  in 
the  past  year,  or  (b)  had  been  in  a mutu- 
ally faithful  relationship  for  less  than 
seven  years,  prior  to  which  they  had 
been  sexually  active.  The  “not-at-risk” 
category  included  subjects  who:  (a)  had 
never  engaged  in  sexual  relations  with 
another  person  or  shared  needles,  (b) 
had  zero  sexual  partners  in  seven  years 
or  more;  or  (c)  had  been  in  the  same 
mutually  faithful  relationship  for  seven 
years  or  more. 

Response  rates 

The  response  rate  to  this  survey  overall 


was  74.9% , taking  into  account  refusals, 
nonworking  telephone  numbers,  ineli- 
gible people,  and  other  factors — remark- 
ably high  given  the  sensitive  nature  of 
the  survey  instrument.  The  generally  ac- 
cepted standard  used  by  the  Centers  for 
Disease  Control  is  75.0%. 

Demographics 

In  accordance  with  their  proportion  of 
the  population,  more  females  ( 56%  ) than 
males  ( 44%  ) answered  the  survey.  An- 
glos made  up  69%  of  the  respondents, 
compared  to  1 1%  blacks  and  18%  His- 
panics,  with  fewer  than  half  of  the  His- 
panic participants  electing  to  conduct 
the  survey  interview  wholly  or  partially 
in  Spanish.  Twelve  percent  were  18—24 
years  of  age,  26%  were  25—34,  21% 
were  35—44,  26%  were  45—64,  and 
14%  were  over  65.  The  US  Census  re- 
ports that  20%  of  the  population  is 
18-24  years  of  age,  26%  is  25—34,  and 
16%  is  35—44.  The  national  figures  for 
the  45-64  and  over  65  groups  are  ap- 
proximately equal  to  the  sample  size. 

Blacks  and  Hispanics  reported  signifi- 
cantly lower  family  income  than  Anglos. 
Education  was  related  to  ethnic  group 
and  region.  Anglos  were  more  likely  to 
have  some  graduate  school  education, 
and  Hispanics  more  likely  to  be  in  the 
least-educated  group.  Forty-nine  percent 
of  the  respondents  interviewed  had  an 
educational  level  of  1 2 years  or  less.  Re- 
gionally, the  lowest  educational  level  was 
found  in  Region  8,  the  Valley/Corpus 
Christi/Harlingen  area. 

Knowledge  about  AIDS 

Each  respondent  was  asked  10  questions 
intended  to  assess  their  knowledge  of 
AIDS.  Scores  were  calculated  on  the  fol- 
lowing bases:  0-5  correct  = low;  6—7 
correct  = medium;  and  8—10  correct  = 
high.  The  mean  score  was  6.4  correct, 
with  no  significant  difference  between 
males  and  females. 

There  was  a strong  relationship  be- 
tween increasing  knowledge  of  AIDS  and 
the  level  of  formal  education.  There  also 
was  a very  strong  pattern  of  increasingly 
higher  scores  on  the  AIDS  knowledge 
test  with  higher  reported  family  income 
level.  It  appeared  that  as  age  increased, 
there  was  a parallel  and  very  significant 
decrease  in  the  level  of  AIDS  knowledge. 
Among  subjects  who  reported  atten- 
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Summary 

— Most  Texans  did  not  know  the  signs 
and  symptoms  of  AIDS. 

— Superior  knowledge  about  AIDS  was  re- 
lated strongly  to  high  educational  level 
and  high  family  income. 

— Anglos  dominated  the  “high”  knowl- 
edge category,  while  blacks  and  Hispanics 
dominated  the  “low”  knowledge  category. 
These  data  indicate  that  minorities  have 
the  greatest  need  for  preventive  programs 
through  education. 

— Almost  two  of  every  five  Texans  believe 
that  donating  blood  places  them  at  risk  of 
HIV  infection,  and  almost  one  in  three 
would  refuse  an  emergency  transfusion 
due  to  fear  of  an  HIV  infection.  These  atti- 
tudes reflect  a fear  of  the  blood  supply  and 
an  unreasonable  fear  of  donating  blood  as 
a result  of  the  AIDS  epidemic. 

— One  sixth  of  the  population  was  un- 
aware that  healthy  appearing  people  can 
be  a source  of  HIV  infection.  Most  of  the 
lower  educated,  lower  income  individuals 
do  not  understand  the  time  delay  from  ex- 
posure to  seropositivity.  This  lack  of  com- 
prehension may  increase  the  probability 
of  participating  in  high  risk  behaviors. 

— One  of  every  six  lower  educated,  lower 
income  blacks  and  one  in  seven  Hispanics 
do  not  understand  the  possibility  of  a 
mother  transmitting  this  disease  to  her 
baby. 

— A majority  of  Texans  accept  public 
schools  as  a provider  of  AIDS/STD  educa- 
tion, and  indicate  support  for  beginning 
this  educational  effort  before  high  school, 
or  even  in  elementary  school. 

— Texans  generally  accept  the  concept  of 
HIV  positive  children  attending  school 
with  noninfected  children,  but  were  un- 
willing to  extend  a similar  approval  to 
HTV  positive  teachers  or  staff.  Generally, 
the  higher  the  level  of  education  and 
AIDS  knowledge,  the  less  fearful  the  re- 
sponse toward  HIV  positive  children,  fac- 
ulty, and  staff  in  public  schools. 


— A majority  of  Texans  agreed  that  HIV 
testing  should  be  required  for  prosti- 
tutes, those  arrested  for  IV  drug  use,  part- 
ners of  prostitutes,  anyone  getting 
married,  prisoners,  health  care  workers, 
and  all  pregnant  women.  A weak  majority 
opposed  HIV  testing  as  a prerequisite  to 
health  insurance.  Hispanics  generally 
were  more  in  favor  of  testing  than  were 
other  Texas  residents. 

— Most  Texans  were  against  quarantining 
HIV  positive  individuals  and  agreed  that 
AIDS  patients  should  receive  the  same 
legal  and  social  privileges  currently  en- 
joyed by  the  handicapped. 

— A majority  of  Texans  stated  that  AIDS 
was  a result  of  a breakdown  of  traditional 
values,  Ulustrating  the  need  to  understand 
the  impact  of  values  when  discussing 
prevention. 

— A few  Texans  viewed  life  as  too  short  to 
change  their  sexual  practices. 

— The  young,  those  most  directly  affected 
by  the  AIDS  epidemic,  were  the  most  ac- 
cepting as  a group  toward  HfV  positive  in- 
dividuals and  were  more  likely  to  change 
their  risk  taking  behavior. 

— The  perceived  risk  of  infection  tended 
to  decrease  with  higher  education.  How- 
ever, for  many  Texans,  high  risk  sexual 
and  drug  behavior  was  not  related  to  per- 
ceived risk.  This  trend  was  accentuated 
among  blacks  and  Hispanics,  who  re- 
ported a high  incidence  of  risk  taking  be- 
haviors among  their  “at  risk”  populations. 

— Almost  all  Texans  reported  having  had 
sex  within  the  past  seven  years.  Subjects 
who  attended  religious  services  most  often 
were  less  likely  to  have  had  multiple  sex 
partners  and  have  had  sex  with  prosti- 
tutes. The  most  sexually  active  group  was 
the  18—24  year  old  group,  with  blacks 
more  likely  to  report  multiple  sex  part- 
ners than  Hispanics  or  Anglos. 

— Only  half  of  the  “at  risk”  respondents 
had  used  a condom  in  the  past  year,  and 
only  32%  of  that  half  had  the  condom  in 
place  before  the  first  genital  contact  was 
made.  Of  the  subjects  who  participated  in 


anal  sex,  58%  reported  never  using  a con- 
dom. During  anal  sex,  Anglos  ( 1 4%  ) more 
than  Hispanics  (13%)  or  blacks  (3%) 
used  a condom.  Hispanics  did  not  differ- 
entiate well  between  using  a condom  to 
prevent  HIV  infection  and  as  a method  of 
birth  control. 

— Most  Texans  reported  participating  in 
oral  sex,  with  females  more  likely  than 
males,  and  Anglos  more  likely  than  His- 
panics or  blacks. 

— Only  eight  percent  of  those  surveyed 
reported  a prior  STD  infection.  Blacks  re- 
ported a five  times  higher  rate  than  An- 
glos, and  four  times  higher  than  Hispanics. 

— Twelve  percent  of  the  sexually  active, 
heterosexual,  nonmonogamous  “at  risk” 
population  reported  having  anal  sex 
within  the  past  seven  years.  Heterosexual 
females  ( 13%  ) more  than  males  (9%  ) re- 
ported experiencing  anal  sex.  Fifty-eight 
percent  did  not  use  a condom  during  anal 
sex. 

— A small  percentage  of  Texans  (8%  ) re- 
ported a history  of  recreational  or  ille- 
gal drug  use,  mostly  by  the  younger  age 
groups.  Drug  use  was  lowest  among  those 
who  attended  religious  services  most 
often  and  highest  in  those  with  incomes  of 
820,000-  840,000. 

— Physicians  were  by  far  the  most  trusted 
source  of  information,  but  religious  lead- 
ers were  important  sources  for  those  with 
non-accepting  attitudes  towards  infected 
persons.  Television  and  physician  advice 
were  the  most  commonly  attributed 
sources  of  information  that  reduced  fear 
of  infection  or  led  to  a decision  about 
whether  to  be  tested  for  exposure  to  the 
HIV  virus.  Hispanics  were  more  likely  to 
report  influence  from  television  than  from 
physician  advice.  One  third  of  the  survey 
respondents  reported  they  had  changed 
their  behavior  in  response  to  some  com- 
munication. Television  was  credited  with 
the  largest  share  of  those  reported  behav- 
ior changes,  such  as  reducing  the  number 
of  partners,  using  condoms,  or  initiating 
other  safer  sex  practices. 
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2.  Who  should  be  required  to  be  tested  for  HIV  by 
percent  of  total  population,  Anglo,  black,  and 
Hispanic 

Total  Anglo  Black  Hispanic 
Category  (%)  (%)  (%)  (%) 


Prostitutes 

92 

91 

93 

95 

rv  drug  users 

91 

90 

91 

92 

Prostitutes’  partners 

88 

87 

90 

91 

Anyone  getting 
married 

79 

80 

73 

81 

Prisoners 

77 

75 

69 

88 

Health  care  workers 

70 

69 

71 

76 

All  pregnant  women 

63 

58 

74 

76 

For  medical  insurance 

47 

44 

48 

56 

dance  at  religious  services,  including  per- 
sons who  watched  or  listened  to  reli- 
gious services  through  the  media,  AIDS 
knowledge  generally  declined  with  in- 
creasing attendance. 

Fig  1 summarizes  the  10  knowledge 
questions  and  the  differences  between 
the  total  correct  and  those  of  Anglos, 
blacks,  and  Hispanics. 

Open-ended  knowledge 

Asked  to  identify  early  warning  signs  of 
AIDS  infection,  18%  of  Texans  surveyed 
mentioned  chronic  fatigue  and  significant 
weight  loss.  No  other  sign  or  symptom 
was  identified  consistently,  indicating  a 
low  level  of  knowledge  of  the  clinical  as- 
pects of  AIDS. 

AIDS  and  educational  issues 

Approximately  40%  of  all  respondents 
reported  having  children  under  the  age 
of  18,  and  23%  had  children  5-12  years 
of  age.  When  asked,  “Who  should  teach 
about  the  prevention  of  AIDS/sexually 
transmitted  diseases  to  children?”  Texans 
selected  “parents”  as  their  first  choice 
and  “schools”  as  their  second  choice. 
There  appears  to  be  a strong  consensus 
(85%  ) that  sex  education  should  begin 
before  high  school,  with  46%  of  the  par- 
ents recommending  beginning  AIDS/STD 
education  at  the  junior  high  school  level, 
and  39% , at  the  elementary  school  level. 

Most  Texans  (65%  ) believed  that  HfV 
positive  children  should  be  allowed  to  at- 
tend school,  but  only  44%  agreed  that 
HfV  positive  school  employees  should  be 


allowed  to  work  with  children.  Respon- 
dents who  scored  higher  on  the  AIDS 
knowledge  test  tended  to  be  more  toler- 
ant of  HfV  positive  school  children  and 
employees. 

For  whom  should  testing  be 
required? 

More  than  90%  of  the  Texans  surveyed 
said  HIV  tests  should  be  required  for 
prostitutes  and  anyone  arrested  for  IV 
drug  use.  Eighty-eight  percent  stated 
partners  of  prostitutes  should  be  re- 
quired to  be  tested,  with  79%  agreeing 
for  anyone  getting  married.  Fig  2 shows 
responses  to  other  questions  about 
testing. 

Issues  in  public  policy 

While  6 1 % of  those  surveyed  disagreed 
with  the  concept  of  quarantining  HfV 
positive  people,  the  issue  was  not  clearly 
defined  for  Hispanics  because  the  word 
quarantine  has  a different  meaning  for 
this  population  ( 40  days  of  isolation,  as 
opposed  to  indefinite  isolation).  How- 
ever, a majority  of  Texans  ( 58%  ) were 
willing  to  extend  to  AIDS  patients  the 
same  rights  and  protections  handicapped 
people  have  under  the  law.  Females  were 
more  accepting  than  males.  Surprisingly, 
as  the  level  of  education  increased,  there 
was  less  support  for  extending  the  rights 
of  AIDS  patients. 

Issues  regarding  values 
A majority  of  the  total  sample  (58%  ) 
agreed  that  AIDS  is  a result  of  a break- 


down of  traditional  values.  This  attitude 
is  held  most  frequently  among  the  least 
AIDS  knowledgeable  and  heterosexual 
groups  with  the  lowest  formal  education. 

Issues  regarding  the  perceived  ability 
to  change 

Only  1 4%  of  the  people  surveyed  be- 
lieved life  was  too  short  to  change  their 
sexual  practices.  Subjects  who  held  this 
view  were  most  likely  to  be  less  edu- 
cated and  older. 

Attitudes  toward  the  blood  supply 
Twenty-nine  percent  of  the  respondents 
agreed  they  would  refuse  a blood  transfu- 
sion in  an  emergency  situation  because 
they  fear  contracting  AIDS.  When  com- 
bined with  the  undecided  groups  (11% 
“neutral”  and  4%  “don’t  know”),  44%  of 
the  population  failed  to  express  confi- 
dence in  the  nation’s  blood  supply.  Those 
who  tended  to  refuse  such  emergency 
transfusions  knew  less  about  AIDS,  were 
female,  heterosexual,  and  tended  to  have 
less  formal  education.  Fifty  percent  of 
blacks  and  56%  of  Hispanics,  as  opposed 
to  30%  of  Anglos,  believed  they  could  be 
infected  by  giving  blood  (Fig  3). 

Perceived  behavioral  risk  of  AIDS 
infection 

Most  Texans  (90%  ) did  not  view  them- 
selves “at  risk”  of  HIV  infection.  Gener- 
ally, perceived  risk  tended  to  decrease 
with  higher  education  and  higher  family 
income.  Perhaps  the  most  important  find- 
ing regarding  risk,  and  ultimately  preven- 
tion, is  tfiat  the  perceived  likelihood  of 
infection  was  not  affected  by  knowledge 
score  or  behaviors.  (The  behaviors  mea- 
sured by  the  survey  instrument  included 
maintaining  a mutually  faithful  relation- 
ship; a previous  diagnosis  of  a sexually 
transmitted  disease;  the  number  of  sex 
partners;  sex  with  a prostitute;  sex  with 
an  IV  drug  user;  the  use  of  illegal  or  rec- 
reational drugs;  sex  with  someone  with 
many  sex  partners;  the  use  or  purchase 
of  a condom,  whether  the  condom  was 
in  place  before  the  first  genital  contact 
was  made  either  vaginally,  orally,  or  rec- 
tally;  whether  the  condom  slipped  and 
spilled  its  contents;  whether  oral  sex  was 
performed;  or  if  anal  sex  was  performed 
in  the  past  seven  years. ) The  finding  that 
knowledge  score  or  behaviors  did  not 
affect  the  perceived  likelihood  of  infec- 


1.  Percent  of  total  sample,  Anglos,  blacks,  and  Hispanics  who  gave  correct  responses  to  the  AIDS  knowl 
edge  questions 


Question 

Total 

(%) 

Anglo 

(%) 

Black 

(%) 

Hispanic 

(%) 

1 . Can  you  be  infected  by  saliva?  ( No  ) 

55 

56 

48 

55 

2.  ...  by  eating  at  a restaurant  where  a waiter  is  HIV- 

87 

89 

82 

79 

infected?  (No) 

3.  ...  by  a mosquito  bite?  (No) 

78 

83 

74 

62 

4.  ...  by  giving  blood?  (No) 

62 

70 

50 

45 

5.  People  can  be  infected  without  showing  symptoms 

95 

98 

94 

85 

5-10  years.  (True) 

6.  It  takes  only  a few  days  after  infection  to  test  positive. 

74 

79 

69 

60 

(False) 

7 Testing  positive  for  AIDS  means  you  can  transmit  it. 

84 

84 

85 

80 

(True) 

8.  A pregnant  woman  cannot  give  the  virus  to  her  unborn 

92 

95 

85 

86 

baby.  (False) 

9.  A baby  can  become  infected  by  nursing  from  its 

63 

56 

84 

76 

infected  mother.  ( True  ) 

10.  AIDS  attacks  red  blood  cells.  ( False  ) 

41 

50 

26 

23 
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tion  is  very’  important  because  the  behav- 
iors that  were  measured  are  associated 
with  varying  risk.  If  the  general  public 
perceives  no  difference  in  associated  risk, 
then  there  may  be  little  or  no  desire  to 
modify  risk-taking  behaviors. 

Fig  4 illustrates  the  percent  of  per- 
ceived risk  for  Anglos,  blacks,  and  His- 
panics,  their  percent  of  the  population, 
and  their  percent  contribution  to  Texas 
AIDS  cases. 

Blacks  responded  similarly  to  Anglos. 
Ninety-one  percent  reported  they  were 
unlikely  to  become  infected  with  HIV. 

For  blacks,  risk  was  not  related  to  in- 
come, level  of  education,  AIDS  knowl- 
edge test  score,  or  sexual  activity.  For 
blacks,  there  was  no  relationship  be- 
tween religious  attendance,  a previous 
diagnosis  with  a sexually  transmitted  dis- 
ease, or  the  number  of  sexual  partners 
and  the  perceived  risk  of  infection.  Only 
1 4%  of  blacks  who  reported  two  or 
more  sexual  partners  within  the  past  year 
believed  they  were  at  risk,  and  the  use  or 
non-use  of  condoms  was  not  viewed  as 
influencing  their  risk  of  infection. 

Eighty-two  percent  of  Hispanic  respon- 
dents reported  being  sexually  active. 

One  in  five  perceived  themselves  to  be  at 
risk  of  HfV  infection,  with  2 1 % reporting 
they  are  likely  to  become  HfV  positive. 

As  educational  level  increased,  there  was 
a dramatic  decrease  in  the  perceived  risk 
of  infection.  Thirty-one  percent  of  His- 
panics  with  a 10th  grade  education  or 
less  viewed  themselves  to  be  at  risk,  as 
opposed  to  10%  who  had  13—16  years 
of  formal  education.  There  was  a similar 
pattern  regarding  AIDS  knowledge  test 
scores.  Twenty-five  percent  of  Hispanics 
in  the  low  knowledge  category  viewed 
themselves  at  risk  versus  8%  of  those 
who  scored  in  the  high  category  of  the 
AIDS  knowledge  test.  Further,  Hispanics 
who  perceived  life  as  too  short  to  change 
sexual  practices  viewed  themselves  as 
much  more  likely  to  become  infected 
than  those  who  disagreed  with  this 
statement. 

Among  Hispanics,  the  use  or  non-use 
of  condoms,  having  sex  with  many  part- 
ners, being  in  a mutually  faithful  relation- 
ship of  more  than  seven  years,  ever 
diagnosed  with  an  STD,  sex  with  a pros- 
titute, having  sex  with  an  fV  drug  user, 
placing  the  condom  in  place  before  the 
first  sexual  contact,  oral  sex,  anal  sex. 


and  the  use  or  non-use  of  a condom  dur- 
ing anal  sex  were  not  perceived  as  either 
increasing  or  decreasing  the  risk  of  HfV 
infection. 

Sexual  behaviors  of  Texans 
Almost  all  who  were  surveyed  had  had 
sex  within  the  past  seven  years.  The  vast 
majority  of  respondents  (87%  ) reported 
having  0—  1 sex  partners  in  one  year. 
Generally,  as  religious  service  attendance 
increased,  the  number  of  sexual  partners 
within  one  year  decreased.  The  cohort  of 
“11-12  years  of  education  completed” 
seemed  to  have  the  largest  incidence  of 
multiple  sex  partners,  with  the  most  sex- 
ually active  group  being  in  the  18-24 
age  range  (41%  ) and  the  25-34  year  age 
group  ( 1 9%  ).  Finally,  the  ethnic  group 
reporting  the  largest  number  of  multiple 
sex  partners  was  blacks  (23%  ),  followed 
by  Hispanics  (15%)  and  Anglos  (12%). 

Approximately  43%  of  the  sexually  ac- 
tive, non-monogamous  individuals  had  a 
sexual  partner  who  experienced  sex  with 
multiple  partners.  Of  these,  59%  com- 
pleted 1 3 years  of  education  or  more. 

Ten  percent  of  the  heterosexual  males 
and  2%  of  the  heterosexual  females  re- 
ported having  had  sex  with  prostitutes. 
Reported  sex  with  a prostitute  declined 
rapidly  among  subjects  who  attended  re- 
ligious services  once  every  three  months 
or  more. 

Only  2 1 of  394  “at  risk”  respondents 
(5%  of  the  total  at  risk  population)  re- 
ported sex  with  an  IV  drug  user  in  the 
past  seven  years.  While  this  is  a small 


percentage,  it  may  represent  as  many  as 
200,000  Texans.  Since  AIDS  cases  in- 
creasingly are  occurring  in  association 
with  rv  drug  use,  and  IVDU-associated 
AIDS  cases  continues  to  be  higher  in 
blacks  and  Hispanics  than  Anglos  (5), 
this  issue  is  of  concern  for  minorities. 

Condom  use  behaviors 

Approximately  50%  of  all  sexually  active 
respondents  who  were  not  in  a monoga- 
mous relationship  had  used  a condom 
within  one  year.  These  condom  users 
tended  to  be  more  highly  educated  and 
younger  (63%  of  the  18-24  year  old 
group,  57%  of  the  25—34  year  old 
group).  They  also  reported  a higher  fam- 
ily income  than  non-users.  However,  of 
the  condom  users,  only  32%  had  the 
condom  in  place  before  the  first  genital 
contact  was  made. 

Of  the  blacks  surveyed,  90%  of  the  re- 
spondents in  the  18-24  year  old  age 
group  and  56%  of  the  25-34  year  old 
age  group  used  condoms.  Ninety-seven 
percent  of  these  reported  they  at  least 
“sometimes”  placed  the  condom  on  be- 
fore the  first  genital  contact. 

Of  the  Hispanic  cohort,  43%  used  a 
condom  in  the  past  year,  with  1 5%  of 
those  never  or  rarely  having  the  condom 
in  place  before  first  genital  contact. 

Of  all  respondents  who  had  used  a 
condom,  22%  had  problems  with  con- 
doms such  as  slipping  and  spilling  its 
contents.  Almost  one  in  three  Hispanics 
reported  they  did  not  use  a condom  be- 
cause they  “used  other  birth  control 


4.  Percent  perceived  risk  of  infection,  percent  AIDS  cases,  percent  population — Anglo,  black  and  Hispanic 
cohorts  in  Texas.  * 
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methods.”  Therefore,  many  Hispanics 
view  the  use  of  a condom  as  a birth  con- 
trol method  and  not  a means  of  HIV 
prevention. 

Oral  sexual  behavior 

A majority  (60%  ) of  the  “at  risk”  sub- 
jects reported  participating  in  oral  sex, 
with  females  (65%  ) participating  in  oral 
sex  more  frequently  than  males  ( 56%  ), 
and  Anglos  (73%  ) more  than  Hispanics 
(46%  ) or  blacks  (23%  )• 

History  of  STD  diagnosis 
Eight  percent  of  the  respondents  who 
were  sexually  active  reported  a history  of 
STD  infection,  with  males  representing 
slightly  more  than  twice  as  many  cases  as 
females.  Neither  knowledge  of  AIDS  nor 
income  showed  any  relationship  to  STD 
diagnostic  history.  As  age  increased,  the 
incidence  of  reported  STD  infection  de- 
creased. Blacks  reported  a rate  of  STDs 
five  times  higher  than  Anglos,  and  four 
times  higher  than  Hispanics. 

History  of  anal  sex 

Twelve  percent  of  the  sexually  active, 
heterosexual,  non-monogamous  “at  risk” 
population  reported  having  anal  sex 
within  the  past  seven  years.  As  knowl- 
edge of  AIDS  increased,  there  was  an  in- 
crease in  anal  sexual  activity.  Nine 
percent  of  the  heterosexual  males  and 


1 3%  of  the  heterosexual  females  in  the  at 
risk  population  experienced  anal  sex  in 
the  past  7 years.  Of  those  who  reported 
anal  sex  activity,  58%  reported  never 
using  a condom.  Anglos  (14%  ) and  His- 
panics (13%)  used  condoms  during  anal 
sex  more  often  than  did  blacks  ( 3%  ). 

History  of  recreational  or  illegal  drug 
use 

Eight  percent  of  the  total  respondents  in- 
terviewed reported  illegal  or  recreational 
drug  use;  35%  of  the  drug  users  were  fe- 
male and  65%  were  male.  Drugs  were 
used  most  by  the  18-24  year  old  age 
group.  Drug  use  was  lowest  among  those 
who  attended  religious  services  most 
often,  and  highest  in  the  $20,000—  $40,000 
income  brackets.  Drug  use  tended  to  in- 
crease with  the  general  level  of  educa- 
tion until  the  I6th  year,  where  it  began 
to  drop.  Finally,  subjects  who  used  recrea- 
tional or  illegal  drugs  had  a relatively 
high  knowledge  of  AIDS. 

Communication  and  behavior 
change 

The  survey  also  assessed  exposure  to  in- 
formation about  HIV  and  its  transmission. 
Exposure  to  messages  from  different  me- 
dia sources  were  compared  with  sex, 
age,  ethnicity,  and  knowledge  of  AIDS. 

Slightly  more  than  half  ( 54%  ) of  the 
respondents  reported  seeing  television 


stories  about  how  to  avoid  HfV  infection 
during  the  past  three  months,  with  drug 
users  more  likely  to  see  these  stories 
than  non-drug  users.  Less  than  half 
(46%  ) reported  that  they  had  read  a 
newspaper  story  about  avoiding  AIDS 
during  the  past  three  months,  with  news- 
paper stories  more  commonly  reported 
among  older  persons.  AIDS  knowledge 
level  was  highly  related  to  reported  ex- 
posure to  newspaper  stories. 

Almost  two-thirds  (66%  ) of  the  re- 
spondents reported  that  they  received 
the  Surgeon  General’s  brochure  in  the 
mail.  Older  persons  and  those  with  high 
levels  of  AIDS  knowledge  were  more 
likely  to  report  having  received  this  bro- 
chure. Anglos  (71%  ),  more  than  blacks 
(60%  ) or  Hispanics  (48%  ),  reported  re- 
ceiving the  brochure. 

Almost  half  of  the  respondents  (47%  ) 
reported  they  had  heard  of  an  AIDS 
hotline,  with  men  more  knowledgeable 
than  women.  There  was  a highly  signifi- 
cant tendency  for  more  drug  users 
(69%  ) than  non-drug  users  (45%  ) to 
know  about  the  AIDS  hotline. 

Trust  in  different  sources  of 
information 

Overall,  a high  proportion  of  persons 
(71  % ) reported  that  they  are  fairly  or  ex- 
tremely confident  in  the  information  they 
receive  about  AIDS.  The  most  trusted 
sources  of  information  were  physicians 
(79%  ) and  nurses  and  other  health  care 
workers  (46%  ),  followed  by  spouse  and 
national  magazines.  Radio  news  was 
ranked  at  the  bottom  of  the  list  with  less 
than  one  in  four  people  trusting  this 
source  of  information  (Fig  5). 

Effects  of  communication 
Television  was  the  most  frequently  cited 
source  of  information  that  made  respon- 
dents less  “afraid”  of  being  infected,  with 
physicians  the  second  major  source  (6). 
One  in  five  Texans  reported  that  nothing 
made  them  less  afraid.  Women  were 
more  influenced  by  physicians,  and  men, 
by  newspapers,  with  no  differences 
among  age  groups.  However,  Hispanics 
were  more  likely  than  Anglos  to  report 
fear-reduction  from  televised  information 
and  less  likely  to  report  being  influenced 
by  physicians.  Mailings  and  handouts 
were  most  influential  among  persons 
with  the  most  accepting  attitudes  toward 


5.  Percentage  of  trust  in  various  sources  of  information  about  AIDS 
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infected  persons,  whereas  persons  with 
low  knowledge  about  HIV  transmission 
were  not  as  likely  to  report  that  mailings 
made  them  less  afraid. 

Fifty-three  percent  of  the  respondents 
reported  that  some  source  of  information 
had  helped  them  decide  whether  they 
needed  to  be  tested  for  exposure  to  the 
virus.  Physicians  were  most  frequently 
cited  ( 30%  ),  followed  by  television 
( 24%  ) as  sources  for  deciding  on  testing 
issues.  One  in  six  reported  that  a mailing 
or  handout  had  helped  them  decide 
about  testing. 

Only  one  in  every  three  Texans  re- 
ported that  some  source  of  information 
had  led  them  to  change  their  behavior  in 
a way  that  they  believed  could  reduce 
their  risk.  Thirty-three  percent  of  Texans 
reported  that  television  influenced  their 
behavior,  16%  said  physicians,  12%  said 
other  advertising,  and  1 1 % said  mail/ 
handout.  It  is  interesting  to  note  that 
while  physicians  were  rated  as  the  most 
trusted  source  of  information,  they  were 
second  to  television  as  the  most  influen- 
tial regarding  behavior  change. 

Texans  selected  reducing  the  number 
of  sexual  partners  ( 29%  ) and  having  only 
one  sex  partner  ( 20%  ) more  often  than 
using  condoms  (15%  ) as  methods  for  re- 
ducing their  risk  of  infection. 

Conclusion 

Physicians  are  the  most  trusted  source  of 
information,  often  counsel  their  patients 
on  intimate  subjects,  and  therefore  are  in 
a unique  position  to  promote  individual 
behavioral  and  perceptual  changes  for 
preventing  the  AIDS  epidemic. 

Physicians  must,  therefore,  be  ag- 
gressive in  taking  sexual  histories  on 
young,  sexually  active,  potentially  “at 
risk”  patients,  whether  heterosexual,  ho- 
mosexual, or  bisexual.  This  is  especially 
true  for  patients  who  have  been  diag- 
nosed with  a sexually  transmitted  dis- 
ease, may  have  been  exposed  to  an  STD, 
are  on  oral  contraceptives,  are  “at  risk” 
due  to  sexual  behavior  or  recreational 
drug  use,  or  have  a real  or  unfounded 
fear  of  contracting  AIDS.  Once  these  pa- 
tients are  identified,  the  physician  should 
attempt  to  counsel  them  to  reduce  their 
risk  through  safer  sexual  practices. 

This  counseling  could  center  around 
commonly  acceptable  themes.  Mothers 
could  be  counselled  on  the  basis  of  pro- 


tecting their  babies’  health  and  their  fu- 
ture capacity  for  having  children; 
adolescents,  on  the  impact  of  STDs  on 
their  virility,  future  fertility,  and  their  as- 
pirations to  have  a family  in  the  future; 
young  adults,  on  the  concept  of  “shared 
risk,”  ie,  their  own  and  their  partner’s 
sexual  and  drug  use  history  is  related  to 
their  personal  risk  of  HIV  infection. 

With  one  sixth  of  the  population  un- 
aware that  healthy  appearing  people  can 
be  a source  of  HIV  infection,  physicians 
could  discuss  the  concept  of  asympto- 
matic carriers  with  their  “at  risk”  pa- 
tients, especially  as  it  relates  to  sexual 
and  drug  behavior  and  HfV  testing. 

If  little  office  time  is  available  for  these 
sensitive  educational  issues,  then  the 
physician  should  identify  individuals 
within  the  office  or  appropriate  programs 
in  the  community  for  referral. 

Finally,  physicians  must  take  steps  to 
increase  the  level  of  confidence  in  the 
safety  of  the  blood  supply  and  reduce  the 
unreasonable  anxiety  of  donating  blood 
due  to  a fear  of  contracting  AIDS.  Every 
opportunity  to  counteract  these  miscon- 
ceptions should  be  made,  while  actively 
encouraging  low-risk  individuals  to  do- 
nate blood  on  a regular  basis. 
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what  will  you  tell 
her  about  screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a pro- 
gram launched  by  the  American  Cancer 
Society  and  the  American  College  of  Radi- 
ology, and  they  may  come  to  you  with 
questions.  What  will  you  tell  them!’ 

We  hope  you'll  encourage  them  to 
have  a screening  mammogram,  because 
that,  along  with  your  regular  breast  exam- 
inations and  their  monthly  self  examina- 
tions, offers  the  best  chance  of  early  detec- 
tion of  breast  cancer,  a disease  which  will 
strike  one  woman  in  10. 

If  you  have  questions  about  breast 
cancer  detection  for  asymptomatic 
women,  please  contact  us. 


A/WIERIOW 

^OXNCER 

TSOaiTY® 


Professional  Education  Dept. 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behayioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 


7777  Forest  Lane,  Suite  B-322,  Dallas, 
214  991-6000 

CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


Texas  75230 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Infernal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMACE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT;  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


MEDICLINICS,  HOUSTON 

Eamily,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 
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Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 


PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 


SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 

Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  411B,  Dallas  75246 


Texas  Medical  Association  Directory 


Representing  the  Profession 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Texas  Medicine 


DERMATOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dalias,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  Mi,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas, 

Texas  75231;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
ail  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


TMA  Student  Loan  Program 


ENDOCRINOLOGY 

ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director;  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


PARK  PLAZA  GASTROENTEROLOGY  ASSOCIATES 

1200  Binz,  Suite  775,  Houston,  Texas  77004;  713  522-1788 

Gl  Endoscopy,  Laser  Abalation  of  Gl  Tumors 
Percutaneous  Endoscopic  Gastroscopy  (PEG) 

Vericeal  Sclerosis.  Eull  Upper  and  Lower  Gl 
Endoscopy,  Polypectomy  and  Laparoscopy 

Frleder  Wuerth,  MD,  FRCP(C),  President 


Mark  your  calendar  for  future 
TMA  meetings: 

Fall  Leadership  Conference,  September  16,  1989 — Austin 

Interim  Session,  November  17-18,  1989 — Austin 

Winter  Leadership  Conference,  February  17,  1990 — Austin 


. . . Another  service  of  your  association 
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HAND  SURGERY 


NEUROLOGICAL  SURGERY 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 
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WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  EACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


join  TEXPAC 


TMA  Practice  Management  Workshops 


. . . One  strong  voice 


. . . Another  service  of  your  association 


Texas  Medicine 


OCCUPATIONAL  MEDICINE 


ERIC  G.  COMSTOCK,  MD 

DIplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


ARTHUR  M.  CLEMENTS,  MD 
Surgery  & Diseases  of  the  Eye 

Diplomate  American  Board  of  Ophthalmology 

211  Medical  Drive,  Suite  1,  Fredericksburg,  Texas  78624 
512  997-6535 


ORTHOPEDIC  SURGERY 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  C.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


L,  Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  Jr.,  MD 

Wynne  M.  Snoots,  MD  Richard  D.  Schubert,  MD 

R.  Stephen  Curtis,  MD  John  A.  Baker,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-71 4S 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 


Ophthalmic  Plastic  and  Reconstructive  Surgery 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21  St  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183  ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 

RETINA-VITREOUS  ASSOCIATES  Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS  Physician  Placement  Service 

Harold  Granek,  MD 

Cary  M.  Cowan,  MD  • • • Another  service  of  your  association 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 
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OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


PHYSICAL  MEDICINE  & REHABILITATION 


WILLIAM  E.  BARNES,  MD 

Oiplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Driye,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

Dayid  E.  Cumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by:  loint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


The  Burn  Care  Associates  has  been 
patients.  Care  for  every  phase  of 
resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 


organized  to  provide  care  for  burned 
burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1-800-44REHAB 


7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PLASTIC  SURGERY 


PSYCHIATRY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 


Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 
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VALENTIN  GRACIA,  MD,  PA,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A,  Grant,  MD,  FACS 
Raymond  A.  Faires,  MD,  FACS 
Larry  E.  Reaves,  MD 

Aesthetic,  Plastic,  Reconstructive,  Hand  & Microsurgery 

800  8th  Ave.,  Suite  606,  Fort  Worth,  Texas  76104 
817  335-4752,  817  332-9441,  817  335-4755 

TMA  HealthWise  Series 

. . . Another  service  of  your  association 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 

TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 


Texas  Medicine 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and 
Adolescent,  Substance  Abuse,  Short-Term,  ACCEL,  and 
Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N,  Brownlee,  MD 
Tom  C.  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Harold  A,  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Joseph  P.  Caspar!,  MD 
David  J.  Korman,  MD 

P.O.  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  7S228 


Jerry  M.  Lewis,  III,  MD 
Ruth  A.  MarDock,  MD 
Charles  C.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
Catherin  A.  Roberts,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 
Paula  Dobbs-Wiggins,  MD 


214  381-7181 
1-800-426-4944 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  81 7 332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


UROLOGY 


DALLAS  PSYCHIATRIC  ASSOCIATES 


FORT  WORTH  UROLOGY  CLINIC 


Inpatient  & Outpatient  Services: 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 
Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for 
Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 


Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
Rebecca  M.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood,  MD 
John  M.  Zimburean,  MD 


Offices;  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center, 
Medical  City,  The  Irving  Hospital  & Trinity  Medical  Center 
Phone  214  247-1150 


Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Feilows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  ).  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual 
Dysfunction,  Laser  Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $48.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 
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Support  Americans  colleges.  Because  college  is  more  than  a 
place  where  young  people  are  preparing  for  their  future,  fos  where 
America  is  preparing  for  its  future. 

If  our  country's  going  to  get  smarter^  stronger — and  more 
competitive  — our  colleges  and  universities  simply  must  become  a 
national  priority. 

Government.  Business.  And  you.  We^re  all  in  this  together. 
Because  it^s  our  future. 

So  help  America  prepare  for  the  future  by  giving  to  the  college 
of  your  choice— and  you^ll  know  youVe  done  your  part. 


Give  to  the  college  of  your  choice. 


11  A PuWc  Service  of  This  Publication 


COUNCIL  FOR  AID  TO  EDUCATION 


Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/ Government 

Physician  with  Texas  license  needed  to  practice  gen- 
eral medicine  at  Student  Health  Center.  Forty-hour 
week,  Monday-Friday.  Minimal  call  duty.  Fringe 
benefits.  Contact  Sheila  Meyer,  Adm.,  University  of 
North  Texas  Health  Center,  P.O.  Box  5158,  Denton, 
Texas  76203,  817  565-2331.  Equal  Opportunity/ 
Affirmative  Action  Employer. 

The  Department  of  Family  Practice  at  The  Univer- 
sity of  Texas  Medical  School,  Houston  has  immed- 
iate opening  for  faculty  positions.  We  encourage 
applications  from  residency  trained,  board  certified 
family  physicians  who  desire  to  engage  in  duties 
including  teaching,  research,  and  direct  patient  care 
in  an  established  family  practice  department  with 
graduate  and  undergraduate  programs.  Interested 
applicants  should  submit  credentials  and  curriculum 
vitae  to  Harold  T.  Pruessner,  MD,  Department  of 
Family  Practice,  7600  Beechnut,  Houston,  Texas 
77074.  The  University  of  Texas  is  an  equal  oppor- 
tunity employer.  Women  and  minorities  are  en- 
couraged to  apply. 

Staff  Psychiatrist — Opening  for  staff  psychiatrist  in 
JCAH  and  Medicare  accredited  hospital.  Salary  up 
to  $98,000  for  board  certified  psychiatrist  and  up  to 
$82,000  for  board  eligible  psychiatrist,  depending 
on  qualifications.  Patient  average  census  415.  15 
member  medical  staff  includes  7 psychiatrists  and 
2 neurologists.  Excellent  location  in  the  Texas  Hill 
Country,  one  hour  from  San  Antonio.  Good  fringe 
benefits.  Must  have  current  Texas  license.  Call  or 
write  Thomas  L.  Hardee,  MD,  Clinical  Director, 
Kerrville  State  Hospital,  721  Thompson  Dr.,  Kerr- 
ville,  Texas  78028;  512  896-2211,  Ext.  108.  An 
EEO/AAP  employer. 

Practice 

Makes 

Perfect 

In  Arkansas 

Practice  opportunities 
available  statewide  for 
qualified  physicians. 
Excellent  incentives. 

For  more  information, 
contact  Office  of 
Primary  Care, 

Arkansas  Department 
of  Health,  4815  W. 
Markham,  Little  Rock, 

AR  72205-3867. 

. Phone  501/661-2194. 

k J 

Assistant  Professor  who  will  study  the  structure, 
function  and  regulation  of  the  plasma  membrane 
Ca--|--ATPase,  These  studies  include:  1)  purification, 
characterization,  and  reconstitution  of  the  plasma 
membrane  ATPase,  2)  antibody  generation  and  im- 
munoassay, 3)  and  molecular  cloning,  sequencing  of 
the  ATPase  and  expression  of  the  ATPase  cDNA 
clone  in  mammalian  cells.  Teach  and  supervise 
graduate  students,  postdoctoral  fellows,  and  tech- 
nicians. PhD  degree  in  Biochemistry/Molecular 
Biology  or  Equivalent.  Two  years  Postdoctoral  Fel- 
lowship Training  in  membrane  protein  purification 
or  equivalent  and  two  years  Research  Experience  in 
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DNA  cloning  and  Sequencing.  40  hours/week. 
$43,000  annual  salary.  Contact  Texas  Employment 
Commission,  Houston,  Texas  or  send  resume  to 
Texas  Employment  Commission,  TEC  Building, 
Austin,  Texas  78778.  JO#5515061.  Ad  paid  for  by 
an  equal  employment  opportunity  employer. 

Assistant  Professor,  jointly  sponsored  by  The  Uni- 
versity of  Texas  5outhwestern  Medical  Center  at 
Dallas  and  John  Peter  5mith  Hospital.  Must  be 
residency  trained  and  board  certified  in  family  prac- 
tice; capable  of  practicing  the  full  range  of  family 
medicine.  Experience  in  practice,  teaching  and  re- 
search desired.  Opportunities  for  faculty  develop- 
ment and  scholarly  activity  provided.  5end  CV  and 
two  letters  of  reference  to  William  F.  Ross,  MD,  UT 
5outhwestern,  5323  Harry  Hines  Blvd.,  Dallas,  Texas 
75235-9067.  An  equal  opportunity/affirmative  action 
employer. 


Dermatology 

Dermatologist  needed  for  practice  in  North  Texas 
multispecialty  group.  Excellent  compensation  and 
benefits.  Call  jerry  Lewis  toll-free,  800  666-1377  or 
send  CV'to  The  Lewis  Croup,  1227  N.  Valley  Mills 
Dr,,  5uite  200,  Waco,  Texas  76710. 

Dermatologist  Wanted — BC/BE  part-time  to  join 
thriving  solo  practice  in  Houston  area  (one  day). 
Guarantee  minimum  salary  plus  gross  percentage. 
Send  CV  and  recent  photo  to  Ad-722,  TEXAS  MED- 
ICINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  oart-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 


EPA,  an  expanding  Emergency  Physi- 
cian Group  is  seeking  physicians  in  the 
following  specialties:  Emergency  Medi- 
cine, Family  Practice,  Internal  Medicine, 
and  General  Surgery.  We  offer  an  op- 
portunity to  demonstrate  your  skills  in  a 
variety  of  settings  throughout  Central, 
East/Central,  and  Southern  Texas. 

We  offer  excellent  opportunities  for  staff 
and  directorship  positions  with  lucrative 
compensation  and  paid  malpractice  in- 
surance. Call  EPA  at  1-800-999-3728, 
or  send  your  CV  to: 

Amy  A.  Schafers,  Physician  Recruiter 
Emergency  Physicians  Associates 
8700  Crownhill  Road,  Suite  600 
San  Antonio,  Texas  78209 
512/822-9811 


Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 


Texas:  Dallas/Fort  Worth  and  East  Texas— Full-time 
positions  available  with  EmCare,  a progressive  phy- 
sician-oriented group  committed  to  excellence  in 
emergency  medicine.  Opportunities  include  staff 
and  directorship  positions,  in  high-volume.  Level  I 
Trauma  Centers,  as  well  as  smaller  community  hos- 
pitals. We  offer  very  desirable  geographic  locations 
including  the  Dallas/Eort  Worth  area.  East  Texas, 
Amarillo,  and  Austin.  Competitive  compensation 
rates  range  from  $85,000  to  $150,000  annually. 
Positions  available  for  both  part-time  and  full-time 
emergency  medicine  physicians.  Positions  are  also 
available  for  primary  care  physicians  in  clinic  set- 
tings. Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204  or  call  collect  214 
823-6850,  out  of  state  1-800-527-2145. 

Texas,  Austin — Needed  physician(s)  full-time,  part- 
time,  weekends  and  occasionally  weekdays  to  staff 
a free  standing  urgent  care  center.  Remuneration 
commensurate  with  experience.  Send  CV  and  appli- 
cation request  to  Matthew  Vail,  MD,  Medical  Di- 
rector, Austin  Medicenter,  6343  Cameron  Road, 
Austin,  Texas  78723. 

Emergency  Room  Physicians — Challenging  and  re- 
warding full  and  part-time  positions  available  im- 
mediately for  licensed  physicians  in  West  and 
Southwest  Texas.  For  more  information,  call  or 
send  resume  to  MEDICUS,  Inc.,  P.O.  Box  30338, 
Albuquerque,  NM  87190;  505  881-7888, 

Emergency  Medicine — Nacogdoches — Part-time  posi- 
tion available  in  low  volume  ED,  mainly  over  week- 
ends. Excellent  backup  with  competitive  compensa- 
tion. Contact  Gavin  McCown,  MD,  P.O.  Box  1604, 
Nacogdoches,  Texas  75961  or  call  409  569-9481. 

San  Antonio — Opportunity  for  board  certified/ 
eligible  physician  with  our  four  ambulatory  care 
centers.  Incentive  salary  with  medical,  malpractice, 
and  disability  insurance.  Flexible  schedule.  Contact 
David  Gude,  MD  at  512  696-5599. 

Waco — Full  time  emergency  physicians  wanted  for 

brand  new  replacement  hospital.  All  specialties 
represented  including  C-V  surgery.  Level  II  trauma 
ER,  15K  visits/year.  Seeking  experienced  BC/BE 
physicians.  Independent  contractor  status  at  $5/ 
hour  plus  paid  malpractice.  Contact  Randall 
Carrion,  MD;  817  662-5176,  or  801  E.  Ward,  Waco, 
Texas  76706. 


Family/Ceneral  Practice 

Locum  Tenens — BC/BE  needed  in  family  medicine. 

Guaranteed  up  to  40  hours  in  a growing  family 
practice  clinic.  Excellent  working  conditions;  insur- 
ance paid  and  housing  provided.  Contact  Nancy 
Bloomfield,  4010  College,  Suite  200,  Beaumont, 
Texas  77707;  409  842-9449. 

Two  board  certified  family  physicians  seek  third 
associate  for  busy  practice  in  West  Texas  com- 
munity. Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial  situa- 
tion. Excellent  for  pilot  physician.  For  information, 
without  cost  or  obligation,  contact:  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117-8102;  817  595-1128. 

General  practice  available  in  scenic  lake  area  of 
Texas  Hill  Country.  Recreational  mecca  within  one 
hour  of  Austin.  Established  practice  with  a proven 
capability  to  generate  good  income  in  desirable 
community.  Contact:  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 

Well  established  reputable  multispecialty  clinic  Is 

seeking  a family  practice  physician,  preferably 
American  graduate.  Clinic  located  in  a thriving 
industrialized  area  30  minutes  from  Houston  and 
15  minutes  from  Galveston.  Close  proximity  to 
excellent  educational  facilities,  universities,  colleges 
and  recreational  areas.  May  begin  immediately,  ex- 
cellent salary,  income  proportional  to  effort.  Please 
forward  C.V,  or  contact  Dr.  Faus,  Beeler-Manske 
Clinic,  P.O.  Box  3333,  Texas  City,  Texas  77592- 
3333;  409  948-8521  (Collect). 

Nice  community  of  150,000,  affordable  real  estate, 
many  social  and  recreational  opportunities;  airport. 
Call  sharing  call  arrangement  available  with  two 
board  certified  FPs.  No  OB  required.  Modern  356- 
bed  hospital  offering  generous  incentive  package  to 


qualified  physicians.  Contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117- 
8102;  817  595-1128. 

Medical  staff  of  regional  medical  center  in  NE 

Texas  seeks  recently  trained,  BC  internist.  Share  call 
with  other  internist.  Office  adjacent  to  modern 
200-bed  hospital.  Family  oriented  community  with 
strong  economy;  excellent  schools.  Many  recrea- 
tional and  social  opportunities.  Competitive  incen- 
tive package.  Contact  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 


“Hey,  who  turned  up  the  speed?!” 


Let  us  help  you  get  off  the  treadmill. 
Call  Physicians  RELIEF  Networic 
“The  locum  tenens  specialists  of  Texas” 
1-800-531-1122 


or 


complete  and  return  the  portion  below  for 
complete  details  without  any  obligation 


(please  print  or  type) 


PRN  Physicians 
1000  N.  Walnut,  Suite  B 
New  Braunfels,  Texas  78130 
Attention:  Ken  Teufel,  M.D. 


• •• 


Name 


Address 


I 


I 

I 

I 

I 

I 

I 
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Family  physician  needed  immediately  to  take  over 
established  solo  practice  left  by  colleague.  All 
patient  charts  intact.  Fully  equipped  office  for  lease. 
Lab  and  x-ray  in  building.  Near  two  major  hospitals. 
Contact  A.  R.  Howard,  MD,  3819  24th  Street,  Lub- 
bock, Texas  79410;  806  792-2149. 


COLLEGE  STATION 

Are  you  interested  in  taking  over  an 
existing  practice  at  no  cost  to  you? 

If  so,  call  or  write: 

Paul  Roquet,  MD 
1712  Southwest  Parkway 
College  Station,  Texas  77840 
409/696-0683 


Internist,  family  practitioner  for  thriving  Northeast 
Texas  community.  Salary  guarantee,  office  space 
provided,  other  benefits.  Haven  for  hunting  and 
fishing.  Excellent  schools.  Call,  send  FAX,  CV: 
Leonard  Craivier,  MD  or  Tonv  C.  Rasberry,  Phy- 
sician Network  of  America,  8505  Freeport  Parkway, 
Suite  130.  Irving,  Texas  75063.  1-800-336-2575; 

FAX  214  929-4568. 

Texas  community  of  8,000  (trade  area  16,000)  seeks 
BC/FPs  for  group.  One  young  BC  recruited,  avail- 
able for  call  sharing.  New  hospital  under  construc- 
tion. Sound  economy;  good  schools;  airport. 
Generous  incentive  package  including  income 
guarantee,  relocation,  office  space,  more.  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117-8102;  817  595-1128. 

Family  Practice — MD  needed  to  replace  retiring 
partner.  Guarantee  plus  buy-in  contract.  Gulf  Coast 
city  and  recreational  area.  Population  300,000. 
Write  to  B.E.W.  Clinic,  John  M.  Etheridge,  MD, 
3857  S.  Staples,  Corpus  Christi,  Texas  78411  or  call 
512  854-3211. 


PASSPORT 


“Working  vacations” 
for  family  practitioners 

A limited  number  of  practicing  family  physicians 
are  now  being  recruited  for  short-term  assignments 
of  one  to  three  weeks  going  to  the  following  propos- 
ed destinations: 

Costa  Rica 
Peru 

Hong  Kong  & China 
Thailand 

Compensation  shall  include: 
round-trip  air  and  living  accomodations 

These  unique  vacations  are  being 
organized  under  the  auspices  of 

‘Prime  Dime  Pxplorers 

For  more  information,  please  contact: 

PRN,  Ltd.  Physician  Staffing 

1000  N.  Walnut.  Suite  B 
New  Braunfels,  Texas  78130 
1-800-531-1122 


Internal  Medicine 

Internal  Medicine  Texas — 90  minutes  North  East  of 
Dallas.  Nice  size  community.  Doctor  returning  to 
school.  Sale/associate  leading  to  purchase.  Beautiful 
office.  Excellent  net.  Gary  Clinton,  214  327-7765. 

Established  practice  available  in  exclusive  Dallas 
neighborhood.  Average  (annual)  net  collections 
S335-I-K.  Loyal  patieni  base.  Retiring  physician  will 
introduce.  Financing  available  to  qualified  candidate. 
Contact  Physician  Resource  Network,  P.O,  Box 

37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Five  American  trained,  BC  internists  seek  compatible 
associate  for  busy  group  practice  in  Texas  com- 
munity of  100,000-t-.  Office  adjacent  to  modern 
250-bed  hospital.  Excellent  call  arrangement,  salary 
and  benefits.  Full  associate  status  in  second  year. 
Contact  Physician  Resource  Network,  P.O.  Box 

37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Obstetrics/Gynecology 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded, American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 

OBG  Opportunity — Board  certified  or  eligible  OBG 

to  join  another  OBG  in  a clinic  of  17  multispecialty 
physicians.  Competitive  first-year  salary  with  paid 
expenses  and  relocation  allowance.  Please  send  CV 
to  Pam  Shuttlesworth,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720. 

Ophthalmology 

Ophthalmologist,  Texas — The  only  ophthalmologist 
in  a large  multispecialty  group  is  relocating  and 
his  replacement  is  needed.  Six  figure  salary  and 
excellent  benefits.  Send  your  curriculum  vitae  to 
Manager,  Professional  Relations,  Dept.  II-6A,  P.O. 
Box  1438,  Louisville,  KY  40201-1438  or  call  toll- 
free  1-800-626-1590. 

Immediate  openings  for  general  ophthalmologists 

in  Texas  and  the  Southeast.  Guaranteed  salary,  pro- 
duction bonus.  Call  lerry  Lewis  at  800  666-1377  or 
send  CV  to  The  Lewis  Croup,  1227  N.  Valley  Mills 
Dr.,  Suite  200,  Waco,  Texas  76710. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 


Orthopedic  surgeon  to  join  two  established  ortho- 
pedic surgeons  within  a well  established  and 
expanding  multispecialty  group  in  a choice  rural 
area  of  Central  Texas.  Salary  with  incentive  bonus 
opportunity,  excellent  benefits.  Independent  fee- 
for-service  24-physician  group  with  drawing  area  of 
100,000-f-.  Send  CV  or  call  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park,  Bren- 
ham,  Texas  77833,  or  call  during  weekdays  1-800- 
333-6153  or  nights  409-836-4104. 

Attractive  Texas  community  of  25,000  (service  area 
75,000)  seeks  second  BE/BC  orthopaedic  surgeon. 
Modern,  well-equipped  hospital.  Shared  call  with 
BC  ORS.  Many  recreational  and  social  opportuni- 
ties. Generous  incentive  package.  Contact  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 


Pediatrics 


Pediatricians 

Extend  the  borders  of 
your  career! 

AMI  Saudi  Arabia  Ltd.  is  seeking  U.S. 
Board  certified  Pediatricians  to  enjoy 
opportunities  abroad. 

Your  locum  tenens  or  regular  1 to  2 
year  renewable  assignment  in  Riyadh, 
Saudi  Arabia  comes  complete  with 
excellent  salary,  paid  housing,  poten- 
tial tax  advantages,  and  numerous 
travel  opportunities,  as  well  as  many 
other  benefits. 

For  details,  call  Jennifer  Inda  or  send 
resume  or  full  curriculum  vitae  to: 

Arabian  Medical  International,  Inc. 
5718  Westheimer,  Suite  1810 
Houston,  TX  77057 
(713)  975-9000  or  (800)  537-1026 

>IWII  SAUDI  ARABIA  LTD. 

Where  your  ambitions  can  take  you. 


Pediatrician,  College  Station — A pediatrician  is 

needed  to  establish  a solo  practice  in  College  Sta- 
tion. Financial  assistance  with  possible  future  asso- 
ciation. For  further  information,  send  your  curric- 
ulum vitae  to  Professional  Relations,  Humana,  Inc., 
Dept.  II-6D,  500  West  Main  Street,  Louisville,  KY 
40201-1438. 


Psychiatry 

Psychiatrist — new  position  in  expanding  medical 
services  division  of  a community  mental  health 
center.  Requires  Board  Eligible  or  Board  Certified 
and  Texas  license.  A base  salary  of  $73,000,  higher 
considering  experience  and  certification.  Fringe 
benefit  package  of  23%  plus  administrative  and 
malpractice  liability  coverage.  El  Paso  has  more 
days  of  sunshine  than  any  city  in  the  U.S.  Our 
average  daily  high  temperature  in  January  is  57 
degrees;  average  nightly  low  temperature  in  July  is 
70  degrees.  Mountain  resorts  with  skiing  and  fish- 
ing are  two  hours  away.  A culturally  diverse  major 
metropolitan  area,  El  Paso  has  a population  of 
over  500,000.  Bilingual  Spanish/English  required. 
For  more  information  call  or  write  W.  M.  Smith, 
Personnel  Director,  Life  Management  Center,  P.O. 
Box  9997,  El  Paso,  Texas  79990;  915  594-1069. 


Radiology 

BE/BC  radiologist  needed  for  locum  tenens  in 
Laredo,  Texas.  Full  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

General  Radiologist — Rapidly  growing  multispecialty 
clinic  in  Austin,  Texas,  has  a position  available  for 
a general  radiologist  with  special  procedures  ex- 
pertise. Competitive  salary.  Send  inquiries  and  cur- 
rent CV  to  lames  W.  Moyle,  MD,  Department  of 
Radiology,  Austin  Diagnostic  Clinic,  P.O.  Box  4975, 
Austin,  Texas  78765. 

Diagnostic  Radiologist — Gulf  Coast  Region,  to  join 
solo  radiologist  at  105  bed  hospital.  Contact  Richard 
Allison,  MD,  Alice  Physicians  and  Surgeons  Hos- 
pital, 300  E.  3rd  St.,  Alice,  Texas  78332,  512  664- 
4376,  X135. 

Retiring  radiologist  wishes  to  sell  office  including 
CCR  Senographe  Mammography  and  Diasonics 
Ultrasound  with  Doppler  for  routine,  carotid,  and 
echo.  No  real  estate.  Practice  includes  four  hos- 
pitals. Excellent  volume.  Minimal  travel.  John  E. 
Griffin.  MD,  Vernon,  Texas  76384.  Evenings  817 
552-7404. 


Texas  Medicine 


Expanding  17-phYsician  multispecialty  group  has 

excellent  opportunity  for  a radiolosisl.  We  offer  a 
high  first-year  expenses.  If  interested,  send  CV  to 
Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720  or  call  Pam  Shuttlesworth 
at  915  267-6361,  ext.  336. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBC,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specdtties) 

Texas  & Sunbelt  States 

Call  1-800-284-4560 

Houston  785-3722  Reuben 

or  send  CV:  11140  Westheimet  3 ^ q ^ s t e i n 

Suite  144  

Houston.  TX  77042  &.  Associates 


We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  lohn  Smith,  Locum  Tenens,  Inc.  (A 
Division  of  Jackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT9,  Atlanta,  CA  30346, 
telephone  1-800-544-1987. 


ANESTHESIOLOGY 
FAMILY  PRACTICE 
OB/GYN 

ORTHOPEDIC  SURGERY 
PEDIATRICS 

Progressive  medical  center  30 
miles  north  of  Houston  offering 
outstanding  practice  opportunities. 
Relocation  amenities  include:  in- 
come guarantee,  rent  assistance, 
personnel  salary  assistance,  prac- 
tice management,  and  an  aggres- 
sive marketing  program  to  aid  in 
building  practice  clientele. 

For  consideration  call 
1-800-635-0187  or  send  CV  to: 

Jackie  Rowles,  Director 
Physician  Recruitment 
Charter  Regional  Medical  Center 
300  E.  Crockett 
Cleveland,  Texas  77327 


! 

Snl 

CHARTER  REGIONAL 
MEDICAL  CENTER 

ISI  A Charter  Medical  Facility 

Family  or  internal  medicine  physician  needed  for  a 

satellite  clinic  affiliated  with  a well-established,  ex- 
panding multispecialty  group  in  a choice  rural  area 
of  Central  Texas.  Salary  with  incentive  bonus  oppor- 
tunity, excellent  benefits.  Independent  fee-for- 
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service.  24-physician  group  with  drawing  area  of 
100,000-1-.  Send  CV  to  William  Schlotter,  lirenham 
Clinic  Association,  PA,  600  N.  Park,  lirenham, 
Texas  77833,  or  call  1-800-333-6153. 

Allergist — Established  pediatric  and  adult  allergy 
practice  available  in  major  metropolitan  area  of 
northeast  Texas.  For  information,  without  cost  or 
obligation,  contact;  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 

Gastroenterologist — Two  busy  gastroenterologists 
seek  third  associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefit  package,  and 
early  partnership.  Modern  hospitals.  Attractive  com- 
munity with  strong,  diversified  economy;  excellent 
schools.  Many  social  and  recreational  opportunities. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Texas  Medicus,  P.A.,  Houston,  Dallas,  & North 
Texas — Medical  Directorships  and  staff  positions 
available  in  attractive  metropolitan  and  rural  areas 
of  Texas.  Locations  include  Sherman,  Wichita  Falls, 
Palestine,  and  several  openings  in  the  Greater 
Dallas  and  Houston  areas.  Medicus  otters  attractive 
compensation  packages  with  many  positions  otter- 
ing fee-for-service.  Annual  compensations  range 
from  $90,000-$144,000.  Other  benefits  are  paid  pro- 
fessional liability  insurance  and  the  availability  of 
medical  insurance.  For  further  information,  please 
contact  Lori  Clay,  Recruiter,  Texas  Medicus,  P.A., 
4514  Cole  Ave.,  Suite  804,  Dallas,  Texas  75205; 
1-800-446-0607  or  214  522-9591. 

California — Outstanding  practice  opportunities  for 

medical  directors,  primary  care  and  specialist  phy- 
sicians too  numerous  to  mention  in  disciplines  of 
OBC,  allergy,  family  practice,  pediatrics,  pulmonary 
disease,  invasive  and  non-invasive  cardiology, 
otolaryngology,  gastroenterology,  neurology,  ortho- 
paedic surgery,  neurosurgery,  and  urology.  As 
retained  consultants  to  more  than  twenty-five  hos- 
pitals, group  practices,  and  HMOs  in  northern  and 
southern  California,  we  can  discuss  each  practice  in 
detail.  Please  call  or  send  a CV  for  additional  in- 
formation. Complete  confidentiality  assured.  Con- 
tact Ken  Baker  at  415  981-7424  (collect).  Physician 
Search  Group,  50  California  Street,  Suite  400,  San 
Francisco,  CA  941 1 1 . 

Attention  Austin  Physicians — Visiting  medical  spe- 
cialists needed  to  serve  Burnet  County.  New  clinic 
open  with  three  full-time  physicians.  Large  office 
space  with  modern  equipment.  Opportunities  for 
future  full-time  practice  with  new  hospital  to  be 
constructed.  Call  Dr.  Sandra  at  512  756-7339. 

Pulmonologist — Five  man  group  of  American 

trained,  BC  internists  seek  compatible  pulmonology 
associate.  Texas  community  of  100,000-t-.  Office 
adjacent  to  modern  250-bed  hospital.  Shared  call, 
good  income  and  benefits.  Full  associate  status  in 
second  year.  Contact  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 

Primary  Care — FP,  PD,  OBC,  IM  and  subspecial- 
lies.  Opportunities  across  the  nation  and  Texas. 
Variety  of  practice  settings  and  financial  packages. 
Call  Murray  Butler  at  800  666-1377  or  send  CV  to 
The  Lewis  Croup,  1227  N.  Valley  Mills,  Suite  200, 
Waco,  Texas  76710. 


Neurologist — Regional  medical  center  serving 
150,000  in  NE  Texas  seeks  BE/BC  neurologist  for 
associate  practice  or  solo  sharing  call  with  recently 
trained  neurologist.  Family  oriented  community 
with  strong  economy,  excellent  schools.  Many  social 
and  recreational  opportunities.  Competitive  incen- 
tive package.  Contact  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117-8102;  817 
595-1128. 

Otolaryngologist,  Houston — There  is  now  a timely 
opportunity  for  an  otolaryngologist  in  the  Houston 
area.  Solo  with  financial  assistance  with  possible 
option  to  associate.  Send  your  CV  to  Manager, 
Professional  Relations,  Humana,  Inc.,  Dept.  II-6B, 
500  West  Main  Street,  Louisville,  KY  40201-1438, 
Or  call  toll-free  1-800-626-1590. 

Pathologist,  College  Station — Pathologist  with  strong 
skills  in  surgical  and  clinical  pathology  is  needed 
to  join  a group  in  Bryan/College  Station.  Competi- 
tive first  year  salary  with  bonus  and  opportunity  to 
buy-in  shortly  thereafter.  Send  your  CV  to  Manager, 
Professional  Relations,  Humana,  Inc.,  Dept.  I1-6C, 
500  West  Main  Street,  Louisville,  KY  40201-1438 
Or  call  toll-free  1-800-626-1590. 

Physicians — Full  lime  travel  required  (one  year 
minimum).  Westat,  a health  research  organization, 
is  seeking  physicians  for  the  third  National  Health 
and  Nutrition  Examination  Survey  sponsored  by  the 
US  Public  Health  Service.  Individuals  will  be  part 
of  a highly  trained  medical  team  conducting  physi- 
cal examinations  in  mobile  exam  centers  traveling 
to  88  US  cities  through  1993.  Physicians  must  be 
licensed  in  one  state  and  be  BC/BE  in  internal  or 
family  medicine.  Competitive  salaries,  paid  mal- 
practice, per  diem,  car,  four  weeks  paid  vacation 
per  year,  holidays,  and  health,  life,  dental,  dis- 
ability insurance  offered.  Call  Beverly  Celine  at  800- 
937-8281,  X8248  or  301  251-8248,  or  send  CV  to: 
Westat,  Inc.,  1650  Research  Boulevard,  Rockville, 
MD  20850,  attn:  B.  Celine.  EOE/M/F/V/H. 


OPPORTUNITIES  SOUGHT 

Internist — An  experienced  internist  with  a subspe- 
cialty  in  cardiology  wants  to  buy  a well-established, 
large  volume  practice  of  internal  medicine  in 
Houston  and  or  DFW  area.  Will  also  consider  join- 
ing a well-established  group  practice.  Please  reply 
to  Ad-723,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

Anesthesiologist,  experienced,  board  eligible.  Baylor 
medical  graduate,  UT  Medical  Branch  residency, 
seeks  solo  or  group  opportunity  in  Texas.  Contact 
Alton  Perry.  MD,  601  268-6255  or  write  113 

Comanche  Drive,  Hattiesburg,  MS  39401. 

PhysiatrisI,  College  Station — A physiatrist  is  needed 
to  establish  practice  in  Bryan/College  Station.  Phy- 
sician must  be  willing  to  treat  chronic  back  pain. 
Immediate  referrals  will  be  forthcoming  from  the 
medical  staff  and  our  hospital  will  provide  financial 
assistance.  For  more  information,  send  your  CV  to 
Gordon  Crawford,  Professional  Relations,  Humana 
Inc.,  Dept.  II-6E,  500  West  Main  Street,  Louisville, 
KY  40201-1438.  Or  call  toll-free  1-800-626-1590. 


TEXAS  PBmtCE 

appmmiTm 

There  are  private  practice  opportuhities 
far  the  toilowing  speciatties  through- 
out the  nihe  Texas  cemmuhities  where 
Hurrtana's  hospitals  are  located: 

• family  Physician 

• Ihfectious  Diseases 

• internist 

• Neumfcgist 

• Ophthatmoiogist 

• Orthopedic  Surgeon 

• Otoiaryngologist 

• Pathologist 

• Pediatrician 

• Physiatrist 

• Rheumatoiogist 

• Urologist 

Call  TOLL-FREE  1-800-626-1690  for  a 
description,  or  send  your  CV  to:  Man- 
ager, Professional  Relations,  Humana 
Inc.,  Dept,  tl-6,  500  West  Main  Street, 
LoulsVflte,  KY  40201-1438, 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Marquette  Stress  Systems — Model  #3500  and  Model 
"Case,"  Del  Mar  Stress  System  Model  #3100, 
Siemens  Siremobil  2 C-Arm,  Phillips  BV-22,  C-Arm, 
QBCs,  QBC  lls,  Olympus  sigmoidoscopes,  Ritter 
procto  tables,  Sequoia-Turner  900,  Kodak 
Ektachems,  Autoclaves  and  much,  much  more. 
Please  call  for  photos  and  prices.  Inventory  lists 
sent  by  writing  or  by  phoning  Medexchange,  Inc., 
3021  Carmel  St.,  Dallas,  Texas  75204,  USA;  214 
824-5040,  214  823-9428  FAX.  In  Houston,  713  568- 
0306. 

Everything  for  the  office — Exam  tables,  new  and 
used.  Brewer  stools,  autoclave,  lights,  and  other 
equipment.  Executive  and  secretarial  desks,  some 
L-shaped,  matching  credenzas,  secretarial  stools, 
chairs,  file  cabinets  and  more.  All  good  condition. 
Office  already  closed.  Everything  must  go.  50%  or 
better  off  current  market  value.  Call  John  512 
756-7339. 

Dedicated  Breast  Ultrasound  Machine — ICFAR 
Model  #901001-1  unit  console  16K  software  and 
video  imager.  Unit  is  approximately  6-7  years  old 
and  has  had  very  little  usage.  Call  Marilyn  Howard 
at  512  821-5539.  Texas  Breast  Evaluation  Center, 
777  NE  Loop  410,  San  Antonio,  Texas  78209. 

Retiring  urologist  sells  Stern  McCarthy  Foroblique 
Resectoscope  with  sheaths  No.  24,  26,  and  28. 
Excellent  condition  with  several  loops.  $2,500.  For 
inquiries  please  call  512  684-4515. 


Office  Space/Property 

Medical  Lease  Space — 2,184  square  feet,  finished 
out  in  excellent  condition  with  private  office,  three 
baths,  five  treatment  rooms,  lab,  nurses  lounge, 
business  and  reception  area.  Hulen  South  Profes- 
sional Building.  Great  location  in  SW  Fort  Worth 
(across  from  Hulen  Mall),  utilized  by  family  phy- 
sician since  1979.  817  292-1861/732-8767. 

Weekend  Getaway — A secluded  1,300  acre  Hill 
Country  ranch  southwest  of  Kerrville.  A spectacular 
creek  runs  through  the  ranch  with  deep  water.  A 
beautiful  home,  horse  barn,  hunting  lodge,  hay 
field  and  abundant  wildlife  make  this  a dream 
ranch.  Only  $750  acre.  Greg  Tom,  Broker.  512 
858-4136. 


Practices 


Practice  For  Sale — General  surgeon  specializing  in 
colon  and  rectal  surgery,  retiring.  Has  practiced  suc- 
cessfully in  same  location  for  15  years.  Interested 
physicians  should  contact  David  Schnitzer,  Twelve 
Oaks  Hospital,  4200  Portsmouth,  Houston,  Texas 
77027  or  call  713  623-2500,  for  details. 

General  surgery  solo  practice  available  July  1989  in 
South  Texas  border  town.  Practice  and  furnished 
building  can  be  rented  with  option  to  buy.  If  in- 
terested call  512  520-3532. 

Family  Practice,  Austin,  For  Sale — Established  prac- 
tice associated  with  family  practice  and  multispe- 
cialty group.  Fully  equipped  office,  lease  renew- 
able. Shared  lab  and  x-ray  facilities.  Good  on-call 
coverage.  Direct  inquiries  to  Ad-724,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  fen  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Leyel  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 


Attorney — representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  contracts;  profes- 
sional associations;  partnerships;  and  leases.  Robert 
J.  Ratcliffe,  1104  Nueces,  Suite  4,  Austin,  Texas 
78701;  512  477-2335.  (Fully  licensed  attorney  in 
Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 

Selling  your  practice?  We  offer  on-site  appraisals, 

practice  brokerage,  physician  recruiting,  and  part- 
nership buy-in  services.  We  can  help  you  make  the 
right  decisions.  For  a free  brochure,  call  or  write 
Practice  Dynamics,  Dept.  T,  P.O.  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911. 

Immigration  problems?  Contact  the  law  offices  of 
C.  Wellington  Smith,  PC,  702  Colorado,  Suite  102, 
Austin,  Texas  78701.  Board  certified,  Immigration 
and  Nationality  Law,  Texas  Board  of  Legal  Special- 
ization. 

Attorney — experienced  in  representation  of  phy- 
sicians in  professional  matters,  including  hearings 
before  the  Texas  Board  of  Medical  Examiners  and 
contracts  of  employment  with  HMO;  related  mat- 
ters. Law  Office  of  Marceline  Lasater,  Suite  363, 
5806  Mesa,  Austin,  Texas  78731.  512  454-2222. 
Licensed  by  Texas  Supreme  Court;  Not  certified  as 
to  specialty. 


MISCELLANEOUS 


Support  Americans  colleges.  Because 
college  is  more  than  a place  where  young 
people  are  preparing  for  their  future.  It^s 
where  America  is  preparing  for  its  future. 

If  our  country's  going  to  get  smarter^ 
stronger— and  more  competitive  — our  col- 
leges and  universities  simply  must  become 
a national  priority. 

Government.  Business.  And  you.  We^re 
all  in  this  together.  Because  it^s  our  future. 

So  help  America  prepare  for  the  future 
by  giving  to  the  college  of  your  choice— and 
you^U  know  youVe  done  your  part. 


Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 

Cervical  Cap  Training — Half-day  seminars  offered  in 
Texas  on  learning  to  fit  the  cervical  cap.  A safe 
and  effective  contraceptive;  FDA  approved.  San 
Antonio,  June  17th;  Austin,  June  17th;  Dallas,  June 
24th;  Lubbock,  June  24th.  For  additional  informa- 
tion and  dates  contact  Liz  Summerhayes,  CNM, 
P.O.  Box  38003-292,  Los  Catos,  California  95031; 
408  358-6264. 


Give  to 
the  college  of 
your  choice. 
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. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 
F.  E.  SEALE,  M.D.,  MEDICAL  DIRECTOR 

STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 


“Look  To  Us  First  For  A Career” 

The  Texas  Department  of  Corrections  is  seeking  full  time  physicians  to 
work  in  our  progressive  Correctional  Health  Care  Program.  TDC 
operates  twenty-nine  (29)  adult  correctional  units  accredited  by  the 
National  Commission  on  Cksrrectional  Health  Care. 

Unit  Physicians  ....  $60,000  to  $79,500 

Physiatrist  to  $90,000 

(part  time  contract  work  avaiiabie) 

Psychiatrist $98,304  to  $108,304 

Candidates  must  hold  acurrent  license  to  practice  medicine  in  the  State 
of  Texas.  Base  salary  depends  on  credentials,  experience,  and  spe- 
cialty. Excellent  benefit  package  that  includes  housing  allowance  and 
incentive  bonus.  If  you  are  interested  in  joining  a challenging,  expand- 
ing and  rewarding  medical  staff,  please  send  curriculum  vitae  to: 


Texas  Department  of  Corrections 
P.O.  Box  99,  Medical  Personnel 
Huntsville,  Texas  77342 
409/294-2755 

Equal  Opportunity  Employer  M/F 
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COURSES 


JULY 

Allergy 

July  21-22,  1989 

AMERICAN  IN  VITRO  ALLERGY/IMMUNOLOGY  SOCIETY  ANNUAL 
PROGRAM.  Marriott  Hotel  and  Marina,  San  Diego.  Eee  S200  member 
of  Immunology  Society,  $250  nonmember  of  Immunology  Society, 
medical  residents  fee  waived.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 3 hours.  Contact  Betty  Kahler,  American  in-Vitro  Allergy/ 
Immunology  Society,  PO  Box  459,  Lake  Jackson,  TX  77566  (409) 
297-5636 

Cancer 

July  19-21,  1989 

NATIONAL  CONEERENCE  ON  BREAST  CANCER  Westin  Hotel,  Chi 
cago.  Fee  $200  before  June  28,  $250  after  June  28.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 7 hours.  Contact  the  National  Confer- 
ence on  Breast  Cancer,  American  Cancer  Society,  1 599  Clifton  Rd,  NE, 
Atlanta,  GA  30329  (404)  329-7604 

Cardiovascular  Diseases 

July  13-15,  1989 

ADVANCES  IN  CARDIOLOGY.  Country  Inn  and  Conference  Center  at 
Jiminy  Peak,  Hancock,  Mass.  Fee  $295.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 5 hours.  AAFP  prescribed.  Contact  Berkshire 
Area  Health  Education  Center,  725  North  St,  Pittsfield,  MA  01201 
(413)  447-2417 

July  28-29,  1989 

ECHOCARDIOLOGY,  1989.  Presbyterian  Hospital,  Margot  Perot  Bldg, 
EL  Classrooms,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Sonnier, 
Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX 
75231  (214)  696-8468 

General  Medicine 

July  10-14,  1989 

MARINE  MEDICINE  1989.  Catamaran  Hotel,  San  Diego.  Fee  $350  phy- 
sicians, $200  residents.  Category  1,  AMA  Physician’s  Recognition 
Award;  23  hours.  AAFP  prescribed.  Contact  the  University  of  San  Diego 
School  of  Medicine,  Office  of  Continuing  Medical  Education,  M-017,  La 
Jolla,  CA  92093-0617  (619)  534-3940 

July  20-22,  1989 

SPECIAL  CHALLENGES  IN  GENERAL  MEDICINE.  Country  Inn  and 
Conference  Center  at  Jiminy  Peak,  Hancock,  Mass.  Fee  $295.  Category 
I , AMA  Physician’s  Recognition  Award;  1 5 hours.  AAFP  prescribed. 
Contact  Berkshire  Area  Health  Education  Center,  725  North  St,  Pitts- 
field, MA  01201  (413)  447-2417 

July  23-28,  1989 

Pm  SICIANS  AND  THEIR  FAMILIES.  Grande  Butte  Hotel,  Crested 
Butte,  Colo.  Fee  $595  per  couple.  Category'  1,  AMA  Physician’s  Recog- 
nition Award;  22.5  hours.  Contact  Conference  Registrar,  Grande  Butte 
Hotel,  Box  5006,  Mt  Crested  Butte,  CO  81225  (303)  349-7561 


Health  Administration 

July  14-16,  1989 

5TH  NATIONAL  CONFERENCE  ON  OUTREACH  EDUCATION.  Holiday 
Inn  Golden  Gateway,  San  Francisco.  Fee  $365  physicians  and  admin- 
istrators, $260  residents,  nurses,  and  teachers.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  15  hours.  Contact  Symposia  Medicus,  2815 
Mitchell  Dr,  Walnut  Creek,  CA  94598-1622  (415)  935-7889,  FAX 
(415)  935-7059  with  credit  card  number 

Internal  Medicine 

July  28-29,  1989 

ECHOCARDIOLOGY  1989.  Presbyterian  Hospital,  Margot  Perot  Bldg, 
Dallas.  Fee  TBA,  Credit  TBA.  Contact  Sindi  Sonnier,  Continuing  Medi- 
cal Education,  Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane, 
Dallas,  TX  75231  (214)  696-8468 

Obstetrics  and  Gynecology 

July  27-29,  1989 

COMMON  OBSTETRIC  PROBLEMS.  Tamarron  Hotel,  Durango,  Colo. 
Fee  $440  members  of  American  College  of  Obstetricians  and  Gyne- 
cologists, $220  resident  members  of  ACOG,  $515  non-members 
ACOG.  Category  1,  AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  ACOG,  409  12th  St,  SW,  Washington,  DC  20024-2188  (1-800) 
533-8811 

July  29-Aug  3,  1989 

ISSUES  IN  PRENATAL  DUGNOSIS  AND  MANAGEMENT.  Snowmass, 
Colo.  Fee  $475.  Category  1,  AMA  Physician’s  Recognition  Award;  25 
hours.  Contact  Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

July  31— August  2,  1989 

JACKSON  HOLE  SUMMER  S'VMPOSIUM  ON  WOMEN’S  HEALTH  CARE. 
Teton  Village,  Wyo.  Fee  $200.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  12  hours.  Contact  Charles  Lox,  MD,  Dept  of  OB/G'YN, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2349 

Pediatrics 

July  13-15,  1989 

ISSUES  IN  PRIMARY  PEDIATRIC  PRACTICE.  Santa  Fe,  NM.  Fee  $250. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 5 hours.  Contact 
Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Sports  Medicine 

July  7-8,  1989 

7TH  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDI- 
CINE. San  Luis  Hotel,  Galveston,  Tex.  Fee  $150.  Category  1,  AMA  Phy- 
sician’s Recognition  Award;  1 5 hours.  Contact  Gayle  Norris,  Office  of 
Continuing  Education,  J-34,  UT  Medical  Branch,  7101  Shearn  Moody 
Plaza,  Galveston,  TX  77550-2782  (409)  761-2934 

AUGUST 

Cancer 

Aug  19,  1989 

CANCER:  PREVENTION  AND  EARLY  DETECTION.  Westin  Hotel-Gal- 
leria, Dallas.  Fee  $90  physicians,  $50  residents.  Category  1,  AMA  Physi- 


Texas  Medicine 


cian's  Recognition  Award;  hours.  Catntact  Diane  Pitkin,  St  Paul 
Medical  Center,  5909  Harr>'  Hines  Blvd,  Dallas,  TX  ^^23^  (214) 
879-3789 

Cardiovascular  Disease 
Aug  7-10,  1989 

CURRENT  CONCEPTS  IN  CARDIOl.CKA’  Hyatt  Lake  Tahoe  Resort  and 
Casino,  lake  Tahoe.  Fee  S393  menihers  of  American  College  of  (ar- 
diology,  $430  non-members  of  ACC.  Categor)'  1,  AMA  Physician’s  Rec- 
ognition Award;  14.3  hours.  Contact  Registration  Secretary,  Extramural 
Programs,  Dept  3080,  Vt'ashington,  DC  20061-3080  ( 1-800)  233-4636 

Aug  28-30,  1989 

1 3TH  ANNUAL  TUTORIALS  IN  THE  TETONS:  NEW  PROCEDURES 
AND  PERCEPTIONS  IN  CARDIOLOGY.  Jackson  Lake  Lodge,  Grand 
Teton  National  Park,  Moran,  Wyo.  Pee  $290  members  of  the  American 
College  of  Cardiology’,  $335  non-members  of  ACC.  Category'  1,  AMA 
Physician’s  Recognition  Award;  14  hours.  Contact  the  American  Col- 
lege of  Cardiology,  Extramural  Programs,  Dept  3080,  Washington,  DC 
20061-5080  (1-800)  253-4636 

General  Medicine 

Aug  13-18,  1989 

WILDERNESS  MEDICINE.  Snowmass,  Colo.  Fee  $350  physicians,  $200 
residents,  students.  Category  1,  AMA  Physician’s  Recognition  Award; 

23  hours.  AAFP  prescribed.  Contact  the  University  of  San  Diego  School 
of  Medicine,  M-017,  Office  of  Continuing  Medical  Education,  La  Jolla, 
CA  92093-0617(619)  534-3940 

August  26,  1989 

TREATMENT  OF  NICOTINE  DEPENDENCE.  M.D.  Anderson  Cancer 
Center,  Clark  Clinic  Bldg  Auditorium,  Houston.  Fee  TBA.  Credit  TBA. 
Contact  Jeff  Rasco,  Conference  Services,  Box  131,  M.D.  Anderson  Can- 
cer Center,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Health  Administration 

Aug  25,  1989 

SMOKE-FREE  HOSPITAL.  M.D.  Anderson  Cancer  Center,  Clark  Clinic 
Bldg  Auditorium,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Jeff  Rasco, 
Conference  Services,  Box  131,  M.D.  Anderson  Cancer  Center,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Pathology 

Aug  5-12,  1989 

9TH  ANNUAL  COMPREHENSIVE  FINE  NEEDLE  BIOPSY  COURSE. 
Westin  Hotel,  Kauai,  Hawaii.  Fee  $895.  Category  1 , AMA  Physician’s 
Recognition  Award;  25  hours.  Contact  the  University  of  California,  Ex- 
tended Programs  in  Medical  Education,  Room  U-569,  San  Francisco, 

CA  94143-0742  (415)  476-4251 

SEPTEMBER 

Cardiovascular  Disease 

Sept  20-23,  1989 

UPDATE  IN  CARDIOLOGY:  CARDIOVASCUIAR  BOARD  REVIEW.  In 
diana  Convention  Center,  Indianapolis,  Ind.  Fee  $475  members  of 
American  College  of  Cardiology,  $525  non-members  of  ACC.  Category 
1,  AMA  Physician’s  Recognition  Award;  34  hours.  Contact  the  Ameri- 
can College  of  Cardiology,  Extramural  Programs,  Dept  5080,  Washing- 
ton, DC  20061-5080  ( 1-800)  253-4636 

Endocrinology 

Sept  21  -23,  1989 

DIABETES.  Doubletree  Hotel  at  Post  Oak,  Houston.  Fee  TBA.  Credit 
TBA.  Contact  Tamara  Greiner,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4942 

General  Medicine 

Sept  24-27,  1989 

1 ITH  ANNUAL  PHARMACY  SYMPOSIUM.  Westin  Galleria  Hotel,  Hous- 
ton. Fee  TBA.  Credit  TBA.  Contact  Shirley  Roy,  Conference  Services, 


Box  1.31,  M.D.  Anderson  t^ancer  (T'liter,  1315  Holcombe  BIvtl,  Hous- 
ton, TX  770.30  (^13)  792-2222 

Neurology 

Sept  9,  1989 

PARKINSONISM.  Dallas.  Fee  I’BA.  CTedit  I'BA.  Ciontact  Sindi  Sonnier, 
Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX 
■’5231  ( 2 1 4 ) 696-8-*68 

Sept  23-27,  1989 

NEUROBEHAVIORAL  DISORDERS;  CLINICAL  INX’ESTKiATIVE  TEfTl 
NIQUES  AND  APPLICATIONS.  Wenner  (iren  Center,  Stockholm,  Swe- 
den. Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  24 
hours.  Contact  Aon  McCormick.  Southern  California  Neuropsychiatric 
Institute,  6794  l.a  Jolla  Blvd,  La  Jolla,  CA  92037  (619)  45-1-2102 

Sept  28-. 30,  1989 

NEUROLOGY,  PRIMARY  CARE  PLfVSICIAN.  San  Antonio,  Tex.  Fee  TBA. 
Credit  TBA.  Contact  Susan  Larson,  Scott  and  White  Hospital,  2-i01  S 
31st  St,  Temple,  TX  76508  (817)  77-1-4083 

Obstetrics  and  Gynecology 

Sept  15-16,  1989 

G’VTXECOLOGIC  ENDOSCOPY  'WORKSHOP  ( OPERATIV  E PEL 
VISCOPY,  OPERATIV'E  HYSTEROSCOPV , CONTACT  AND  NON-CON 
TACT  ND:YAG  LASER ).  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Sindi 
Sonnier,  Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane, 

Dallas,  TX  752.31  (214)696-8468 

Sept  16,  1989 

1 ITH  ANNUAL  SEMINAR  IN  OB/GYN.  Texas  Tech  University  Health 
Sciences  Center,  Lubbock,  Tex.  Fee  TBA.  Categoiy  1,  AMA  Physician’s 
Recognition  Award;  hours  TBA.  Contact  V'icki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  Universirv'  Health  Sciences  Cen- 
ter, Lubbock,  TX  ■’9T.30  ( 806 ) 7-i.3-2929 

Ophthalmology 

Sept  8,  1989 

CATARACT  1989.  Doubletree  Hotel,  Campbell  Centre,  Dallas.  Fee  TBA. 
Credit  TBA.  Contact  Sindi  Sonnier,  Continuing  Medical  Education, 
Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX 
75231  (214)  696-8468 

Sept  15-16,  1989 

UVEITIS  FRONTIERS:  DIAGNOSTIC,  MEDICAL,  AND  SURGICAL  AP 
PROACHES  TO  LIVEITIS.  Quail  Lodge,  Carmel  Valley,  Calif  Fee  TBA. 
Category  1,  AMA  Physician’s  Recognition  Aw'ard;  hours  TBA.  Contact 
the  University  of  California,  Extended  Program  in  Medical  Education, 
Room  U-569,  San  Francisco,  CA  94143-0742  (415)  -t76-i251 

Plastic  Surgery 

Sept  15-17,  1989 

FACIAL  FRACTURE  SURGERY:  AN  EDUCATIONAL  SYMPOSIUM  The 
University  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $500. 
Credit  TBA.  Contact  Ann  Parchem,  UT  Southwestern  .Medical  Center, 
Division  of  Continuing  Education,  5.323  Harrv’  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Radiology 

Sept  13-23,  1989 

5TH  ANNUAL  LONDON-PARIS  FALL  ULTRASOUND  SY.MPOSIUM  Lon 
don  or  Paris.  Fee  $395  London  or  Paris,  $430  London  and  Paris.  Credit 
TBA.  Contact  Medical  Seminars  International,  Inc,  Fall  Ultrasound  Sym- 
posium, 9800  D Topanga  Canyon  Blvd,  Suite  232,  (ihatsworth,  CA 
91311  (818)700-9821 

Urology 

Sept  22-24,  1989 

SURGICAL  CHALLENGES  IN  UROLOGY.  St  Anthony  Hotel,  San  An- 
tonio, Tex.  Fee  $275  members  of  American  Urological  .Association, 

$375  nonmembers  of  AUA,  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  Kim  Ishee,  6"’50  W'  Loop  South,  Suite  900, 
Bellaire,  TX  77401  (713)  665-^500 
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OCTOBER 

Allergy 

Oct  6-7,  1989 

RESPIRATORY  ALLERGY  UPDATE,  Dallas.  Contact  The  University  of 
Texas  Southwestern  Medical  Center,  Continuing  Education,  5323 
Harry  Hines  Blvd,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235-9059 
(214)  688-2166 

Oct  18-27,  1989 

ALLERGY  ABROAD — ITALY.  Padua,  Florence,  and  Rome,  Italy.  Contact 
Washington  University  School  of  Medicine,  Office  of  Continuing  Medi- 
cal Education,  660  South  Euclid,  Box  8063,  St  Louis,  MO  63110 
(1-800)  325-9862 

Cancer 

Oct  24-27,  1989 

42ND  ANNUAL  RESEARCH  SYMPOSIUM:  CELLULAR  AND  MOLECU- 
LAR TARGETS  OF  CANCER  THERAPY.  Houston.  Contact  Shirley  Roy, 
Conference  Services,  Box  131,  M.D.  Anderson  Cancer  Center,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Cardiovascular  Disease 

Oct  6-7,  1989 

MANAGEMENT  OF  VALVULAR  DISEASE.  Las  Colinas,  Tex,  Contact 
Sindi  Sonnier,  Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane, 
Dallas,  TX  75231  (214)  696-8468 

Computer  Applications 

Oct  5-7,  1989 

BIOMEDICAL  IMAGE  PROCESSING  WITH  MICROCOMPUTERS.  St 
Louis,  Mo.  Contact  Loretta  Giacoletto,  Washington  University  School  of 
Medicine,  Office  of  Continuing  Medical  Education,  660  S Euclid,  Box 
8063,  St  Louis,  MO  631 10  (1-800)  325-9862 

Family  Medicine 

Oct  13-14,  1989 

4TH  ANNUAL  DIABETES  SYMPOSIUM.  San  Antonio,  Tex.  Contact  Kath- 
leen O’Shea,  Centers  of  Excellence,  Humana  Hospital,  8026  Floyd  Curl 
Dr,  San  Antonio,  TX  78229  (512)  692-8257 

General  Medicine 

Oct  28-29,  1989 

14TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR— AIDS.  Dallas,  Con- 
tact Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Internal  Medicine 

Oct  6-7,  1989 

MANAGEMENT  OE  VALVULAR  DISEASE.  Las  Colinas,  Tex.  Contact 
Sindi  Sonnier,  Continuing  Medical  Education,  Presbyterian  Healthcare 
System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214)  696-8468 

MRI 

Oct  2-6,  1989 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Houston.  Contact  Holly  Ford,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Neurology 

Oct  6,  1989 

MULTIPLE  SCLEROSIS  UPDATE  1989.  Houston.  Contact  Beverly  Os- 
terloh,  Conference  Coordinator,  The  University  of  Texas  Medical 
School,  6431  Fannin,  MSB  G.104,  Houston,  TX  77030  (713)  792-5346 

Ophthalmology 

Oct  6-7,  1989 

CORNEA  AND  EXTERNAL  DISEASE.  Austin,  Tex,  Contact  Eleanor 
Goldsmith,  Continuing  Education,  The  University  of  Texas  Southwest- 


ern Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-3848  or  (214)  688-2166 

Otolaryngology 

Oct  7-8,  1989 

ENDOSCOPIC  SINUS  SURGERY/6TH  COURSE.  Dallas.  Contact  Ann  Par- 
chem,  The  University  of  Texas  Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Oct  27-28,  1989 

LASERS  IN  OTOLARYNGOLOGY.  Galveston.  Contact  Martha  Berlin, 
Office  of  Continuing  Education,  7.101  Shearn  Moody  Plaza,  The  Uni- 
versity of  Texas  Medical  Branch,  Rt  J-34,  Galveston,  TX  77550  (409) 
761-2934 

Orthopedic  Surgery 

Oct  20-21,  1989 

LASERS  IN  ORTHOPAEDIC  SURGERY.  Location  TBA.  Contact  Sindi 
Sonnier,  Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane, 

Dallas,  TX  75231  (214)  696-8468 

Pediatrics 

Oct  6-7,  1989 

1 3TH  ANNUAL  PEDIATRIC  POSTGRADUATE  CONFERENCE.  Lubbock, 
Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 

Radiology 

Oct  27-29,  1989 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Dallas.  Contact  Dolly  Chris- 
tensen, Dept  of  Radiology,  The  University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  590-8613 
or  (214)  688-2166 

NOVEMBER 

AIDS 

Nov  9-11,  1989 

AIDS  AND  OTHER  SEXUALLY  TRANSMITTED  DISEASES.  Universal 
City,  Calif.  Contact  the  American  Academy  of  Obstetricians  and 
Gynecologists,  409  12th  St,  SW,  Washington,  DC  20024-2188  ( 1-800) 
533-8811 

Cancer 

Nov  8-11,  1989 

33RD  ANNUAL  CLINICAL  CONFERENCE;  HORMONE  PRODUCTION 
BY  ENDOCRINE  AND  NONENDOCRINE  TUMORS.  Houston.  Contact 
Shirley  Roy,  Conference  Services,  Box  131,  M.D.  Anderson  Cancer 
Center,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Internal  Medicine 

Nov  30- Dec  2,  1989 

4TH  ANNUAL  DIABETES  UPDATE,  Galveston,  Tex.  Contact  Martha 
Berlin,  The  University  of  Texas  Medical  Branch,  Office  of  Continuing 
Education,  7.101  Shearn  Moody  Plaza,  Rt  J-34,  Galveston,  TX  77550 
(409)761-2934 

Neurology 

Nov  9,  1989 

1ST  ANNUAL  WILLIAM  EIELDS  LECTURESHIP  IN  NEUROLOGY.  Hous- 
ton. Contact  Alice  Reardon,  Office  of  Continuing  Education,  The  Uni- 
versity of  Texas  Medical  School,  6431  Fannin,  MSB  G.104,  Houston,  TX 
77030  (713)  792-5346 

Obstetrics  and  Gynecology 

Nov  7-11,  1989 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN.  Dallas.  Con- 
tact June  Bovill,  Continuing  Education,  The  University  of  Texas  South- 


Texas  Medicine 


western  Medical  (Center,  5323  Harrv  Hines  Blvd,  Dallas  TX  75235 
(214)688-2166 

Nov  8-  10,  1989 

3RD  ANNUAL  LIPDATE  IN  PELVIC  AND  VACilNAl.  SURCiER3'.  San  An 
tonio,  Tex.  Contact  Susan  Larson,  Scott  and  VC'hite  Hospital,  2401  S 
31st  St,  Temple,  TX  "’6508  (817)  774--t083 

Nov  16-18,  1989 

CRITICAL  CARE  IN  OBSTETRICS  AND  GTOECOLOGY.  Chicago.  Con- 
tact the  American  Academy  of  Obstetricians  and  Gynecologists,  490 
12th  St,  SW,  Washington,  L)C  20024-2188  ( 1 800)  533-881 1 

Ophthalmology 

Nov  30- Dec  2,  1989 

CONTACT  LENS  TECHNOLOGY  COLIRSE.  Houston.  Contact  Bette 
Burkett,  Cullen  Eye  Institute,  Bavlor  College  of  .Medicine  Houston  TX 
^7030  (713)  798-5942 

Otolaryngology 

Nov  2-4,  1989 

SAN  FRANCISCO  OTOLOGY  LIPDATE  1 989-  San  Francisco.  Contact 
University  of  California,  Extended  Programs  in  Medical  Education, 
Room  U-569,  San  Francisco,  CA  94l43-0'^42  (415)  476-4151 

Nov  16-18.  1989 

TEMPORAL  BONE  MINI  COURSE.  Galveston,  Tex.  Contact  Martha 
Berlin,  The  University  of  Texas  Medical  Branch,  Office  of  Continuing 
Education,  7.101  Shearn  Moody  Plaza,  Rt  J-34,  Galveston  TX  77550 
(409)761-2934 

Pediatrics 

Nov  3-4,  1989 

PEDLATRJCS  FOR  THE  PRACTITIONER:  23RD  ANNUAL  KENNETH 
HALTALIN  PEDIATRICS  SEMINAR.  Dallas.  Contact  June  Bovill,  Con- 
tinuing Education,  The  University'  of  Texas  Southwestern  Medical  Cen- 
ter, 5323  Harr\'  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Physical  Medicine  and  Rehabilitation 

Nov -2-5,  1989 

CHALLENGE  OF  THE  LUMBAR  SPINE.  San  Francisco.  Contact  Chal- 
lenge of  the  Lumbar  Spine,  Inc,  4319  Medical  Dr,  Suite  210-B  San  An- 
tonio, TX  78229  (512)  696-9971 

DECEMBER 

Internal  Medicine 

Dec  1-2,  1989 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  Dallas.  Contact  Ann 
Parchem,  Continuing  Education.  The  University-  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas  TX  75235  (214) 
688-2166 

MR! 

Dec  4-8,  1989 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Houston.  Contact  Holly  Ford,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Otolaryngology 

Dec  8-9,  1989 

ENDOSCOPIC  SINUS  SURGERY.  Galveston.  Contact  Martha  Berlin,  UT 
Medical  Branch,  Office  of  Continuing  Education,  7.101  Shearn  Moody 
Plaza,  Rt  J-34,  Galveston,  TX  77550  (409)  761-2934 


TELECONFERENCE  NETWORK  OF  TEXAS 


Drug  Therapy  Update 

June  15,  1989 

APPROVED  AND  UNAPPROVED  USES  OF  IMMUNOGLOBULIN  PREPA- 
RATIONS. Audio  Teleconference  locations  and  other  Teleconference 
Networks  of  Texas  member  sites.  Fee  S40  Texas  Nem-ork  Location 
members,  S60  olf-network  location  nonmembers.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hour.  Contact  Teresa  Saad,  Telecon- 
ference Nerw'ork  of  Texas,  The  University  of  Texas  Health  Science 
Center.  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 

June  15,  1989 

MEDICAL  ETHICS  IN  DYING.  Audio  teleconference  locations,  12:30  to 
1:30  pm.  S75  for  five  people.  Category  1,  AMA  Physician’s  Recognition 
Award;  1 hour.  Contact  Kathy  Dick,  Teleconference  Network  of  Texas, 
The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr 
San  Antonio,  TX  '’8284-7978  (512)  567-2695 

June  29,  1989 

SJOGREN’S  SYNDROME.  Audio  teleconference  locations,  12:30  to  1:30 
pm.  875  for  five  people.  Category  1,  AMA  Physician’s  Recognition 
Award;  1 hour.  Contact  Kathy  Dick,  Teleconference  Network  of  Texas, 
The  University-  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr 

San  Antonio,  TX  78284-7978  (512)  567-2695 
July  13,  1989 

DELIRIUM  IN  ACUTE  CONFUSIONAL  STATES.  Audio  teleconference 
locations,  12:30  to  1:30  pm.  875  for  five  people.  Category  1,  AMA  Phy- 
sician’s Recognition  Award;  1 hour.  Contact  Kathy  Dick,  Teleconfer- 
ence Network  of  Texas,  The  University-  of  Texas  Health  Science  Center, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  '78284-7978  ( 512 ) 567-2695 

July  20,  1989 

MONO  VERSUS  COMBINATION  ANTIBIOTIC  THERAPY.  Audio  Tele- 
conference locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  Fee  TBA.  Credit  TBA.  Contact  Teresa  Saad,  Teleconfer- 
ence Network  of  Texas.  The  University-  of  Texas  Health  Science  Center, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512)  567-2700 

Aug  17,  1989 

CURRENT  TREATMENT  RECOMMENDATIONS  IN  ASTHMA.  Audio 
Teleconference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  No  fee.  Credit  TBA.  Contact  Teresa  Saad,  Teleconfer- 
ence Network  of  Texas,  The  University-  of  Texas  Health  Science  Center, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512)  567-2700 

Sept  21,  1989 

MANAGEMENT  OF  GALLSTONE  DISEASE  WITH  URSODIOL.  Audio 
Teleconference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  Fee  TBA.  Credit  TBA.  Contact  Teresa  Saad,  Teleconfer- 
ence Network  of  Texas,  The  University-  of  Texas  Health  Science  Center, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  ^8284-7978  (512)  567-2700 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704, 

JUNE 

BETTER  COLLECTIONS,  BILLING  AND  INSURANCE  METHODS — 2 
hours;  RECEPTION  AND  PATIENT  FLOW  TECHNIQUES— 2 hours 
June  21,  1989,  Austin 
June  22,  1989,  San  Antonio 
June  23,  1989,  Fort  Worth 
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CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


JUNE 

4TH  INTERNATIONAL  INTERDISCIPLINARY  CONEERENCE  ON 
HATERTENSION  IN  BLACKS,  Nairobi,  Kenya,  June  28-JuIy  2,  1989. 
Contact  the  International  Society’  on  Hypertension  in  Blacks,  Inc,  69 
Butler  St,  SE,  Atlanta,  GA  30303  (-*04  ) 589-3810,  Fax  (404  ) 688-5169 

AMERICAN  ACADEMA'  OF  FACIAL  PIASTIC  AND  RECONSTRUCTIVE 
SURGERY  5TH  INTERNATIONAL  MEETING,  Toronto,  June  25-29, 
1989.  Contact  the  American  Academy  of  Facial  Plastic  and  Reconstruc- 
tive Surgery’,  1101  Vermont  Ave,  NW’,  Ste  404,  Washington,  DC  20005 
(202)  842-4500 

AMERICAN  MEDICAL  ASSOCIATION  ANNUAL  MEETING,  Chicago, 
June  18—22,  1989.  Contact  the  American  Medical  Association,  535  N 
Dearborn  St,  Chicago,  IL  ( 3 1 2 ) 645-5000 

AMERICAN  ORTHOPAEDIC  ASSOCIATION  ANNUAL  SCIENTIFIC 
MEETING,  Colorado  Springs,  Colo,  June  12—15,  1989.  Contact  the 
American  Orthopaedic  Association,  222  S Prospect  Ave,  Park  Ridge,  IL 
60068  (312)  823-7186 

AMERICAN  RHEUMATISM  ASSOCIATION  ANNUAL  MEETING,  Cincin- 
nati, June  12—17,  1989.  Contact  the  American  Rheumatism  Associa- 
tion, 17  Executive  Park  Dr,  NE,  Atlanta,  GA  20329  (404)  633-3777 

AMERICAN  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS  SCIEN- 
TIFIC MEETING,  Toronto,  June  11  — 16,  1989.  Contact  the  American 
Society  of  colon  and  Rectal  Surgeons,  800  E Northwest  Hwy’,  Ste  1080, 
Palestine,  IL  60067  (312)  359-9 1 84 

DRUG  INFORMATION  ASSOCIATION  25TH  ANNUAL  MEETING: 
CHALLENGES  OF  DRUG  DISCOVERY,  GLOBAL  DEVELOPMENT,  AND 
MARKETING  IN  THE  1990s.  Boston,  June  19-22,  1989.  Contact  the 
Drug  Information  Association,  PO  Box  3113,  Maple  Glen,  PA  19002 
(215)  628-2288,  Fax  (215)  641-1229 

SOCIETY  OF  NUCLEAR  MEDICINE  ANNUAL  MEETING,  St.  Louis,  Mo, 
June  13—16,  1989.  Contact  the  Society’  of  Nuclear  Medicine,  136 
Madison  Ave,  New  York,  N\’  1 00 1 6 ( 2 1 2 ) 889-07 1 7 

JULY 

AMERICAN  IN  VITRO  ALLERGY/IMMUNOLOGY  SOCIETY  ANNUAL 
PROGRAM,  San  Diego,  July  21—22,  1989.  Contact  Betty’  Kahler,  Ameri- 
can In-Vitro  Allergy’/Immunology’  Society’,  PO  Box  459,  l,ake  Jackson, 
TX  77566  (409)  297-5636  or  (409)  297-4069 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a ctystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vess^s  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studiesare  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  '^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.’' 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ■>  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks, 3 
How  Applied:  Oral  tablets  of  Yocon'*  1/12  gr,  5,4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


Texas  Medicine 


TMLT.  A DECADE  OF  SECURITY. 


TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community.  . .providing  distinctive  liability  protection  for  Texcis 
physicians. 

Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 
would  like  to  tell  you  more  about  our  concepts  of  medical  malpractice 


1 

(^SCQTT&WHITE 

TEXAS  A&M  UNIVERSITY 
miM-ly  College  of  Medicine 

Highlights  in 
Women’s  Health  Care 

Issues  in 
Primary 

Pediatric  Practice 

June  28  - July  1,  1989 

July  13-15,  1989 

% 

Eldorado  Hotel 

Eldorado  Hotel 

Santa  Fe,  New  Mexico 

Santa  Fe,  New  Mexico 

For  more  information  or  to  register,  contact:  OflBce 
of  Continuing  Medical  Education,  Scott  and  White, 
Temple,  Texas  76508,  (817)  774-4073. 

For  more  information  or  to  register,  contact:  Office 
of  Continuing  Medical  Education,  Scott  and  White, 
Temple,  Texas  76508,  (817)  774-2350. 

Timberlawn  Psychiatric  Hospital 


ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 

Training  Program ' * O 

• Child  Residency  Training  Program 

• JCAH  Approved 


Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 
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At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 


information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 

Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessfie}',  Houston,  Texas  77080  ( 713)  462-4000 


MEDICAL 

EQUIPMENT 

LEASING 


Leasing 

Medical  Equipment 
Makes  Good 
Business  Sense ! 


I Leasing  is  a cost-effective  way  to  acquire  state-of-the-art  diagnostic 
equipment  that  enables  you  to  provide  your  patients  with  quality, 
comprehensive  medical  care.  Additionally,  leasing  preserves  your 
working  capital  and  allows  you  to  use  the  revenue  generated  from 
your  equipment  to  make  your  monthly  lease  payment. 

I With  today’s  rapid  changes  in  medical  technology,  it  is  often  wiser 
to  “use”  or  lease  equipment,  a depreciating  asset,  rather  than  to 
“own”  it.  And  recognizing  that  your  time  is  valuable.  Bell  Atlantic 
TriCon  makes  the  leasing  process  easy  for  you. 

I Now  you  can  share  m leasing’s  benefits  at  special,  low  Texas 
Medical  Association  member  rates.  For  a competitive  lease  quote 
and  program  details,  contact  the  medical  leasing  specialists  at 
Bell  Atlantic  TriCon. 


Tcxas.Mcdical 
Associatk  in 


PHYSICIANS  CARING  FOR  TEXANS 


A member  service  offered  through 

Bell  Atlantic-TriCon 

MEDICAL  FINANCE  DIVISION 

CALL  1-800-635-4023 


Blood  chemistry  equipment,  x-ray, 
spirometers,  E.K.G.,  office  computers, 
ultrasound,  exam  tables,  R&F  rooms, 
lasers,  CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equipment,  linear 
accelerators,  M.R,!.,  hematology  equip- 
ment, holter  monitors,  stress  testing 
units,  phone  systems,  colposcopes, 
tympanometers,  cell  counters,  blood 
chemistry  equipment,  x-ray,  spiro- 
meters, E.K.G.,  oflRce  computers, 
ultrasound,  exam  tables,  R&F  rooms, 
lasers,  CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equipment,  linear 
accelerators,  M.R.I.,  hematology  equip- 
ment, holter  monitors,  stress  testing 
units,  phone  systems,  colposcopes, 
tympanometers,  cell  counters,  blood 
chemistry  equipment,  x-ray,  spiro- 
meters, E.KG.,  office  computers, 
ultrasound,  exam  tables,  R&F  rooms, 
lasers,  CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equipment,  linear 
accelerators,  M.R.I.,  hematology  equip- 
ment, holter  monitors,  stress  testing 
units,  phone  systems,  colposcopes, 
tympanometers,  cell  counters,  blood 
chemistry  equipment,  x-ray,  spiro- 
meters, EKG.,  office  computers,  ■■ 


In  moderate  depression  and  anxie^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  A 5:  dose^ 

^ First-week  improvement  in  somatic  symptoms' 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VJL- 


Umbitror  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vo 


References:  1.  Data  on  file,  HotTmann-La  Roche  Inc..  Nutley,  N|.  2.  Feighner  |P, 
et at: Psychopharmacology 61 :2\7-225,  Mar 22.  1979. 


Limbitrol*® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications;  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  [e.g. . operating  machinery,  driving) . 
Usage  in  Pregnancy  -.  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  Impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs;  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic.-  Disturbance  of 
accommodation,  paralytic  ileus,  urinaiy  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  prurims.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  In  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  Scohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods:  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abntpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively 
I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Idblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

Roche  Products  Roche  Products  Inc 

Manati.  Puerto  Rico  00701  p i 0288 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  week!.. 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  A s’,  dose' 

^First-week  reduction  in  somatic  symptoms' 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitror  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Roche  Products 

Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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ON  THE  COVER  This  month's  Medicine  and  the  Law  anide, 
"Up  from  the  beach:  medical  waste 
disposal  rules!"  is  the  focus  of  the  cover 
design.  Because  of  public  attention  to 
recent  incidents  of  medical  waste  on  the 
nation's  beaches,  various  state  and  federal 


agencies  have  adopted  rules  to  regulate 
and  control  the  disposal  of  medical  waste. 
The  article,  which  begins  on  page  50, 
outlines  the  most  significant  rules.  Cover 
design  by  Ed  Triggs. 


COMING  Scheduled  for  the  August  issue  of  Texas 

NEXT  MONTH  Medicine  are  articles  on  echinococcal 

disease  of  the  extrahepatic  biliary  tract,  the 


incidence  of  suicide  among  AIDS  patients 
in  Texas,  panic  disorder,  and  chest  wall 
hamartoma  of  infancy. 


■Nizatidine 


nizatidine 

Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100)  ^ 

■ 1 00%  said  the  directions  on  the  Convenience  Pak  were 
dear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseiing 


encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  avaiiabie  at  no  extra  cost 


Eii  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


AXID® 

nizatidine  capsules 

Bhet  Summary 

Consutt  the  package  literature  (or  complete  Information. 

Indications  and  Usage:  Axid  Is  indicated  for  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 
Axid  IS  indicatedfor  maintenance  therapy  (or  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s  after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caubon  in  patients  with  hypersensitivity  to  other 
Hj-receptor  antagonists 

Precautions:  Generai  ~ 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatdine  is  excreted  pnmanly  by  the  kidney,  dosage  should  be 
reduced  m patents  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patents  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  nizatdine  IS  metabolized  in  the  liver  In  patents  with  normal 
renal  function  and  uncomplicated  hepatc  dysfuncton.  the  dispositon  of  nizatdine 
IS  simitar  to  that  in  normal  subjects 

Ubordtory  Tests -False-positve  tests  for  urobilinogen  with  Multstix®  may 
occur  dunng  therapy  with  nizatdine 

Drug  Inlerdctions  - No  interactons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfann  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactions  mediated  by  inhibition  of  hepatc  metabolism  are  not 
expected  to  occur  In  patents  given  very  high  doses  (3.900  mg)  of  aspinn  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatdine,  150  mg  b i.d , was 
administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertilify  - A two-year  oral  car- 
cinogenicity study  in  rats  with  doses  as  high  as  500  mg^g/day  (about  60  times  the 
recommended  daily  therapeutic  dose)  showed  no  evidence  of  a carcinogenic 
effect  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  cells  in  the  gastic  oxyntc  mucosa  In  a two-year  shjdy  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  mates  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day.  about  330  times  the  human 
dose)  showed  marginally  statistically  significant  increases  in  hepatic  carcinoma 
and  hepatic  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  tie  other 
dose  groups  The  rate  of  hepatic  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevations)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aoerration 
tests,  and  a micronucleus  test 

In  a two-generation,  pennatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C ~ Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Berteo  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administration  to  pregnant  New  Zealand  White  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  venthcular 
anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  There  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  ft  is  also  not  known  whether  nizatidine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizatidine  should  be 
used  dunng  pregnancy  only  if  the  potential  benefit  justifies  the  potential  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactating  women  have  shown  that 
<0  1%  Of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations  Caution  should  be  exercised  when  adminis- 
tering nizatidine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  ClOerty  Pabents  ~ Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly  patie^s  may  have 
reduced  renal  function 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled  trials 
included  over  1 .900  patients  given  nizatidine  and  over  1 .300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  trials,  sweating  (1  % vs 

0 2%).  urticana  (0  5%  vs  < 0 01%).  and  somnolence  (2.4%  vs  1 3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A variety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

H^tic  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
[AST].  SGPT  [ALT],  or  alkaline  pnosphatase).  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  lU/L)  and.  in  a single  instance. 
SGPT  was  greater  than  2.OO0  lU/L  ine  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
patients  All  abnormalities  were  reversible  after  discontinuation  of  Axid 
Cardiovascular  - In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  controlled  clinical  trials  showed 
no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freouency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  -Ea\a\  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H?-receptor  antagonist  On  previous  occasions,  this 
patient  had  expenenced  thrombocytopenia  while  taking  otner  drugs.  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integumenlal  — Sweating  and  urticana  were  reported  significantly  more  fre- 
quently In  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermati- 
tis were  also  reported 

Hypersensitivity  - As  with  other  H?-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported.  Because  cross-sen- 
sitivity  in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm, 
laryngeal  edema,  rash,  and  eoslnophilia)  have  been  reported 
Other  - Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  administration  have  been 
reported 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic-type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  600  mg/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
mg/kg  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 

01  certified  poison  control  centers  are  listed  in  the  Physicians'  Desk  Reference  , 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses, interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patient. 

If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be  | 
considered  along  with  clinical  monitonng  and  supportive  therapy.  Renat  dialysis  tor  ' 
four  to  SIX  hours  increased  plasma  clearance  ' 
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Editorials 


TMA  does  represent  you 

Organized  medicine  doesn’t  represent  me  or  my  interests! 

Ever  had  that  feeling?  It  has  been  expressed  to  me  by  many 
colleagues,  most  of  whom  are  referring  to  the  parade  of 
changes  in  our  traditional  practice  of  medicine  legislated  by 
our  Texas  Legislature.  We  all  moan  and  groan  when  they  are  in 
session.  This  session  alone  they  have  considered  more  than 
600  bills  which  have  an  impact  on  our  practice. 

To  really  appreciate  what  the  Texas  Medical  Association 
does  in  response  to  this  avalanche,  you  would  have  to  see  our 
Council  on  Legislation  in  action,  as  I did  as  the  liaison  from  the 
Council  on  Communication. 

I arrived  at  my  first  meeting  with  an  agenda  more  than  4 
inches  thick  and  sat,  fascinated,  for  9 1/2  hours.  1 was  truly 
awed  by  the  depth  and  breadth  of  knowledge  these  busy  prac- 
ticing physicians  have,  not  only  of  the  bills  themselves,  but  of 
the  legislative  process. 

Almost  every  bill  is  studied,  tracked,  and  discussed  before 
reasoned  decisions  are  made  concerning  TMA  action  and  strat- 
egy. This  is  based  upon  TMA  policies  established  by  the  House 
of  Delegates  and  by  input  from  the  many  specialty  societies, 
committees,  and  councils. 

Enormous  help  is  given  to  the  legislators  enabling  them  to 
achieve  the  goals  they  are  seeking  in  a way  that  is  most  bene- 
ficial to  our  patients. 

My  hat  is  off  to  Bill  Gamel,  chairman,  and  all  the  members  of 
the  Council  on  Legislation,  and  to  the  TMA  public  affairs  staff. 

What  a valuable  membership  benefit  this  is. 

JOEL  E.  REED,  MD 

6448  Fannin,  Houston,  TX  770.40. 

EDITOR’S  NOTE;  The  feature  beginning  on  p 24  lists  some  of  the 
issues  in  which  the  Texas  Medical  Association  was  involved  during  the 
71st  legislative  session,  and  the  outcomes  as  they  were  available  at 
press  time.  For  a glimpse  into  the  daily  working  lives  of  your  lobbyists 
when  the  Texas  Legislature  is  in  session,  see  the  June  issue  of  Texas 
Medicine,  p 25. 
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Doctor  Mom 


waiting  for  the  federal  government  to  handle  the  problem,  we 
want  to  see  if  a private  pediatric  practice  can  help  parents,  em- 
ployers, and  The  United  Way  in  providing  superior  child  care. 


Today  in  Texas  more  than  half  of  the  mothers  with  young  chil- 
dren work  outside  the  home.  Many  working  mothers  are 
obliged  to  leave  their  infants  and  toddlers  in  day-care  facilities 
during  the  workday.  Day  care  by  surrogates  falls  short  of  our 
expectations  when  compared  to  home  care  by  mothers.  Can 
the  practicing  physician  help  make  the  day-care  experience, 
though  still  lacking  the  comforting  presence  of  the  child’s  own 
mother,  something  more  than  a baby-sitting  diversion? 

We  are  going  to  try  in  San  Angelo.  The  San  Angelo  Day  Nur- 
sery, a United  Way  agency,  has  been  caring  for  the  children  of 
low-income,  working  parents  in  our  West  Texas  city  of  85,000 
for  the  past  half  century.  The  nursery  is  establishing  a non- 
profit, comprehensive  child-care  center  to  be  called  “Giant 
Steps.”  We  want  to  give  infants  and  toddlers  a giant  step  to- 
ward a fulfilling  adulthood. 

In  the  stockyards-and-factory  section  of  the  city,  across  the 
street  from  an  elementary  school.  Giant  Steps  will  occupy  a 
building  with  a day-care  unit  for  1 50  disadvantaged  children 
and  a health-care  unit  with  a pediatric  office  and  an  infirmary 
to  serve  the  children  who  are  enrolled  in  the  program  as  well 
as  those  who  are  not.  In  addition  to  the  food,  rest,  play,  and 
love  that  standard  day  care  offers  children.  Giant  Steps  will 
offer  free  services  by  an  on-site  pediatrician  and/or  pediatric 
nurse  practitioner.  Each  child  will  receive  health  maintenance 
supervision,  including  regular  checkups  and  immunizations. 
The  medical  staff  will  diagnose  and  treat  illnesses  as  well,  keep- 
ing any  youngster  with  a contagious  illness  in  the  center’s  in- 
firmary. In  addition,  we  shall  offer  counseling  in  parenting  to 
mothers  and  fathers,  with  particular  attention  to  nutrition, 
hygiene,  and  prevention  of  disease. 

Many  families  are  headed  by  single  mothers  who  must  keep 
a job  to  avoid  turning  to  public  welfare  support.  Giant  Steps 
can  help  these  mothers  by  keeping  a mildly  ill  youngster  in  the 
center’s  infirmary  during  the  mother’s  workday.  Secure  in  the 
knowledge  that  her  sick  child  is  receiving  professional  care, 
the  mother  can  devote  herself  appropriately  to  her  job.  The 
mother’s  employer  will  be  pleased  that  she  will  not  have  to 
leave  her  job  and  stay  home  with  a sick  child. 

In  addition  to  looking  after  the  children  in  Giant  Steps’  day 
(j  care  at  no  additional  charge,  the  pediatrician  and  nurse  practi- 
tioner  will  provide  fee-for-service  medical  attention  to  any  pa- 
tient, but  particularly  to  Medicaid  children.  Children  in  private 
day-care  centers  also  may  stay,  at  nominal  charge,  in  the  Giant 
Steps  infirmary  to  remain  during  the  day  while  their  parents 
work.  Thus  the  health-care  unit  will  have  a positive  cash  flow. 

Income  over  expenses  from  the  health-care  unit  will  be 
channeled  into  the  day-care  center  so  that  early  childhood 
education  and  anticipatory  guidance  may  be  enhanced.  In- 
creased revenue  will  permit  us  to  increase  the  salaries  of  the 
children’s  caretakers  to  attract  trained,  skilled,  and  experi- 
enced men  and  women  to  a respected  profession. 

Today  most  of  the  cost  for  day  care  is  borne  by  the  parent. 
Yet,  some  employers,  by  subsidizing  day  care  themselves,  are 
beginning  to  see  an  indirect  return  on  investment.  Without 


RALPH  CHASE,  MD 

West  Texas  Medical  Associates,  3555  Knickerbocker  Road,  San  Angelo,  TX  76904. 
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TMA  IN  ACTION 


Delegates  reaffirm  commitment 
to  voluntary  AMA  membership 

Texas  Medical  Association’s  House  of 
Delegates  has  reaffirmed  its  commitment 
to  voluntary’  participation  in  the  Ameri- 
can Medical  Association  and  resolved  to 
maximize  that  participation.  The  dele- 
gates also  have  commended  the  AMA  for 
its  activities  on  behalf  of  physicians  and 
the  patients  they  serve. 

The  House  addressed  AMA  member- 
ship during  its  meeting  in  conjunction 
with  the  TMA’s  annual  session.  May 
11  — 14,  in  Fort  Worth.  The  action  was 
the  ultimate  disposition  of  a resolution 
calling  for  AMA  membership  to  be  a re- 
quirement for  TMA  members.  The  pro- 
posal for  unification  was  the  subject  of 
nine  reports  and  resolutions  that  came 
before  the  House. 

The  Reference  Committee  on  Financial 
and  Organizational  Affairs  heard  testi- 
mony opposing  and  favoring  unification. 
Those  opposing  the  move  cited  loss  of 
freedom  of  choice,  unfair  imposition  of 
an  additional  membership  requirement 
on  members  participating  in  the  TMA  in- 
surance program  and  other  “member 
only”  services,  damage  to  TMA’s  unity 
( notwithstanding  financial  compensation 
from  AMA),  and  divisiveness  as  the  prin- 
cipal reasons  for  opposition. 

Proponents  emphasized  the  need  to 
strengthen  the  national  organization  and 
the  representation  it  provides  members 
of  the  Texas  Medical  Association.  They 
also  noted  that  the  AMA  agreed  to  guar- 
antee reimbursement  of  county  and  state 
dues  revenue  losses  incurred  as  a result 
of  unification,  thus  lessening  financial 
concerns.  In  its  report  to  the  House  of 
Delegates,  the  Committee  on  Member- 
ship pointed  out,  “All  physicians — 
whether  members  or  not — reap  the 
benefits  of  AMA’s  efforts  on  behalf  of  the 
profession.  The  committee  believes  that 
it  is  therefore  the  responsibility  of  every 
physician  to  support  the  federation  of 
medicine  at  all  levels — local,  state,  and 
national.” 


Delegates  elect  officials 
to  serve  during  1989—1990 

Houston  family  physician  Max  C.  Butler, 
MD,  was  installed  as  Texas  Medical  Asso- 
ciation’s 1989-1990  president  during 
ceremonies  held  in  conjunction  with 
TMA’s  annual  session  in  Fort  Worth.  Dur- 
ing the  same  meeting,  the  association’s 
House  of  Delegates  elected  El  Paso  pa- 
thologist William  Gordon  McGee,  MD, 
president-elect.  Other  officers  who  will 
serve  during  1989—1990  are  Betty  P. 
Stephenson,  MD,  Houston,  secretary/trea- 
surer; Sam  A.  Nixon,  MD,  Houston, 
speaker  of  the  House  of  Delegates;  and 
Mark  J.  Kubala,  MD,  Beaumont,  vice 
speaker. 

Dr  Butler  has  been  a TMA  mem- 
ber since  1959  He  was  elected  vice- 
president  of  the  association  in  1985  and 
is  a past  president  of  the  Harris  County 
Medical  Society.  He  served  on  TMA’s 
Board  of  Councilors  from  1967  to  1985, 
and  was  a member  of  the  TMA  House  of 
Delegates  from  1967  to  1977.  He  has 
been  an  alternate  delegate  to  the  Ameri- 
can Medical  Association  House  of  Dele- 
gates since  1 986.  He  also  has  been  a 


Fun  Run/Walk  participants  step  lively  on  the  Trinity 
River  Bike  Trail  The  annual  event  took  place 
during  TMA's  annual  session,  May  11-14,  in  Fort 
Worth. 


member  of  the  Texas  State  Board  of 
Medical  Examiners  and  currently  serves 
on  the  National  Board  of  Medical 
Examiners. 

President-elect  McGee  has  just  com- 
pleted ten  years  of  service  as  a member 
of  TMA’s  Board  of  Trustees.  He  was  chair- 
man from  1986  to  1989.  He  is  a past 
president  of  the  Texas  Society  of  Pa- 
thologists, El  Paso  County  Medical  So- 
ciety, and  the  Texas  Medical  Foundation. 

In  other  elections  during  the  May 
11  — 14  meeting,  the  delegates  chose 
Alan  C.  Baum,  MD,  Houston,  and  Victor  J. 
Weiss,  Jr,  MD,  San  Antonio,  to  serve  on 
the  Board  of  Trustees.  Tracy  D.  Gage, 

MD,  Lubbock;  Joe  L.  Sanders,  MD,  Del 
Rio;  Truman  F.  Appel,  MD,  Corpus 
Christi;  and  Robert  W.  Palmer,  MD, 
Marshall,  were  re-elected  to  their  posi- 
tions on  the  Board  of  Councilors.  Ronald 
M.  Rust,  MD,  College  Station,  is  the 
newly  elected  councilor  representing 
District  12. 

Harold  R.  High,  MD,  Cuero,  was  elected 
as  a member  of  the  Texas  delegation  to 
the  American  Medical  Association.  Re- 
elected to  their  positions  as  delegates 
were  Mylie  E.  Durham,  Jr,  MD,  Houston; 
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abilities commencing  prior  to  age  65.  Physicians 
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restricted  in  the  duties  they  are  able  to  perform,  or 
in  the  event  they  are  working  on  a reduced  time 
basis  of  at  least  50  percent. 
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Meric  W.  Delmcr,  MD,  San  Antonio; 

Haden  E.  McKay,  Jr,  MD,  Humble;  S.E. 
Thompson,  MD,  Richmond;  Milton  V. 
Davis,  MD,  Kaufman;  Mario  E.  Ramirez, 
MD,  Rio  Grande  City;  George  G.  Alexan- 
der, MD,  Houston;  R.A.D.  Morton,  Jr,  MD, 
El  Paso;  Hugh  I-amensdorf,  MD,  Fort 
Worth;  George  E.  ITiannisch,  MD,  Lufkin; 
and  Paul  J.  Cunningham,  MD,  Galveston. 

Following  the  House  of  Delegates’  de- 
cision in  November  1988  to  designate 
positions  for  a resident  physician  and  a 
medical  student,  resident  Timothy  W. 
Holder,  MD,  Corpus  Christi,  and  medical 
student  John  Hernreid,  El  Paso,  were 
elected  to  serve  as  alternate  delegates  to 
the  AMA.  Re-elected  as  alternate  dele- 
gates were  James  R.  Winn,  MD,  Uvalde; 
C.L.  Montgomery,  MD,  Lubbock;  J.  James 
Rohack,  MD,  College  Station;  Max  C. 
Butler,  MD,  Llouston;J.  Forrest  Fitch,  MD, 
McAllen;  Bernard  W.  Palmer,  MD,  San  An- 
tonio; Milton  W.  Talbot,  Jr,  MD,  Austin; 
Betty  P.  Stephenson,  MD,  Houston;  and 
Robert  M.  Tenery,  Jr,  MD,  Dallas. 


Dr  Sammons  returns  to  Texas 
to  accept  TMA’s  highest  honor 

American  Medical  Association  Executive 
Vice-president  James  H.  Sammons,  MD, 
came  home  to  accept  Texas  Medical 
Association’s  highest  honor,  the  Distin- 
guished Service  Award,  during  cere- 
monies at  the  122nd  Annual  Session  in 
Fort  Worth. 

Dr  Sammons,  who  remains  a member 
of  TMA,  was  president  of  the  association 
during  1971-1972.  He  also  served  11 
years  on  TMA’s  Board  of  Councilors  and 
four  years  as  vice  chairman  of  the  Texas 
Delegation  to  the  AMA  House  of  Dele- 
gates. He  was  a founding  member  of  the 
Texas  Medical  Political  Action  Commit- 
tee (TEXPAC). 

Dr  Sammons  was  elected  to  the  AMA 
Board  of  Trustees  in  1970  and  was  re- 
elected in  1973,  serving  as  vice  chairman 
and  chairman.  He  was  chairman  of  the 
Board  of  Directors  of  the  American  Medi- 
cal Political  Action  Committee  (AMPAC) 
in  1969—1970.  In  1974,  Dr  Sammons  left 
his  group  practice  in  Baytown,  Tex,  to 
become  the  AMA’s  chief  executive  officer 
in  Chicago. 

Since  accepting  that  position.  Dr  Sam- 
mons has  served  on  the  National  Leader- 


ship Commission  on  Health  Care, 

General  Motors  Medical  Committee  for 
Automotive  Safety,  and  the  Board  of  Di- 
rectors of  Friends  of  the  National  Library' 
of  Medicine. 

The  Distinguished  Service  Award  rec- 
ognizes meritorious  achievement  in 
medical  science,  public  service,  and  ser- 
vice to  the  medical  profession.  County 
medical  societies  submit  nominations  to 
the  TMA  Board  of  Councilors,  and  the 
board  recommends  a recipient,  whose 
name  is  sent  to  the  House  of  Delegates 
for  final  approval. 

Councilors,  delegates  elect 
13  honorary  members 

Texas  Medical  Association’s  Board  of 
Councilors  and  the  House  of  Delegates 
elevated  1 4 association  members  to 
honorary  status  during  the  annual  session 
in  Fort  Worth. 

Meeting  May  11-14,  the  councilors 
and  delegates  approved  the  nominations 
of  George  A.  Hoffman,  MD,  Fort  Stockton; 
Charles  Bruce  Sadler,  MD,  Amarillo;  Joe 
R.  Donaldson,  MD,  Pampa;John  R. 


James  Sammons,  MD.  ( center)  accepts  Te.xtis 
Medical  Association's  Distinguished  Sen’ice  Award 
during  ceremonies  in  Fort  Worth  With  Dr  Sammons 
are  TMA’s  Ii)88- 1989  Speaker  of  the  House  of 
Delegates  James  C.  Ogle.  MD,  (left)  and  1988- 1989 
President  elect  Max  C.  Butler.  MD  ( right). 


Rainey,  MD,  Austin;  Robert  B.  White,  MD, 
Galveston;  and  Carroll  L.  Boone,  MD, 
Pasadena. 

The  other  newly  elected  honorary' 
members  are  Don  W.  Chapman,  MD, 
Houston;  Lester  Karotkin,  MD,  Houston; 
Jesse  D.  Ibarra,  Jr,  MD,  Temple;  Nicholas 
J.  Bellegie,  MD,  Waco;  Walter  B.  King, 
MD,  Waco;  David  H.  Allen,  MD,  Wichita 
Falls;  and  L.S.  Thompson,  Jr,  MD,  Dallas. 

Honorary'  membership  recognizes  phy- 
sicians of  honorable  standing  who  are 
practicing  less  than  50%  of  the  time  and 
who  have  rendered  outstanding  service 
to  organized  medicine  or  made  note- 
worthy contributions  to  scientific 
medicine. 


Father-son  team  takes  top  honors 
for  annual  session  exhibit 

ITie  father-and-son  team  of  B E.  McCon- 
nell, MD,  and  John  C.  McConnell,  MD, 
won  the  Aesculapius  Award  for  the  Texas 
physician  or  physicians  with  the  most 
outstanding  exhibit  on  display  during  the 
Texas  Medical  Association’s  122nd  An- 
nual Session  in  Fort  Worth.  Mission  Phar- 
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macal  Co  of  San  Antonio  awarded  the 
Greenville  orthopedic  surgeons  $250  for 
their  exhibit  titled  “Cosmetic  Exposure 
for  the  Elbow — A New  Alternative.” 

Awards  were  presented  to  scientific 
and  allied  medical  exhibits  in  three  cate- 
gories during  the  meeting  May  11-14  at 
the  Fort  Worth/Tarrant  County  Conven- 
tion Center.  Julian  Haber,  MD,  Fort 
Worth,  and  Mary  Greene,  Austin,  ( repre- 
senting the  Texas  Pediatric  Society)  won 
first  place  among  scientific  exhibits  with- 
out a grant  or  assistance.  The  exhibit 
addressed  “The  Importance  of  Early 
Childhood  Screening.”  Second  place  in 
this  category  went  to  Robert  A.  Ersek, 

MD,  Austin,  for  an  exhibit  titled  “Serial 
Suction  Lipectomy  for  the  Reconstruc- 
tion of  Regional  Lipodystrophy.”  Hous- 
tonians Alexander  E.  Brodsky,  MD; 

Randall  L.  Hendricks,  MD;  Momtaz  A. 
Khalil,  MD;  Bruce  V.  Darden,  MD;  and 
Terri  T.  Brotsman  won  third  place  for 
“Segmental  (Floating)  Lumbar  Spine 
Fusion.” 

Robert  Goldstein,  MD,  Dallas,  won  first 
place  among  scientific  exhibits  supported 
by  grants  or  other  assistance  with  his  en- 
try, “Transplantation  at  Baylor  University 
Medical  Center.”  V.O.  Speights,  DO; 
Barbara).  Helbert;  Douglas  Hurley,  MD; 
E.S.  Rappaport,  MD;  and  Mark  Johnson, 
MD,  all  of  Temple,  won  second  place 
with  an  exhibit  titled  “Invasion  of  the 
Ticks.”  Third  place  went  to  Dallas  physi- 
cians David  Vanderpool,  MD;  Ronald  C. 
Jones,  MD;  J.  Patrick  O’Leary,  MD;  and 
J.  Kent  Hamilton,  MD,  for  “Biliary 
Lithotripsy.” 

Dixon  Platt,  Lubbock,  won  first  place 
in  the  category  for  allied  medical  ex- 
hibits with  an  entry  titled  “Texas  Tech 
University  Health  Sciences  Center — Two 
Decades  . . . Challenge  and  Change.”  This 
category  is  reserved  for  exhibits  of  an 
educational  and/or  promotional  nature 
that  bring  the  medical  profession  a mes- 
sage of  interest  and  importance.  Deborah 
Silkwood,  Fort  Worth,  won  second  place 
for  an  exhibit  titled  “Med  Star.”  “The  Col- 
laborative Ocular  Melanoma  Study”  took 
third  place  honors  for  Theresa  Anderson, 
The  University  of  Texas  Health  Science 
Center  at  San  Antonio,  Hermann  Eye 
Center  at  Houston,  Scott  & White  Hospi- 
tal, Temple,  and  Texas  Retina  Associates, 
Dallas. 


The  1 989  annual  session  featured 
more  than  200  scientific  and  technical 
exhibits. 


Leadership  conference  convenes 
Saturday,  Sept  16,  in  Austin 

Texas  Medical  Association’s  Fall  Leader- 
ship Conference,  Saturday,  Sept  1 6,  will 
bring  the  association’s  leadership  up  to 
date  on  organizational  activities  and  sig- 
nificant health  and  socioeconomic  issues. 
Among  the  featured  speakers  are  Alan  R. 
Nelson,  MD,  Salt  Lake  City,  1989-1990 
president  of  the  American  Medical  As- 
sociation, and  Dennis  S.  O’Leary,  MD, 
Chicago,  president  of  the  Joint  Commis- 
sion on  Accreditation  of  Healthcare 
Organizations. 

Approximately  400  to  500  TMA  offi- 
cers; board,  council,  and  committee 
members;  and  county  medical  society 
and  specialty  society  officers  are  ex- 
pected to  attend  the  conference  at  the 
Stouffer  Austin  Hotel.  The  program  be- 
gins at  9:30  am,  the  Texas  Medical  Lia- 
bility Trust  sponsors  a luncheon  from 
12:45  pm  to  1:45  pm,  and  the  program 
continues  from  2 pm  to  5 pm.  An  op- 
tional “Dawn  Duster”  session  is  sched- 

Alan  Nelson,  MD,  1989—1990  president  of  the 
American  Medical  Association,  will  participate  in 
Texas  Medical  Association's  Fall  Lecutership 
Conference,  Saturday,  Sept  16,  in  Austin 


uled  from  7:45  am  to  9:15  am,  and  a 
reception  is  scheduled  from  5 pm  to 
6:30  pm.  Additionally,  most  of  the  asso- 
ciation’s 40  boards,  councils,  and  com- 
mittees meet  during  the  weekend. 

Further  information  is  available  from 
Jon  R.  Hornaday,  Director  of  Special  Ser- 
vices, Texas  Medical  Association,  1 80 1 N 
Lamar  Blvd,  Austin,  TX  78701,  phone 
(512)  477-6704,  ext  104.  The  confer- 
ence is  open  to  all  TMA  members. 


Border  Health  Conference  set 
for  Aug  23-24  in  El  Paso 

The  dates  of  Texas  Medical  Association’s 
United  States-Mexico  Border  Health  Con 
ference  have  been  changed  to  Wednes- 
day, Aug  23,  and  Thursday,  Aug  24.  llie 
conference  program  previously  was 
scheduled  for  Aug  24  — 25.  The  Westin 
Hotel  in  El  Paso  is  the  site  of  the  meeting. 

The  conference  program  focuses  on 
the  unique  health  care  problems  found 
along  the  California,  Arizona,  New  Mex- 
ico, and  Texas  border.  Further  informa- 
tion is  available  from  Catherine  R. 
Edwards,  PhD,  Director,  Public  Health 
Department,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)  477-6704,  ext  255. 


HEALTH  LINE 


House  tackles  public  health 
issues  at  annu^  session 

At  its  meeting  during  May  in  Fort  Worth, 
Texas  Medical  Association’s  House  of 
Delegates  addressed  five  recommenda- 
tions concerning  tobacco-related  issues. 
The  delegates  approved  proposals  to: 

— Endorse  the  Texas  Hospital  Associa- 
tion’s recommendation  that  all  hospitals 
become  smoke -free  by  1990,  and  that  all 
physicians  be  encouraged  to  declare 
their  offices  smoke-free; 

— Recognize  the  efforts  of  the  Tri- 
Agency  Tobacco  Free  Project  and  sup- 
port the  work  of  these  three  groups 
(American  Cancer  Society,  American 
Lung  Association,  and  the  American 
Heart  Association ) in  working  toward  a 
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smoke-free  society  by  the  year  2000,  and 
recommend  they  be  honored  at  the  1990 
annual  session; 

— Encourage  the  state  to  implement  a 
smoke-free  policy  in  all  of  its  hospitals, 
including  psychiatric  hospitals; 

— Condemn  the  use  of  tobacco  as  an 
incentive  in  behavior  modification  pro- 
grams and  encourage  physicians  to  cease 
this  practice;  and 

— Support  the  inclusion  on  the  Texas 
death  certificate  of  a list  of  choices  under 
the  heading  “Death  Contributed  to  by 
Tobacco,”  with  the  choices  to  include 
“yes,”  “no,”  “probably,”  or  “unknown.” 
Physicians  would  check  the  appropriate 
box  when  completing  the  Certificate  of 
Death. 

In  other  public  health  action,  the  dele- 
gates voted  to  encourage  TMA  members 
to  promote  breast-feeding  for  all  infants. 
The  delegates  also  took  action  on  several 
school  health  issues: 

— Endorsement  of  the  concept  of 
student-oriented  health  care  centers  for 
specific  public  health  problems  when 
and  if  there  is  lack  of  access  to  local  pri- 
vate and/or  community  health  resources; 

— Adoption  of  a TMA  Policy  Manual 
statement  that  TMA  supports  the  concept 


of  providing  after-school  day  care  at  pub- 
lic schools;  and 

— Approval  of  a recommendation  that 
TMA,  Texas  Education  Agency,  and  Texas 
Department  of  Health  should  combine 
efforts  to  develop  and  disseminate  infor- 
mation to  teachers,  health  care  staff,  and 
school  districts  regarding  potentially  pre- 
ventable infectious  diseases  that  they 
may  be  exposed  to  and  information  on 
vaccines  available. 

A resolution  that  called  for  contact 
tracing  for  persons  with  AIDS  or  HfV  in- 
fection was  disapproved  by  the  delegates. 
The  Reference  Committee  on  Public 
Health  and  Scientific  Affairs  had  found 
that  contact  tracing  is  extremely  labor- 
intensive  and  expensive  and  that  it  is  not 
an  effective  measure  except  in  small 
communities.  The  committee  also  ex- 
pressed concern  that  mandatory  contact- 
tracing and  partner  notification  would 
hamper  efforts  to  control  the  epidemic  by 
driving  high-risk  individuals  underground. 

TThe  House  approved  a resolution  sup- 
porting the  endeavors  of  the  Governor’s 
Task  Force  on  Drug  Abuse,  but  stressed 
that  a physician  should  be  on  the  task 
force  and  included  in  any  future  planning 
groups  growing  out  of  this  task  force. 


In  support  of  the  TMA  Council  on  Pub- 
lic Health’s  study  of  the  medical  needs  of 
the  homeless  in  Texas  and  the  need  for 
data  on  the  status  of  the  homeless,  the 
House  approved  a recommendation  that 
the  Council  on  Legislation  request  the 
legislature  to  initiate  an  interim  study  on 
the  homeless  in  Texas. 

Other  public  health  actions  by  the 
delegates  included: 

— Endorsement  of  collaborative 
ventures  between  two  or  more  state- 
supported  entities  that  enable  achieve- 
ment of  goals  and  provision  of  services 
that  neither  could  support  alone; 

— Approval  of  support  for  state  fund- 
ing for  the  Texas  Department  of  Mental 
Health  and  Mental  Retardation  at  levels 
that  would  grant  the  department  the  full 
amount  necessary  to  develop  and  sup- 
port needed  services; 

— Recommendation  that,  based  on 
current  knowledge,  TMA  does  not  ap- 
prove of  tanning  parlors  and  their  use, 
but  if  they  do  operate,  they  should  be 
subject  to  stringent  regulation,  including 
legislation,  and  all  other  appropriate 
mechanisms; 

— Endorsement  of  the  position  that 
the  questions  regarding  psychiatric  care 
on  drivers’  license  application  forms 
should  only  refer  to  instances  in  which 
the  psychiatric  condition  would  result  in 
the  need  for  driver  limitation; 

— Adoption  of  guidelines  on  medical 
practice  in  community  mental  health  and 
mental  retardation  centers;  and 

— Adoption  of  a resolution  that  TMA 
channel  its  efforts  to  support  public  edu- 
cation reform  for  Texas  schools  to  uni- 
formly improve  the  literacy  of  children 
in  Texas  schools,  since  sound  education 
is  critical  to  the  future  of  medicine. 

Several  TMA  Policy  Manual  statements 
were  amended  or  added  by  the  dele- 
gates. These  statements  included  a re- 
vised policy  on  life -prolonging  measures, 
a new  policy  about  unproven  cancer 
methods,  and  revised  policies  on  seat 
belts  and  blood  banking. 


1 988—  1 989  Speaker  of  the  Hotise  of  Delegates  James 
C Ogle,  MD.  reviews  reports  with  staff  and  reference 
committee  chairmen  during  TMA's  House  of 
Delegates  meeting.  May  11-14,  in  Fort  Worth. 
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Texas  tuberculosis  cases 
show  increase  in  1988 

In  1988,  1,901  cases  of  tuberculosis 
( 1 1.0/100,000  population  ) were  re- 
ported to  the  Texas  Department  of 
Health  (TDH ).  These  cases  represented 
an  8.2%  increase  over  the  1,757  cases 
reported  in  1987  ( 10.3/100,000 
population ). 

But  according  to  John  Bybee,  director 
of  the  Tuberculosis  Control  Division  at 
TDH,  “While  8.2%  is  a significant  in- 
crease over  1 987  morbidity,  it  is  less 
significant  when  compared  to  the  1 ,890 
and  1,891  cases  reported  in  1985  and 
1 986,  respectively.  The  rate  of  increase 
compared  to  those  years  is  approxi- 
mately 0.5% .” 

However,  Mr  Bybee  stressed  the  im- 
portance of  determining  why  tuber- 
culosis is  not  on  a steady  decline  in 
Texas  as  it  was  in  previous  years.  His  de- 
partment is  currently  analyzing  the 
causes  of  the  change  in  trend. 

A recent  comparison  was  made  of  re- 
ported TB  cases  in  1988  and  in  1983 
The  year  1983  was  chosen  because  it  fol- 
lowed several  years  of  steady  decline  in 
TB  cases;  AIDS  cases  were  just  beginning 
to  be  reported;  and  the  influx  of  Central 


Americans  was  less  evident  than  in  years 
since  1983-  In  1983,  1,965  cases  (12.8/ 
100,000  population)  were  reported. 

In  1988,  there  was  a reduction  in  case 
rates  per  1 00,000  population  in  all  age 
groups  in  comparison  to  1983-  But  in 
several  age  groups — ages  5-9,  25-34, 
35  — 44,  and  45  — 54 — the  actual  number 
of  cases  increased  in  1988.  Cases  in  the 
5 — 9 age  group  increased  by  only  five, 
but  the  25—54  age  group  showed  an  in- 
crease of  12.6%  or  1 10  cases.  In  the 
25-54  age  group,  there  were  an  addi- 
tional 1 30  tuberculosis  cases  in  males  re- 
ported, but  a decrease  of  20  tuberculosis 
cases  in  females.  Of  the  1 30  males,  36 
were  white,  51  were  black,  and  43, 
Hispanic. 

In  a comparison  of  tuberculosis  cases 
in  1987  and  1983,  10.6%  fewer  cases 
were  reported  in  1987,  but  the  number 
of  cases  reported  in  the  25-54  age 
group  was  873,  the  same  as  those  re- 
ported in  1983. 

These  and  other  data  lead  health  de- 
partment officials  to  believe  that  a signifi- 
cant part  of  the  increase  in  tuberculosis 
cases  is  linked  with  AIDS.  Mr  Bybee  sug- 
gested physicians  be  on  the  alert  for  pa- 
tients who  may  be  HfV-infected  and/or 
are  intravenous  drug  users  who  also  may 


be  tuberculous  or  have  tuberculosis. 

The  Texas  Department  of  Health  has 
prepared  Guidelines  for  Prevention  and 
Control  of  TB  Among  Individuals  with 
HfV  Infection,  which  at  press  time  was 
scheduled  to  be  published  in  Texas  Pre- 
ventable Disease  News,  vol  49,  no  20, 
May  20,  1989.  A copy  of  the  newsletter  is 
available  from  TDH’s  Bureau  of  Disease 
Control  and  Epidemiology,  1100  West 
49th  St,  Austin,  TX  78756. 


TMA  Library  adopts  policy  on 
confidentiality  of  records 

The  Texas  Medical  Association  Memorial 
Library  recently  adopted  a policy  on  the 
confidentiality  of  its  records.  The  policy 
states: 

All  reference  requests  and  circulation 
records  related  to  library  users  are 
confidential,  including  names  of  users 
and  what  materials  are  checked  out. 

Information  from  and  access  to  these 
records  is  limited  to  library  personnel 
performing  their  routine  duties.  Re- 
quests for  information  from  these 
records  will  be  refused. 


"I  can't  believe  my  eyes  . . . there  really  is  a frog  in  his  throat  ’ 


The  library’s  policy  is  in  accord  with 
parts  of  the  American  Library  Association 
Policy  on  Confidentiality  of  Library 
Records.  That  policy  recommends  that 
each  US  library  adopt  a policy  on  confi- 
dentiality of  records  to  the  effect  that 
“such  records  shall  not  be  made  available 
to  any  agency  of  state,  federal,  or  local 
government  except  pursuant  to  such 
process,  order,  or  subpoena  as  may  be 
authorized  under  the  authority  of,  and 
pursuant  to  federal,  state,  or  local  law  re- 
lating to  civil,  criminal,  or  administrative 
discovery  procedures  or  legislative  inves- 
tigative power.”  Although  38  states  have 
library  confidentiality  laws,  Texas  does 
not. 

Any  questions  or  comments  concern- 
ing this  or  any  library  policy  should  be 
directed  to  Susan  Brock,  library  director. 
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NIH  panel  issues  report 
on  urinary  incontinence 

The  National  Institutes  of  Health  (NIH ) 
recently  released  a consensus  develop- 
ment statement  on  urinary'  incontinence 
in  adults.  The  report  was  prepared  by  a 
panel  of  experts  who  considered  scien- 
tific evidence  presented  at  a Consensus 
Development  Conference  at  NIH.  It  con- 
tains recommendations  and  conclusions 
concerning  urinary  incontinence  in 
adults. 

Free,  single  copies  of  the  consensus 
statement  on  Urinary'  Incontinence  in 
Adults  may  be  obtained  from  the  Direc- 
tor of  Communications,  Office  of  Medical 
Applications  of  Research,  Building  1 , 
Room  260,  National  Institutes  of  Health, 
9000  Rockville  Pike,  Bethesda,  MD 
20892. 


TMA  Memorial  Library  donates 
medical  books  to  China 

The  Texas  Medical  Association  Memorial 
Library  recently  donated  more  than 
2,000  books,  journals,  and  audiovisuals  to 
the  People’s  Republic  of  China.  These 
materials  were  made  up  of  donations 
from  physicians  and  their  families,  or  ma- 
terials deleted  from  the  library,  which  are 
duplicated  or  updated  titles  or  materials 
outside  the  scope  of  the  library. 

Most  medical  texts  in  China  were  de- 
stroyed during  the  Great  Proletarian  Cul- 
tural Revolution  under  Mao  Tse-tung, 
which  began  in  1966  and  lasted  until 
1976.  Only  a few  carefully  hidden  books 
survived. 

The  library’s  donations  will  be 
freighted  to  a nonprofit  organization 
called  Medical  Books  for  China  in  Santa 
Fe  Springs,  Calif.  From  there  they  will  be 
shipped  to  Tianjim  aboard  a Chinese 
freighter.  The  Chinese  Ministry  of  Health 
will  distribute  the  materials  by  rail  to 
medical  schools  and  other  locations 
throughout  China. 

Medical  Books  for  China  is  currently  fi- 
nanced by  John  M.  Phillips,  MD,  an 
obstetrician  who  founded  the  organiza- 
tion after  a trip  to  China  in  1 979.  He  also 
founded  the  American  Association  of 
Gynecologic  Laparoscopists  and  per- 
formed the  first  laparoscopy  in  China. 

The  Memorial  Library  is  currently  in- 


vestigating future  donation  sites  along 
the  Texas-Mexico  border. 

For  further  information  on  donating 
materials  or  to  offer  information  on  loca- 
tions that  could  use  donated  medical 
textbooks,  please  call  Susan  Michaelson 
at  477-6704,  ext  194. 


MEDICAL  ECONOMICS 


TMA  backs  defendants’  rights 
in  civil  monetary  penalty  process 

Concern  for  the  requirement  that  physi- 
cians use  ICD-9-CM  codes  for  Medicare 
claims  opened  the  door  to  a discussion  of 
the  quasi-criminal  civil  monetary  penalty 
sanction  process,  and  the  result  is  a 
movement  to  provide  those  charged  with 
criminal  offenses  in  the  civil  monetary' 
penalty  sanction  process  the  same  rights 
available  to  defendants  in  criminal 
proceedings. 

Meeting  in  Fort  Worth  May  11  — 14, 
Texas  Medical  Association’s  House  of 
Delegates  approved  a recommendation 
that  TMA  urge  the  American  Medical  As- 
sociation to  ( 1 ) support  legislation  to 
repeal  or  substantially  ameliorate  the 
growing  threat  of  federal  civil  monetary' 
penalty  liability  for  failure  to  utilize 
ICD-9-CM  coding  in  claims  filing  and 
(2)  seek  amendments  to  the  quasi- 
criminal civil  monetary  penalty  sanction 
process.  TMA’s  general  counsel  notes 
that  there  are  48  different  grounds  for 
the  imposition  of  federal  civil  monetary 
penalties.  Procedural  safeguards  available 
to  common  criminals  are  not  available  to 
those  subjected  to  this  process.  For  ex- 
ample, the  trials  in  which  quasi-criminal 
penalties  are  assessed  are  before  US  De- 
partment of  Health  and  Human  Services 
administrative  law  judges,  not  juries.  The 
standard  of  proof  is  a civil  standard,  “pre- 
ponderance of  the  evidence,”  rather  than 
the  higher  criminal  standard  of  “beyond 
a reasonable  doubt.” 

The  recommendation  to  approve  the 
program  came  from  the  Reference  Com- 
mittee on  Socioeconomics,  which  also 
recommended  action  on  other  Medicare 
issues,  including  anesthesia  for  cardiac 
pacemaker  surgery  and  procedures  used 


to  certify  or  decertify  a hospital  medical 
staff  for  Medicare  participation.  The  ref- 
erence committee  also  endorsed  a com- 
mendation for  Victoria  physician  Michael 
Burditt,  MD,  for  challenging  federal  hos- 
pital transfer  regulations. 

Overriding  the  reference  committee’s 
recommendation  against  passage,  TMA’s 
House  of  Delegates  agreed  with  a resolu- 
tion from  Wichita  County  Medical  So- 
ciety that  called  for  Medicare  to  drop  its 
requirement  for  medical  necessity  re- 
view of  the  use  of  general  or  monitored 
anesthesia  during  transvenous  cardiac 
pacemaker  surgery.  The  resolution  em- 
phasized; ( 1 ) it  is  impossible  to  know  in 
advance  all  the  urgent  anesthesia  require- 
ments that  may  be  needed  during  any 
pacemaker  insertion;  ( 2 ) any  given  trans- 
venous pacemaker  insertion  can  be  sub- 
ject to  unexpected  arrhythmias  and 
circulatory  collapse;  ( 3 ) in  the  interest  of 
the  patient’s  safety,  the  immediate  avail- 
ability of  an  anesthesiologist  is  an  un- 
deniable requirement  of  pacemaker 
insertion;  and  (4)  review  of  the  medical 
necessity  of  having  an  anesthesiologist  in 
attendance  is  unnecessary  and  burdens 
physicians  with  additional  unreasonable 
regulatory  requirements. 

The  delegates  agreed  that  TMA  should 
request  that  the  American  Medical  Asso- 
ciation investigate  Medicare’s  review  pro- 
cess to  assure  equitable  participation  by 
the  medical  staff  of  the  hospital  under  re- 
view and  unbiased  reasonable  physician 
reviewers,  and  to  strengthen  the  “woe- 
fully inadequate  due  process  provisions.” 

The  El  Paso  County  Medical  Society 
drafted  the  resolution  after  the  closing  of 
the  city’s  Landmark  Medical  Center.  Al- 
though the  Texas  Department  of  Health 
and  the  Health  Care  Financing  Admin- 
istration recertified  the  hospital  32  days 
after  its  decertification,  the  agencies’ 
actions  caused  the  hospital  to  lose 
8600,000  in  Medicare  revenue  and  cre- 
ated a shortage  of  emergency  rooms,  hos- 
pital beds,  and  intensive  care  facilities  in 
El  Paso,  the  resolution  said.  The  House  of 
Delegates  also  approved  the  medical  so- 
ciety’s request  that  TMA  “assure  that  the 
Commissioner  of  Health  fulfilled  the  obli- 
gations of  a Texas  physician  in  supervis- 
ing the  actions  of  the  Texas  Department 
of  Health  against  Landmark  Medical 
Center.” 

The  delegates  commended  Victoria 


15 


Volume  85  July  1989 


obstetrician-gynecologist  Michael  Bur- 
ditt,  MD,  “for  his  principled  and  tena- 
cious effort  in  challenging  the  sanctions 
leveled  against  him  and  the  inadequacies 
of  acceptable  peer  review  mechanisms 
contained  in  the  federal  transfer  regula- 
tions.” Both  Texas  Medical  Association 
and  the  American  Medical  Association 
have  supported  Dr  Burditt’s  challenge.  At 
press  time,  an  administrative  law  judge’s 
ruling  in  the  case  was  pending.  Dr  Bur- 
ditt  was  charged  with  inappropriately 
transferring  a patient  from  Victoria  to 
Galveston.  The  case,  which  is  the  lirst  in 
the  nation  to  test  federal  transfer  regula- 
tions, demonstrates  that  the  regulations 
deny  physicians  due  process. 

Revised,  expanded  book  looks 
at  business  side  of  medicine 

Physicians  who  plan  to  start  private  prac- 
tices or  those  who  wish  to  review  the 
fundamentals  of  practice  management 
will  benefit  from  the  newly  revised  and 
expanded  edition  of  The  Business  Side  of 
Medical  Practice. 

Available  from  the  American  Medical 
Association,  the  book  is  designed  to  pro- 

Michael Burditt.  MD,  (left)  and  atlome}'  DeWitt 
Alsu/)  discuss  hospital  transfer  regulations  during 
the  TMA  Hospital  Medical  Staff  Section  meeting, 
held  in  conjunction  with  the  House  of  Delegates 
session.  May  11  — 14,  in  Fort  Worth. 


vide  information  needed  to  successfully 
start  and  manage  a medical  practice.  Top- 
ics new  to  this  edition  are  computers  in 
the  medical  office  and  up-to-date  infor- 
mation on  the  pros  and  cons  of  the  vari- 
ous legal  forms  of  organizing  a practice. 

Many  chapters  in  the  book  focus  on 
deciding  how  to  practice,  selecting  the 
place  to  practice,  setting  up  an  office, 
clearing  legal  hurdles  and  securing  pro- 
fessional assistance,  and  the  kinds  of  in- 
surance a physician  should  carry. 

Major  helpful  tips  and  guidelines  will 
be  found  in  the  chapters  on  efficiency 
and  office  operations,  running  the  busi- 
ness side  of  practice,  billing  and  collec- 
tions, and  personnel  management. 
Another  chapter  addresses  personal  fi- 
nancial planning. 

Throughout  the  book  are  various 
forms,  charts,  and  checklists  that  may  be 
reproduced  and  used  by  office  staff. 

The  Business  Side  of  Medical  Practice, 
166  pages,  OP-410/8,  is  available  for  $30 
(20%  discount  for  AMA  members),  from 
the  American  Medical  Association,  Book 
and  Pamphlet  Fulfillment,  PO  Box  10946, 
Chicago,  IL  60610-0946,  or  call 
1-800-826-6895  with  VISA  or  Mastercard 
to  order. 


CAPITAL  COMMENTS 


TMA  proposes  interim  study 
on  homeless  in  Texas 

Looking  ahead  to  the  1991  session  of  the 
Texas  Legislature,  Texas  Medical  Associa- 
tion’s House  of  Delegates  has  called  on 
lawmakers  to  initiate  an  interim  study  on 
the  homeless  in  Texas. 

The  delegates  agreed  to  support  the 
study  during  their  meeting  in  Fort  Worth, 
May  11-14.  With  the  end  of  the  1989 
legislative  session  two  weeks  away,  they 
also  approved  a number  of  recommenda- 
tions for  action  on  AIDS  and  other  public 
health  topics  and  legislative  issues  re- 
lated to  medical  education. 

The  Reference  Committee  on  Public 
Health  and  Scientific  Affairs  recom- 
mended the  interim  legislative  study  of 
the  homeless,  noting,  "...  before  the 
Texas  Medical  Association  can  ade- 
quately address  the  health  needs  of  the 
homeless,  data  on  the  status  of  the  home- 
less in  Texas  are  crucial.”  The  recom- 
mendation for  the  study  came  from  the 
association’s  Council  on  Public  Health, 
which  will  appoint  a task  force  to  analyze 
the  issue. 

Also  in  the  public  health  arena,  the 
delegates  approved  an  action  plan  pro- 
posed by  the  TMA  Ad  Hoc  Inter-Council 
Committee  on  AIDS,  thereby  putting 
TMA’s  support  behind  increased  funding 
for  medical  and  social  services  and  test- 
ing and  counselling  services.  The  plan 
also  calls  for  expansion  of  eligibility  and 
scope  of  Medicaid  in  general,  creation  of 
high  risk  insurance  pool  for  all  cata- 
strophic illnesses,  and  the  concept  of 
community  research  initiatives.  The 
plan’s  components  originated  with  the 
Legislative  Task  Force  on  AIDS.  The  dele- 
gates also  agreed  that  discrimination 
against  AIDS  and  HfV  positive  individuals 
has  deleterious  effects  on  public  health 
and  efforts  to  contain  the  AIDS  epidemic. 
Further,  they  went  on  record  in  support 
of  anti-discrimination  measures,  provid- 
ing they  not  encompass  individuals  who 
work  in  high  risk  situations. 

The  House  of  Delegates  unanimously 
approved  the  reference  eommittee’s 
statement  of  concern,  warning,  “If  the 
Legislature  does  not  address  this  epi- 
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demic  now,  the  consequences  for  public 
health  in  Texas  will  be  dire.  As  Physicians 
Caring  for  Texans,  the  Texas  Medical  As- 
sociation must  speak  out  now  for  sane 
legislation  on  AIDS.  AIDS  is  a public 
health  issue,  not  a criminal  issue  as  the 
Legislature  is  now  beginning  to  frame  it.” 

Earl  Matthew,  MD,  Austin,  presented 
TMA’s  views  and  concerns  in  a Capitol 
press  conference  Tuesday,  May  16. 

The  Reference  Committee  on  Public 
Health  and  Scientific  Affairs  also  recom- 
mended approval  of  the  recommenda- 
tions of  the  association’s  Interprofessional 
Task  Force  on  Pharmacology,  an  ad  hoc 
committee  of  the  Committee  on  Mental 
Health  and  Mental  Retardation.  The 
guidelines  are  designed  to  assure  safety 
controls  on  pharmaceuticals  covered  by 
third-party  payors  and  that  state  authori- 
ties should  address  the  issue.  The  task 
force  reported  that  in  the  interest  of  cost 
containment,  third  party  payors  have  in- 
troduced policies  that  coerce  insured  pa- 
tients to  receive  large  amounts  (three  to 
six  months’  supply)  of  prescription  medi- 
cine at  one  time  so  that  the  item  will  be 
reimbursed.  For  practical  reasons,  mail 
order  medication  suppliers  may  be 
needed,  eliminating  personal  contact 
with  the  patient.  These  policies,  the  t^k 
force  says,  represent  an  unwarranted  in- 
trusion of  third-party  payors  into  the 
pharmacotherapy  delivery  system,  result- 
ing in  a disruptive  effect  on  the  efficiency 
of  the  delivery  team.  The  dangers  include 
an  increased  inadvertent  or  planned 
overdose;  increased  inadvertent  or 
planned  noncompliance;  increased  risk  of 
abuse  of  controlled  substances;  increase 
in  patients  using  mail  order  pharmacy  for 
maintenance  medications,  and  local  phar- 
macy for  other  prescriptions,  allowing 
for  undetected  drug  interactions  and  du- 
plicate medication  therapy  or  abuse;  and 
potential  danger  to  children. 

The  delegates  approved  four  recom- 
mendations addressing  legislation  affect- 
ing medical  education:  a recommenda- 
tion that  TMA  opp'ose  any  legislation  that 
would  regulate  working  hours  of  resi- 
dents, that  TMA  work  with  the  Texas 
Higher  Education  Coordinating  Board  to 
seek  legislative  changes  in  the  Physician 
Student  Loan  Repayment  Program  to 
make  loans  that  are  drawn  on  out-of-state 
banks  or  those  that  were  sold  to  out-of- 
state  banks  eligible  for  repayment,  that 


TMA  support  reenactment  of  legislation 
permitting  tax  deductions  of  interest  for 
student  loans,  and  that  TMA  urge  the 
Texas  Legislature  to  reinstate  at  an 
adequate  level  the  State  Rural  Medical 
Education  Board’s  funding  of  medical  stu- 
dents who  plan  to  practice  in  under- 
served areas. 

Other  legislative  recommendations 
that  won  the  House  of  Delegates’  ap- 
proval supported  the  inclusion  of  a prac- 
ticing physician  on  Texas  Department  of 
Health  (TDH)  survey  and  complaint  in- 
vestigations, joint  efforts  between  TDH 
and  TMA  to  revise  the  Texas  birth  and 
death  certificates,  legislation  addressing 
the  qualifications  of  expert  witnesses’  tes- 
timony in  medical  malpractice  cases,  and 
TMA’s  educating  the  public  about  the 
Texas  Natural  Death  Act.  They  also  ap- 
proved a resolution  requesting  TMA  to 
introduce  and  support  legislation  pro- 
hibiting the  practice  of  health  care  orga- 
nizations paying  physicians  for  patient 
admission. 


NEWSMAKERS 


Five  Texas  physicians  are  serving  on  test 
committees  for  the  National  Board 
of  Medical  Examiners.  KENNETH  Z. 
ALTSHULER,  MD,  Dallas,  is  chairman  of 
the  clinical  sciences — psychiatry  test 
committee.  ROBERT  V.  CUMMINGS,  MD, 
Temple,  serves  on  a test  committee  for 
clinical  competence.  ROBERT  W.  HUFF, 
MD,  San  Antonio,  is  on  the  clinical  sci- 
ences— obstetrics-gynecology  commit- 
tee. SHELDON  L.  KAPLAN,  MD,  Houston, 
serves  on  the  clinical  sciences — pedi- 
atrics committee,  and  CHARLES  T.  VAN 
BUREN,  MD,  is  on  the  clinical  sciences — 
surgery  test  committee. 

FRITZ  E.  BARTON,  JR,  MD,  Dallas,  was 
the  recipient  of  the  Simon  Fredricks 
Award  presented  by  The  American  So- 
ciety for  Aesthetic  Plastic  Surgery 
(ASAPS).  Dr  Barton  was  recognized  for 
his  outstanding  contributions  as  a pan- 
elist during  the  1 988  ASAPS  scientific 
meeting. 

W.  ROBERT  BEAVERS,  MD,  has  been  hon- 


ored by  the  American  Family  Therapy  As- 
sociation for  his  career  achievements  in 
research  and  family  therapy.  The  award 
was  presented  at  the  association’s  na- 
tional meeting  in  June.  Dr  Beavers  is  a 
psychiatrist  in  Dallas. 

ROBERT  RANKIN  BIRD’WELL,  MD,  re- 
cently received  the  1989  Neches  River 
Festival  Man  of  the  Year  Award.  Dr  Bird- 
well,  a Beaumont  oncologist,  received 
the  award  for  his  outstanding  profes- 
sional record. 

The  McLennan  County  Medical  Society 
recently  honored  four  physicians  who 
each  have  practiced  medicine  for  50 
years.  Those  honored  were  GEORGE  C. 
BRYANT,  MD,  a general  surgeon; 
MERCHANT  W.  COLGIN,  MD,  an  inter- 
nist; LAWRENCE  D.  COLLINS,  MD,  a gen- 
eral practitioner;  and  HARVEY  M. 

RICHEY,  MD,  a general  surgeon. 

NATHAN  CEDARS,  MD,  a general  sur- 
geon in  Stephenville,  was  honored  re- 
cently when  a sculptured  copper 
fountain  was  placed  in  his  name  at  Harris 
Methodist  Stephenville  Hospital. 


Fritz  E Barton,  Jr.  MD  (right)  receives  the  Simon 
Fredricks  Award  from  Caspar  Anastasi.  MD, 
immediate  past  president  of  The  American  Society 
for  Aesthetic  Plastic  Surgery. 
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At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

.And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  Wc 
will  never  waver  from  this  commitment. 

Third,  commitment  of  tliis  kind  reciuires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  tlie 
financial  clout  to  do  whatev'^er  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


Serving  Texas  Physicians  Since  1916. 


Offices  in  Dallas.  Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marlej;  (214)  821-4640  • Houston,  K Wayne  Kirk, 
Rick  D.  Bolin,  John  Bedingfield,  (713)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisman,  (512)  490-1081 


J.  HOWARD  FREDERICK,  MD,  San  An- 
tonio, was  recently  elected  president  of 
the  Texas  Geriatrics  Society.  Other  offi- 
cers of  the  society  are  CHIDES  SMYTHE, 
MD,  Houston,  vice  president;  DAVID 
KIBBE,  MD,  Mission,  secretary-treasurer; 
and  DAVID  ESPINO,  MD,  San  Antonio, 
representative  to  the  American  Geriatrics 
Society. 

JIM  GILMORE,  MD,  was  recently  elected 
secretary-treasurer  of  the  Texas  Division 
of  the  United  States  Section  of  the  Inter- 
national College  of  Surgeons.  Dr  Gilmore 
is  a plastic  surgeon  in  Dallas. 

ANTONIO  M.  GOTTO,  MD,  Houston,  has 
been  granted  an  Award  for  Distinguished 
Achievement  by  the  clinical  journal  Mod- 
em Medicine.  Dr  Gotto,  who  was  praised 
for  his  role  as  one  of  the  world’s  premier 
investigators  of  arteriosclerosis,  is  chair- 
man of  the  department  of  medicine  at 
Baylor  College  of  Medicine  and  chief  of 
the  internal  medical  service  at  The  Meth- 
odist Hospital. 

THOMAS  N.  JAMES,  MD,  Galveston,  has 
been  named  as  a charter  member  of  the 
Advisory  Council  to  the  Lunar  and  Plane- 
tary Science  Institute,  a group  that  works 
closely  with  NASA,  researchers,  and  aca- 
demicians in  the  field  of  space  science. 

Dr  James  is  president  of  The  University 
of  Texas  Medical  Branch  at  Galveston. 

GUY  E.  KNOLLE,  JR,  MD,  has  been  elec- 
ted president  of  the  American  Society  of 
Cataract  and  Refractive  Surgery.  Dr 
Knolle  is  an  ophthalmologist  in  Houston. 

ROGER  N.  ROSENBERG,  MD,  was  elec- 
ted president-elect  of  the  American  Acad- 
emy of  Neurology.  Dr  Rosenberg  is 
professor  and  chairman  of  neurology  at 
The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas. 

WILLIAM  F.  ROSS,  MD,  DaUas,  has  been 
elected  vice-president  of  the  American 
Board  of  FamUy  Practice.  Other  Texas 
physicians  who  are  board  members  are 
JANET  P.  REALINI,  MD,  San  Antonio,  and 
NORMAN  F.  GANT,  MD,  Dallas. 

JACK  L.  TURNER,  MD,  Fort  Worth,  has 
returned  recently  from  a two-month  stay 
in  Peshawar,  Pakistan,  where  he  was  serv- 


ing as  a visiting  professor  at  the  Afghan 
Obstetrics  and  Gynecology  Hospital.  This 
was  Dr  Turner’s  28th  tour  to  a Third 
World  country. 


DEATHS 


ROSCOE  B.G.  COWPER,  MD,  Big  Spring 
general  surgeon.  Died  April  21,  1989;  age 
81.  Dr  Cowper  was  a 1932  graduate  of 
the  University  of  Pennsylvania  School  of 
Medicine  in  Philadelphia.  He  served  an 
internship  at  Philadelphia  General  Hospi- 
tal and  his  residency  at  Northwestern 
General  Hospital  in  Philadelphia. 

JOHN  M.  FAGGARD,  MD,  Pleasanton  gen- 
eral surgeon.  Died  March  31,  1989;  age 
73.  Dr  Faggard  received  his  medical  de- 
gree in  1947  from  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas.  He  served  an  externship  and  in- 
ternship at  Parkland  Memorial  Hospital  in 
Dallas.  Dr  Faggard  was  an  honorary  mem- 
ber of  Texas  Medical  Association. 

GEORGE  G.  GILL,  MD,  retired  Beaumont 
orthopedic  surgeon  who  had  moved  to 
Sam  Rayburn.  Died  Feb  18,  1989;  age  73. 
Dr  Gill  graduated  in  medicine  in  1940 
from  Louisiana  State  University  in  Baton 
Rouge.  He  served  his  internship  and  resi- 
dency at  Charity  Hospital  in  New  Or- 
leans. He  served  in  the  US  Army  during 
World  War  11.  Dr  Gill  was  an  honorary 
Texas  Medical  Association  member. 

RALPH  A.  MUNSLOW,  MD,  retired  San 
Antonio  neurosurgeon.  Died  April  18, 
1989;  age  77.  Dr  Munslow  was  a 1936 
graduate  of  Ohio  State  University  College 
of  Medicine.  He  served  an  internship  at 
University  Hospital  in  Columbus,  Ohio, 
and  a residency  at  Henry  Ford  Hospital  in 
Detroit.  During  World  War  II,  he  served 
with  the  US  Army  in  North  Africa  and 
Italy.  Dr  Munslow  was  an  honorary  mem- 
ber of  Texas  Medical  Association. 

HORACE  C.  SWEET,  MD,  retired  San  An- 
tonio obstetrician/gynecologist  who  had 
moved  to  Georgetown.  Died  Feb  22, 
1989;  age  90.  Dr  Sweet  graduated  in 
1930  from  Harvard  Medical  School.  He 


served  internships  in  general  surgery  at 
Boston  City  Hospital,  in  obstetrics  at 
Boston  Lying  In  Hospital,  and  in 
gynecology  at  Free  Hospital  for  Women 
in  Boston.  Dr  Sweet  was  an  honorary 
member  of  Texas  Medical  Association. 

E.  LOWELL  WHITLEY,  MD,  Arlington 
family  practitioner.  Died  May  8,  1989; 
age  59.  Dr  Whitley  received  his  medical 
degree  in  I960  from  The  University  of 
Texas  Medical  Branch  at  Galveston.  He 
served  an  internship  at  John  Peter  Smith 
Hospital  in  Fort  Worth. 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


R.B.G.  COWPER 
Big  Spring,  1907-1989 

J.M.  FAGGARD 
Pleasanton,  1915-1989 

G.G.  GILL 

Beaumont,  1915-1989 


R.A.  MUNSLOW 
San  Antonio,  1 9 1 1 - 1 989 

H.C.  SWEET 

San  Antonio,  1899-1989 

E.L.  WHITLEY 
Arlington,  1929-1989 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend.  □ In  memory  of  □ In  honor  of 

□ Student  $ 5.00  □ Patron  $ 100.00 

kjaMP 

□ Sustaining  $ 1 5.00  □ Life  $ 1 ,000.00 

□ Subscribing  $25.00  OCCASION 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 
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From  the  Lone  Star  State,  a new 
name  in  pharmaceuticals  has 
emerged.  LEXIS  Pharmaceuticals 
combines  innovations  with  a 
sense  of  pride  that  goes  with 
anything  Texan.  We  invite  you 
to  join  those  supporting  this 
dynamic  new  company, 
managed  with  worldwide 
experience,  and  dedicated  to 
quality  products. 

SPAIM-FF* 

provides  more  Ferrous  Fumarate 
(325  mg.)  than  many  ottier  iron 
products  currently  marketed.  A 
daily  iron  deficiency  supplement 
in  a sustained-action  capsule. 

furonatalf,a:“ 

a complete  and  affordable 
combination  of  vitamins  and 
minerals  for  today's  woman 
during  pregnancy  and  lactation. 

HISTAMIC™’ 

antihistamine/decongestant 
capsules.  Provides  1 2-hour  relief 
of  nasal  congestion  and  eusta- 
chian  tube  congestion. 

Support  LEXIS.  A shining  new 
spirit  in  pharmaceuticals,  and 
proud  to  call  Texas  home. 

For  additional  information,  call 
LEXIS  Pharmaceuticals,  Inc. 

800-346-7455 


SPAN-FF 

106  mg  Elemental  Iron 


FURONATAL  FA."» 

Prenatal  Multivitamin  witti  Minerals 


HISTAMIC"® 

Antihistamine/Decongestant 


^LEX^^S'Pharmacajticals,  Inc. 

100  Congress  Avenue  Austin,  Texas  78701 


SPAN-FF® 


1 06  mg  Elemental  Iron 
Description 

Each  SPAN-FF  capsule  contains  325  mg  Ferrous  Fumarale  specially  encased  m bead  form  for  optimal  dispersion 
of  the  iron  content,  thereby  minimizing  the  potential  intolerance,  while  increasing  the  solubility  and  making 
available  a maximum  amount  of  solute  iron.  SPAN-FF  is  tasteless,  odorless,  and  will  not  stain  the  teeth  These 
properties,  combined  with  the  high  availability  of  Elemental  Iron,  make  SPAN-FF  unique  in  action  and  flexible  in 
administration. 

Indications 

SPAN-FF  IS  intended  for  use  m the  treatment  of  iron-deficiency  anemias,  a maintenance  hematinic  for  those 
patients  needing  a daily  iron  supplement  to  maintain  normal  hemoglobin  levels,  frequent  blood  donors,  and  for 
anyone  who  must  use  a diet  of  inadequate  iron  content. 

SPAN-FF  is  indicated  prophylactically  m pregnancy  and  during  lactation  Pregnant  women  need  additional  iron 
to  replace  the  approximately  400  mg  contributed  to  the  fetus  during  gestation,  especially  during  the  last  two-thirds 
of  pregnancy  In  most  cases,  greater  absorption  occurs  during  the  last  trimester  of  pregnancy  rather  than  the 
first.  However,  treatment  delayed  until  the  last  trimester  many  times  will  not  correct  the  anemia 


The  use  of  well-tolerated  Ferrous  Fumarate  provides  high  levels  of  elemental  iron  with  a low  incidence  of  gastric 
distress 

Precautions 

Peptic  ulcer,  regional  enteritis,  and  ulcerative  colitis  may  be  aggravated  by  Ferrous  Fumarate  as  by  other  ferrous 
salts  Severe  iron  poisoning  can  occur  with  overdosage,  particularly  m children. 

Suggested  Dosage 

For  adults  and  children  12  or  more  years  of  age  One  capsule  daily  or  as  directed  by  a physician 

How  Supplied 

NDC  0454-3002-01  bottles  of  100 

NDC  0454-3002-04  professional  sample  bottles  of  4 

Storage 

Store  at  controlled  room  temperature  15  to  SO^C  (59  to  86®F) 


FUROiWMALFA'"^ 

Prenatal  Multivitamin  with  Minerals 


Actions 

Folic  acid  IS  one  of  the  important  hematopoietic  agents  necessary  for  proper  regeneration  of  the  blood-forming 
elements  and  their  functioning  Folic  acid,  given  by  mouth,  stimulates  the  production  of  RBC's,  WBC's,  and 
platelets  in  persons  suffering  from  certain  megaloblastic  anemias 

Indications 

Folic  acid  IS  effective  in  the  treatment  of  megaloblastic  anemias  due  to  a deficiency  of  folic  acid  as  may  be  seen 
m tropical  or  nontropical  sprue,  in  anemias  of  nutritional  origin,  pregnancy,  infancy,  or  childhood 

Contraindications 

Folic  acid  (pteroylglutamic  acid)  is  contraindicated  in  patients  with  untreated  and  uncomplicated  pernicious 
anemia  and  in  those  with  anaphylactic  sensitivity  to  folic  acid  Iron  therapy  is  contraindicated  in  patients  with 
hemachromatosis  and  patients  with  iron  storage  disease  or  the  potential  for  iron  storage  disease  due  to  chronic 
hemolytic  anemia  (e  g . inherited  anomalies  of  hemoglobin  structure  or  synthesis  and/or  red  cell  enzyme  deficien- 
cies, etc  ),  pyndoxine  responsive  anemia  or  cirrhosis  of  the  liver  Cyanocobalamin  is  contraindicated  in  patients 
with  sensitivity  to  cobalt  or  to  cyanocobalamin  (vitamin  6-12). 

Warnings 

Pernicious  anemia  should  be  ruled  out  before  starting  treatment  While  folic  acid  corrects  the  blood  picture  of 
pernicious  anemia,  it  does  not  ameliorate  the  attendant  neurological  involvement  Resistance  to  treatment  may 
be  due  to  depressed  hematopoiesis,  alcoholism,  the  presence  of  antimetabolic  drugs  or  to  deficiencies  of 
vitamins  Iron  deficiency  anemia  may  be  due  to  occult  blood  loss  the  cause  of  which  should  be  determined  and 
treated  appropriately 

Precautions 

Folic  acid  (pteroylglutamic  acid)  and  vitamin  B-12microbiologtc  blood  assays  are  invalidated  by  the  administration 
of  most  antibiotics,  methotrexate  or  pyrimethamine  Folic  acid  (pteroylglutamic  acid)  is  not  effective  m reversing 
the  toxic  effects  of  methotrexate  Folinic  acid  (5-formyltetrahydrofolic  acid)  must  be  used  m that  situation  Black 
tarry  stools  may  be  due  either  to  occult  Gl  bleeding  or  iron  therapy  or  both  Folic  acid  m doses  above  0 1 mg 
daily  may  obscure  pernicious  anemia  in  that  hematologic  remission  can  occur  while  neurological  manifestations 
remain  progressive.  Supplementation  of  the  diet  by  milk  or  other  dietary  sources  of  calcium  may  be  advisable 

Adverse  Reaaions 

Allergic  reactions  have  been  reported  following  both  oral  and  parenteral  administration  of  folic  acid 

Dosage  and  Administration 

One  tablet  daily  after  a meal,  or  as  directed  by  a physician 


Overdosage 

The  average  human  lethal  dose  of  iron  is  about  200-250  mg  iron/kg  body  weight  In  the  case  of  a 4-kg  infant, 
this  is  about  800  mg  iron  or  about  2 grams  anhydrous  ferrous  sulfate  or  ferrous  fumarate 

How  Supplied 

Bottles  of  100  tablets  debossed  with  the  product  code  "7777."  A child  resistant  cap  is  standard  on  bottles  of 
100  and  sample  bottles  of  4 tablets  as  a safeguard  against  accidental  ingestion 

NDC  0454-7777-01  bottles  of  100 

NDC  0454-7777-04  professional  sample  bottles  of  4 

Storage 

Store  at  controlled  room  temperature  15  to  30®C  (59  to  86*F) 

Description 

Each  tablet  contains 

For  pregnant  or  lactabng  women 

Percentage  of  Recommended  Dietary  Allowance  (RDA) 


Vitamin  A (as  Acetate) 

8000  1 U 

(RDA) 

(160%) 

Vitamin  C (as  Ascorbic  Acid) . 

90  mg 

(112.5%) 

Thiamine  (as  Thiamine  Mononitrate  Vitamin  B,)  

2 55  mg 

(170%) 

Riboflavin  ...  .... 

3 mg 

(187%) 

Niacinamide  . . ...  

20  mg 

(125%) 

Calcium  (as  Calcium  Carbonate)  

0.2  g 

(16.5%) 

Iron  (as  Ferrous  Fumarate) 

65  mg 

(100%) 

Vitamin  Dj  . ... 

. . 400  I.U. 

(80%) 

Vitamin  E (as  dl-Alpha  Tocopheryl  Acetate) 

. 30  I.U, 

(214%) 

Vitamin  Bg  (as  Pyridoxme  Hydrochloride)  

. . 10  mg 

(385%) 

Folic  Acid  ...  .... 

1 mg 

(125%) 

Vitamin  8,2  (Cyanocobalamin)  ... 

12  meg 

(300%) 

Iodine  (as  Potassium  Iodide)  ...  .... 

- 150  meg 

(86%) 

Magnesium  (as  Magnesium  Oxide)  . 

100  mg 

(22%) 

Zinc  (as  Zinc  Oxide) 

25  mg 

(125%) 

HISTAMIC'"^ 

Antihistamine/Decongestant 


Indications  and  Usage 

HiSTAMlC  provides  12-hour  relief  of  nasal  congestion  and  eustachian  lube  congestion  associated  with  the 
common  cold,  sinusitis,  and  acute  upper  respiratory  infections  Also  indicated  for  symptomatic  relief  of  perennial 
and  seasonal  allergic  rhinitis,  vasomotor  rhinitis  Decongestants  in  combination  with  antihistamines  have  been 
used  to  relieve  eustachian  tube  congestion  associated  with  acute  eustachian  salpingitis,  aerotitis  and  serous 
otitis  media 

Contraindications 

Patients  with;  severe  hypertension,  severe  coronary  artery  disease,  patients  on  MAO  inhibitors,  narrow  angle 
glaucoma,  urinary  retention,  peptic  ulcers,  or  during  an  asthmatic  attack.  Also  contraindicated  in  patients  with 
hypersensitivity  or  idiosyncrasy  to  sympathomimetic  amines  or  antihistamines 

Warnings 

Antihistamines  may  impair  mental  and  physical  abilities  required  for  the  performance  of  potentially  hazardous 
tasks,  such  as  driving  a vehicle  or  operating  machinery,  cause  drowsiness,  and  may  impair  mental  alertness  in 
children 

Precautions 

Caution  should  be  used  in  patients  with  diabetes,  hypertension,  cardiovascular  disease,  increased  intraocular 
pressure,  hyperthyroidism,  prostatic  hypertrophy,  or  patients  with  a history  of  bronchial  asthma.  SEE  CONTRAIN- 
DICATIONS 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  HISTAMIC  It  is  also  not  known  whether  HISTAMIC 
can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproductive  capacity  HISTAMIC 
should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers 

If  is  not  known  whether  the  drugs  in  HISTAMIC  are  excreted  in  human  milk  Due  to  the  potential  for  serious 
adverse  reactions  in  nursing  infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue 
the  product,  taking  into  account  the  importance  of  the  drug  to  the  mother 


Adverse  Reactions 

Hyperreactive  individuals  may  display  ephednne-like  reactions  such  as  tachycardia,  palpitations,  headache, 
dizziness  or  nausea  Patients  sensitive  to  antihistamines  may  experience  mild  sedation.  Sympathomimetics  have 
been  associated  with  certain  untoward  reactions  including  restlessness,  tremor,  weakness,  pallor,  respiratory 
difficulty,  dysuria,  insomnia,  hallucination,  convulsions,  CNS  depression,  arrythmias  and  cardiovascular  collapse 
with  hypotension.  Possible  side  effects  of  antihistamines  are  drowsiness,  restlessness,  dizziness,  weakness,  dry 
mouth,  anorexia,  nausea,  vomiting,  headache,  nervousness,  blurring  of  vision,  polyuria,  heartburn,  dysuria  and, 
very  rarely,  dermatitis 

Dosage  and  Administration 

One  HISTAMIC  capsule  every  12  hours  for  adults  and  children  over  12  years  of  age. 

How  Supplied 

NDC  0454-3603-01  bottles  of  100  Capsules 

NDC  0454-3603-04  professional  sample  bottles  of  4 capsules 

How  Supplied 

Orange,  clear  HISTAMIC  Sustained-action  Capsules 
Imprint.  MMl/MMI 

NDC  0454-3603-01  bottles  of  100  Capsules 

NDC  0454-3603-04  professional  sample  bottles  of  4 capsules 

Storage 

Store  at  controlled  room  temperature  15  to  SO^C  (59  to  86®F) 

^ LE>dS"Phamnaceuticals,  Inc. 

100  Congress  Avenue  Austin,  Texas  78701 
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A Few  Doctors  Still  Think 
It’s  Smart  To  Own  A Car! 


PRICE: 

PURCHASE 

OPTION: 


MONTHLY 

PAYMENT: 

(approximate) 


BUY: 
*25,000 
NA 
*822 


PRICE: 

PURCHASE 

OPTION: 

(at  36  mos.  lease) 


MONTHLY 
PAYMENT: 

(approximate) 

YOU  SAVE  $342  PER  MO.  X 36  MOS.  = $12,312 


LEASE: 
*25,000 
11,900 
*480 


‘14,074 

Savings  To  Lease 

FUTURE  VALUE  OF  LEASE  P A YMET^  SAVINGS  ASSUMING  9%  RETURN: 

Some  Of  Autoflex’s  Exclusive  Features 


♦ Delivered  to  your  home  or 
office 

♦ No  down  payment 

♦ No  security  deposit 

♦ Closed  end  lease 

♦ Trade  Ins/We  will  purchase 
your  present  vehicle. 


ASK  FOR  LOUIS  MURAD 

1.800-678-FLEX 

(3  5 3 9) 

IN  DALLAS:  (214)  234-0304 
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feature 


71st  legislature  produces  bills 
that  improve  health  care 
in  Texas 


The  71st  Texas  Legislature  adjourned 
May  29,  ending  what  was  an  extremely 
successful  session  for  the  Texas  Medical 
Association.  During  the  140 -day  session, 
TMA  tracked  more  than  600  individual 
bills  and  secured  passage  of  major  legis- 
lation addressing  rural  health  care, 
Medicaid  enhancement,  medical  lia- 
bility’ reform,  and  other  measures  to  im- 
prove the  quality  of  health  care  and  the 
practice  of  medicine.  TMA  also  was 
successful  in  blocking  passage  of  legis- 
lation that  might  have  lowered  the 
quality  of  care. 

As  this  issue  o/ Texas  Medicine  was 
going  to  press.  Gov  Bill  demerits  tvas 
threatening  to  veto  the  rural  health  care 
bill,  House  Bill  18.  That  issue  was  a pos- 
sible agenda  item  for  the  special  session 
Clements  called  for  June  20.  The  special 
session  was  called  specifically  to  deal 
with  workers  compensation  reform,  an 
issue  the  lawmakers  failed  to  resolve 
during  the  regular  session. 

This  article,  prepared  by  Ken  Ortolon, 
public  relations  assistant,  and  the  TMA 
Public  Affairs  staff,  lists  some  of  the 
issues  TMA  was  involved  in  during  the 
71st  session  and  their  outcomes. 

RURAL  HEALTH  CARE  INITIATIVES 

HB  18 

Sponsors;  Rep  Mike  McKinney, 
D-Centerville;  Sen  Chet  Brooks, 
D-Pasadena. 

The  legislature  enacted  substantial  im- 
provements in  rural  health  care  delivery 
systems  through  passage  of  HB  18. 
Dubbed  the  Omnibus  Rural  Health  Care 
Rescue  Act,  the  bill  includes  provisions 
to  increase  health  care  manpower  in 
rural  areas,  create  an  office  of  rural  health 
within  the  Texas  Department  of  Health, 

and  increase  Medicaid  payments  to  rural 

hospitals. 

In  addition,  the  bill  creates  a statewide 
trauma  system  by  authorizing  the  state 
health  department  to  designate  facilities 
as  trauma  centers.  Such  facilities  would 
have  to  meet  nationally  recognized 
guidelines,  and  facilities  not  designated 
would  be  prohibited  from  advertising 
themselves  as  trauma  centers. 

ITie  measure  also  includes  much  of 
TMA’s  medical  liability  reform  package, 
including  requirements  that  expert  wit- 
nesses in  malpractice  cases  be  practicing 


physicians;  instructions  to  a juiy'  must 
note  that  bad  outcomes,  in  themselves, 
are  not  proof  of  negligence;  and  that  the 
state  provide  indemnification  of  up  to 
$ 1 00,000  in  liability  claims  against  physi- 
cians who  treat  Medicaid  and  other  indi- 
gent patients.  The  liability  provisions 
were  part  of  a compromise  negotiated  by 
TMA  and  the  Texas  Trial  Lawyers  Asso- 
ciation. Under  the  indemnification  plan, 
the  state  will  pay  the  first  $100,000  in 
damage  claims  in  obstetrical  and  emer- 
gency room  cases  and  $25,000  in  other 
cases.  To  qualify,  a physician’s  practice 
must  include  at  least  10%  Medicaid  and 
other  indigent  patients,  the  physician 
must  have  at  least  $100,000  in  malprac- 
tice insurance,  and  the  physician  must 
take  at  least  1 5 hours  in  risk  management 
continuing  medical  education. 

The  indemnification  provisions  are  ex- 
pected to  significantly  reduce  malprac- 
tice insurance  premiums  and  encourage 
physicians  to  treat  indigent  patients. 

TMA  Position:  Supported.  TMA 
played  a key  role  in  the  interim  task 
force  that  recommended  most  of  the  pro- 
visions in  the  bill  and  helped  draft  the 
legislation.  TMA  also  worked  with  hospi- 
tals, community  health  clinics,  trial  law- 
yers, and  others  to  reach  a compromise 
on  liability  and  other  issues. 

Status:  The  measure  was  approved  by 
both  the  House  and  Senate  and  sent  to 
the  governor  to  be  signed  into  law.  Gov- 
ernor Clements,  however,  was  threaten- 
ing to  veto  the  bill  due  to  the  indemnifi- 
cation plan.  Clements  favors  caps  on  jury 
awards  in  cases  involving  indigents.  If 
vetoed,  the  rural  health  issue  was  ex- 
pected to  resurface  in  the  special  session 
called  for  June  20  on  workers  compensa- 
tion reform. 

REGIONALIZED  TRAUMA  CARE 

HB  791 

Sponsors;  Rep  Mike  McKinney, 
D-Centerville;  Sen  Frank  Tejeda,  D-San 
Antonio. 

HB  79 1 would  have  established  a state- 
wide system  of  regionalized  trauma  care, 
with  a voluntary  designation  system  that 
would  not  bypass  smaller  regional  or 
rural  hospitals.  The  bill  authorized  the 
Texas  Department  of  Health  to  designate 
health  care  facilities  as  trauma  centers.  It 
required  such  facilities  to  meet  nationally 


recognized  guidelines  and  prohibited  fa- 
cilities that  had  not  been  designated  from 
calling  themselves  trauma  centers.  The 
bill  also  provided  grants  for  initiation  or 
expansion  of  trauma  facilities,  and  pro- 
vided some  liability  relief  for  physicians, 
emergency  medical  services  personnel, 
and  facilities  involved  in  trauma  care. 

TMA  Position:  Supported.  TMA 
worked  to  have  provisions  added  to 
HB  18  when  it  appeared  HB  791  might 
not  pass. 

Status:  HB  791  failed  to  pass,  but 
most  of  its  provisions,  minus  the  liability 
relief,  did  pass  as  part  of  HB  18,  the  Om- 
nibus Rural  Health  Care  Rescue  Act. 

MEDICAID  ENHANCEMENT 


HB  1345 

Sponsors:  Rep  Brad  Wright,  R-Hous- 
ton;  Sen  Chet  Brooks,  D-Pasadena. 

HB  1 345  expands  income  eligibility 
for  Medicaid  and  greatly  improves  finan- 
cial reimbursement  for  Medicaid  care. 
The  bill  boosts  income  eligibility  to 
135%  of  the  federal  poverty  level,  elimi- 
nates the  30-day  limitation  per  spell  of 
illness  for  inpatient  hospitalization,  and 
provides  liability  relief  for  physicians  and 
hospitals  who  care  for  Medicaid  patients. 
The  measure  is  expected  to  add  thou- 
sands of  children,  pregnant  women,  and 
others  to  the  state’s  Medicaid  rolls. 

TMA  Position;  Supported.  TMA  was 
instrumental  in  pushing  the  bill  through 
both  House  and  Senate. 

Status:  Approved  by  both  House  and 
Senate,  and  sent  to  the  governor  to  be 
signed  into  law. 

MEDICAL  LIABILITY 


No  legislation  specifically  on  medical  lia- 
bility was  passed.  However,  key  improve- 
ments in  the  manner  in  which  medical 
liability  cases  are  litigated — particularly 
to  benefit  emergency  and  obstetrical 
care — were  enacted  as  part  of  HB  18. 

AIDS 


SB  959 

Sponsors:  Sen  Chet  Brooks,  D-Pas- 
adena; Rep  Mike  McKinney,  D- 
Centerville. 

Further  legal,  educational,  and  epi- 
demiologic tools  were  added  to  current 
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law  to  help  contain  the  AIDS  epidemic  in 
Texas  through  the  Omnibus  AIDS  Bill,  SB 
959.  The  bill  clarifies  the  legal  protec- 
tions and  duties  of  physicians  and  other 
health  care  providers  treating  AIDS  pa- 
tients; designates  the  Texas  Department 
of  Health  as  the  clearinghouse  for  AIDS 
information  and  funding;  and  establishes 
programs  for  AIDS  treatment,  counseling, 
testing,  and  education.  The  bill  also 
allows  criminal  prosecution  of  HfV'- 
infected  people  who  intentionally  engage 
in  conduct  likely  to  infect  others.  Con- 
troversial provisions  to  make  it  a felony 
for  anyone  with  AIDS  to  spit  on  a law  en- 
forcement officer  or  for  women  with 
AIDS  to  become  pregnant  were  left  out 
of  the  bill. 

TMA  Position:  Supported.  TMA’s 
House  of  Delegates  issued  a strong  state- 
ment of  concern  urging  lawmakers  to 
treat  AIDS  as  a public  health  issue,  not  a 
criminal  one. 

Status:  Passed  by  both  House  and 
Senate,  and  sent  to  the  governor  to  be 
signed  into  law. 

CONFLICT  OF  INTEREST 
DISCLOSURE 


SB  1243 

Sponsor:  Sen  Eddie  Bernice  Johnson, 
D-Dallas. 

SB  1243  would  have  required  a physi- 
cian who  refers  patients  to  a facility  in 
which  he  or  she  owns  a significant  finan- 
cial interest  to  disclose  that  fact  to  the 
patient. 

TMA  Position:  TMA  worked  with  the 
bill  sponsor  to  rewrite  the  legislation  to 
conform  with  Board  of  Councilors 
requirements. 

Status:  Passed  Senate,  but  died  in  the 
House  Committee  on  Public  Health, 
where  it  met  resistance  from  some  pro- 
prietary hospitals. 

PROHIBITION  AGAINST  HOSPITAL 
“DRUMMING” 


SB  1252 

Sponsor:  Sen  Eddie  Bernice  Johnson, 
D-Dallas. 

SB  1252  would  have  prohibited  a 
health  care  entity  from  paying  referral 
fees  to  physicians. 

TMA  Position:  TMA  successfully 
amended  the  legislation  to  distinguish 


CHIROPRACTORS 


between  legitimate  financial  arrange- 
ments between  persons/entities  and  phy- 
sicians, while  prohibiting  the  payment  of 
“bounties”  to  physicians  for  referrals. 

Status:  Passed  Senate  but  died  in 
House  Committee  on  Public  Health. 

DRUG  TESTING  OF  HOSPITAL 
PERSONNEL 


SB  1244 

Sponsor:  Sen  Eddie  Bernice  Johnson, 
D-Dallas. 

SB  1244  would  have  required  hospitals 
to  test  physicians  and  hospital  personnel 
for  drug  use. 

TMA  Position:  TMA  successfully 
amended  the  proposed  legislation  to  per- 
mit testing  only  for  probable  cause  and 
provide  for  due  process  according  to 
guidelines  provided  in  the  Health  Care 
Quality  Improvement  Act  of  1986. 
Status:  Died  in  Senate  committee. 

DIRECT  PAYMENTS  TO  NURSES 

HB  2077 

Sponsor:  Rep  Lloyd  Criss,  D- 
Galveston. 

HB  2077  would  have  allowed  direct 
insurance  payments  to  advanced  nurse 
practitioners. 

TMA  Position:  Opposed. 

Status:  Died  in  subcommittee  of 
House  Committee  on  Insurance. 

NURSE  PRESCRIBING 


SB  1107 

Sponsors:  Sen  Steve  Carriker,  D-Roby; 
Rep  Nancy  McDonald,  D-El  Paso. 

Ostensibly  called  a “rural  health  clinic” 
issue  and  intended  to  allow  state  imple- 
mentation of  the  federal  Rural  Health 
Clinic  Services  Act,  SB  1107  would  have 
permitted  registered  nurses  and  physi- 
cian assistants  to  prescribe  under  stand- 
ing orders. 

TMA  Position:  TMA  successfully  ne- 
gotiated inclusion  of  Rural  Health  Clinic 
Services  Act  implementation  language 
into  HB  18  without  authorizing  non- 
physician prescribing. 

Status:  Compromise  language  passed 
as  part  of  HB  18. 


SB  169 

Sponsor:  Sen  O IL  (Ike)  Harris,  R- 
Dallas;  Rep  Mark  Stiles,  D-Beaumont. 

HB  474  updates  the  1949  law'  under 
which  chiropractors  practice.  It  allows 
chiropractors  to  examine  and  manipulate 
the  spine  and  musculoskeletal  system.  It 
prohibits  chiropractors  from  using  sur- 
ger)’,  prescription  drugs,  x-ray  therapy,  or 
therapy  that  exposes  the  body  to  radio- 
active material. 

TMA  Position:  Supported.  Legislation 
w as  negotiated  by  TMA,  Texas  Ortho- 
paedic Association,  and  chiropractors. 

Status:  Signed  by  governor;  effective 
Aug  28,  1989. 

PHYSICAL  THERAPISTS 


HB  661 

Sponsor:  Rep  Ron  Lew  is,  D- 
Mauriceville. 

HB  66 1 would  have  allowed  physical 
therapists  to  treat  patients  without  a phy- 
sician’s referral. 

TMA  Position:  Opposed.  TMA  at- 
tempted to  negotiate  a compromi.se  with 
representatives  of  physical  therapists,  but 
the  therapists  rejected  a TMA  proposal 
for  a much  more  limited  bill. 

Status:  Died  in  House  Calendars 
Committee. 


LAY  MIDWIFERY 


SB  107 

Sponsor:  Sen  Hector  Uribe, 
D-Brow’nsville. 

SB  1()7  would  have  strengthened  regu- 
lation of  lay  midwives  by  setting  up  basic 
education  requirements  and  establi.shing 
a midwifeiy  coordination  staff  w ithin  the 
Texas  Department  of  Health.  At  TMA’s  re- 
quest, provisions  were  added  requiring 
that  midwives  report  maternal  and  infant 
deaths  and  transfers  to  other  health  care 
providers.  Provisions  allowing  midwives 
to  perform  heel  stick  tests  were  deleted 
at  TMA’s  request. 

TMA  Position:  Supported  as 
amended. 

Status:  Pas.sed  by  Senate,  but  died  in 
House  Committee  on  Public  Health. 
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ACUPUNCTURE 


SB  1590 

Sponsor;  Sen  Chet  Brooks,  D- 
Pasadena. 

SB  1 590  would  have  authorized  inde- 
pendent practice  for  acupuncturists  and 
created  a separate  board  of  acupuncture 
under  the  Texas  Department  of  Health. 
TMA  Position:  Opposed. 

Status:  Passed  the  Senate,  but  died  in 
House  Committee  on  Public  Health. 

PSYCHOLOGISTS 

EL6SB  271 

Sponsor:  Sen  Hector  Uribe, 
D-Brownsville. 

SB  271  would  have  authorized  hospi- 
tals to  grant  psychologists  staff  privileges. 
TMA  Position:  Opposed. 

Status:  Failed  in  Senate  after  tentative 
approval  in  that  chamber. 

MEDICAL  PHYSICISTS 


HB  1967 

Sponsors;  Rep  Brad  Wright,  R-Hous- 
ton;  Sen  Chet  Brooks,  D-Pasadena. 

The  bill  provides  for  state  licensure  of 
medical  physicists. 

TMA  Position;  TMA  supported  but,  at 
the  request  of  the  Texas  Radiological  So- 
ciety, added  clarifying  amendments. 

Status:  Passed  by  both  houses,  and 
sent  to  the  governor  to  be  signed  into 
law. 

DRUG  SAMPLES 


SB  788 

Sponsors:  Sen  Chet  Brooks,  D-Pas- 
adena;  Rep  Erwin  Barton,  D-Pasadena. 

SB  788  authorizes  physicians  to  pre- 
scribe and  dispense  drug  samples  they 
receive  free  from  drug  manufacturers. 
The  samples  would  have  to  be  provided 
free  to  the  patient,  and  physicians  would 
be  required  to  abide  by  all  state  and  fed- 
eral drug  record  keeping  requirements. 

TMA  Position:  Supported.  TMA  nego- 
tiated the  bill  with  pharmacists  and  phar- 
maceutical companies. 

Status:  Passed  by  both  houses, 
and  sent  to  the  governor  to  be  signed 
into  law. 


WORKERS’  COMPENSATION 


HB  1 

Sponsors;  Rep  Richard  Smith,  R-Bryan; 
Sen  Bob  Glasgow,  D-Stephenville. 

HB  1 contained  sweeping  reforms  of 
the  Texas  workers’  compensation  system, 
but  legislative  debate  focused  on  the  trial 
de  novo  issue.  The  House  passed  legisla- 
tion doing  away  with  “trial  de  novo,”  or 
completely  new  trials  in  which  the 
record  and  decision  from  Industrial  Acci- 
dent Board  hearings  are  not  admissible. 
The  House  replaced  jury  trials  with  judi- 
cial reviews  of  the  lAB  actions.  The  Sen- 
ate version  maintained  jury  trials,  but 
allowed  the  evidence  developed  in  lAB 
hearings  to  be  introduced  in  court. 

TMA’s  concerns  regarding  “doctor  shop- 
ping” and  centralization  of  data  were  re- 
solved, with  the  Senate  version  more 
closely  reflecting  TMA’s  position. 

TMA  Position;  TMA  supports  the 
medically  pertinent  provisions. 

Status;  Passed  both  House  and  Senate 
but  negotiations  on  the  trial  de  novo 
issue  stalled  in  a conference  committee, 
killing  the  bill.  Governor  Clements  called 
a special  session  for  June  20  to  renew  de- 
bate on  workers’  compensation  reform. 

STATE  BOARD  OF  INSURANCE 

SB  255 

Sponsors:  Sen  John  Montford,  D- 
Lubbock;  Rep  John  Gavin,  D-Wichita 
Falls. 

SB  255  provides  a comprehensive  re- 
write of  the  regulatory  authority  of  the 
State  Board  of  Insurance,  as  well  as  en- 
hancing data  reporting  requirements. 

The  House  removed  provisions  repealing 
the  insurance  industry’s  exemption  from 
antitrust  laws  and  prohibiting  companies 
from  sharing  premium  and  loss  data. 

TMA  Position:  Supported. 

Status;  Passed  by  both  houses, 
and  sent  to  the  governor  to  be  signed 
into  law. 

MOTORCYCLE  HELMETS 


SB  41 

Sponsors:  Sen  Ted  Lyon,  D-Rockwall; 
Rep  Mike  McKinney,  D-Centerville. 

SB  4 1 requires  all  motorcycle  riders  to 
wear  helmets  that  meet  Texas  Depart- 
ment of  Public  Safety  specifications.  Any 


rider  stopped  for  failing  to  wear  a helmet 
will  be  subject  to  fines,  as  with  any  other 
traffic  violation.  Currently,  only  motor- 
cyclists under  18  years  of  age  are  re- 
quired to  wear  helmets. 

TMA  Position:  Supported. 

Status:  Signed  by  governor;  effective 
Sept  1. 

BREAST  CANCER 


SB  1345 

Sponsors:  Sen  Eddie  Bernice  Johnson, 
D-Dallas;  Rep  Richard  Crawford,  R- 
Amarillo. 

SB  1 345  mandates  physicians  to  pro- 
vide pamphlets  on  alternatives  to  surgery 
to  all  breast  cancer  patients.  TMA  con- 
vinced the  bill  sponsor  to  accept  lan- 
guage rectifying  concerns  of  surgeons. 
The  bill  now  takes  a voluntary  physician/ 
patient  education  approach  to  breast  can- 
cer options,  rather  than  the  mandatory 
disclosure  and  consent  form  originally 
contemplated. 

TMA  Position:  Supported  as 
amended. 

Status:  Passed  by  both  houses, 
and  sent  to  the  governor  to  be  signed 
into  law. 

TANNING  PARLORS 


HB  2352 

Sponsors:  Rep  Ron  Lewis, 
D-Mauriceville;  Sen  Chet  Brooks, 
D-Pasadena. 

HB  2352  requires  tanning  parlors  to 
post  signs  warning  of  potential  health 
hazards  and  imposes  fines  for  failure  to 
do  so. 

TMA  Position:  Supported. 

Status:  Passed  by  both  houses, 
and  sent  to  the  governor  to  be  signed 
into  law. 

SMOKING 


SB  115 

Sponsor:  Sen  Cyndi  Krier,  R-San  An- 
tonio; Rep  Hugo  Berlanga,  D-Corpus 
Christi. 

SB  1 1 5 raises  the  legal  age  to  purchase 
tobacco  products  from  16  to  18. 

TMA  Position:  Supported. 

Status:  Passed  by  both  houses,  and 
sent  to  the  governor  to  be  signed  into  law. 
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STEROIDS 


HB  1507 

Sponsor;  Rep  A1  Granoff,  D-Dallas; 

Sen  Chet  Edwards,  D-Duncanville. 

HB  1 507  adds  anabolic  steroids  and 
growth  hormones  to  the  list  of  con- 
trolled substances.  Possession,  use,  or 
sale  of  the  substances  is  punishable  as  a 
Class  B misdemeanor  or  a felony  with  a 
maximum  term  of  life  in  prison,  depend- 
ing on  the  amount  of  drug  involved. 

TMA  Position:  Supported. 

Status:  Passed  by  both  houses,  and 
sent  to  the  governor  to  be  signed  into  law. 


. , dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 
F.  E.  SEALE,  M.D.,  MEDICAL  DIRECTOR 

STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 


processor  Keepi 
ce  “spell”*boiind? 


Call 

1-800-767-4911 


®pell-checkers  are  great — as  long  as 
the  words  you’re  checking  happen  to  be  in  their  vocabulary.  How  often 
have  you  wished  your  spell-checker  knew  more  about  medicine?  Had 
you  saved  a dime  for  every  time,  you  would  have  enough  already  to  make 
your  wish  come  true: 

Medical  & Pharmaceutical  Speller 
augments  your  word  processor’s  spelling  dictionary  with  over  35,000 
medical  and  pharmaceutical  terms  to  save  you  time  and  money  by 
making  spell-checking  faster  and  more  comprehensive.  Plus,  Pro-Writer 
includes  more  than  60  new  graphics,  like  the  samples  shown,  to  enhance 
your  documents. 

At  only  $89,  the  speller  will  pay  for  itself  quickly 
in  improved  productivity.  If  you  or  your  office  use  WordPerfect,®  Word,® 
or  any  other  word  processor,  Pro-Writer’s  Medical  & Pharmaceutical 
Speller  is  a must! 


CRgrS 


(ompirter  ineurce  t Support 

100  North  80  East 
Provo,  Utah  84606 
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A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Molprocfice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  tor  professional  development? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff, 

★ Time  tor  patients  and  tor  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development, 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year, 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Wont  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
Toll  Free 


What  will  you  tell  her  about 
screening  mammography? 

Many  oT  your  patients  will  hear  about  screening  mam- 
mography through  a program  launched  by  the  American 
Cancer  Society  and  the  American  College  of  Radiology,  and 
they  may  come  to  you  with  questions.  What  will  you  tell  them’ 

We  hope  you'll  encourage  them  to  have  a screening 
mammogram,  because  that,  along  with  your  regular  breast 
examinations  and  their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer,  a disease  which 
will  strike  one  woman  in  lO. 

If  you  have  questions  about  breast  cancer  detection  for 
asymptomatic  women,  please  contact  us, 

I AAAERIOVN  Professional  Education  Depi  American  I891  Preston  white  Dr 

^OVNCER  National  Headquarters  /^(l(^j  College  Of  Reston.  Virginia  22091 

fSOQETY  90ParkAvenue  Radioloav  (703)6-18  8900 

New  York,,  New-  York  10016 
or  your  local  society 


AMA/NET  Simplifies  the  Task 
of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network 
sponsored  by  the  AMA,  it's  easy  to  keep  up  with  the  latest 
clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the 
information  you  need.  . . when  you  need  it.  . . with  just 
your  computer,  a modem  and  your  phone.  No  computer 
expertise  required! 

■ Literature  Searches 

EMPIRES/Excerpta  Medica  • Disease  Information 
MEDLINE  • Social  & Economic  Aspects  of  Medicine 

■ Associated  Press  Medical  News  Service 

■ Professional  Programs 

DXplain"*  - A new  medical  resource  to  expand  the 
physician's  diagnostic  considerations.  From  the 
Massachusetts  General  Hospital  (MCH). 

MEDICOM®  Drug  Interaction 
Database  - The  only  on-line, 
generic  ingredient-based  drug 
interaction  database.  From 
Professional  Drug  Systems,  Inc. 

■ Public  Information  Services 

■ Electronic  Communications 

For  Immediate  Sign-Up 
Call  1-800-426-2873 

Sponsored  by  the  American  Medical  Association. 

AMA/NET  IS  a service  of  SoftSearch,  Inc  and  American  Medical  Compuling,  Ltd  , a subsidiary  of  the  AMA 
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^^ubstance  abuse  is  a growing 
problem  among  health  profession- 
als. At  Timberlawn  Psychiatric 
Hospital,  a special  program  exists 
to  help  health  professionals  over- 
come substance  abuse  problems. 

A range  of  treatment  options, 
individual  and  group  therapy 
programs,  and  other  recovery- 
oriented  services  are  all  geared  to- 
ward the  unique  needs  of  the  health 
professional.  An  individualized 
evaluation  leads  to  selection  of  the 
most  appropriate  treatment  pro- 
gram, which  is  further  enhanced 
by  specialized  aftercare  and  moni- 
toring services.  Treatment  team 
members  include  Board  Certified 
psychiatrists,  clinical  psycholo- 
gists, psychiatric  social  workers 
and  substance  abuse  counselor 
specialists  with  certification  in  their 
field. 

At  Timberlawn,  we  understand 
the  unique  challenges  faced  by 
health  professionals  today,  and 
we're  here  to  help.  For  more 
details  on  our  facility  or  referral 
arrangements,  contact:  Dr.  Edgar 
P.  Nace,  Chief  of  Substance  Abuse 
Services. 

TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 

PROFESSIONALS  HELPING  PROFESSIONALS 

4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  388-1958  • 1-800-426-4944 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  m male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon*  is  indicafed  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  tor  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. ''■2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. "'•3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  '3  ‘‘  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Applied:  Oral  tablets  of  Yocon*  1/12  gr,  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Designer  drugs  are  synthetic  analogs  of  substances 
with  known  psychoactive  properties.  These  analogs 
are  dangerous  due  to  their  direct  pharmacological 
effects  and  the  presence  of  toxic  by-products  that 
occur  during  synthesis.  Three  groups  of  designer 
drugs  are  reviewed  (fentanyl,  meperidine,  and 
methamphetamine  analogs),  and  their  psychoac- 
tive effects  and  clinical  presentations  are 
described. 
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MEPERIDINE  ANALOGS,  METHAMPHETAMINE  ANALOGS 


Designer  drugs  pose  new  threats  to  the 

health  of  persons  who  abuse  drugs.  These 
substances  are  synthetic  analogs  whose 
chemical  structures  differ  slightly  from  compounds 
that  have  known  psychoactive  effects.  The  syn- 
thesis, sale,  and  possession  of  the  analog  is  legal  un- 
til the  Drug  Enforcement  Administration  (DEA) 
demonstrates  a triad  of  adverse  characteristics  and 
places  the  drug  in  Schedule  1 of  the  Controlled  Sub- 
stances Classification  ( 1 ).  The  findings  must  show 
the  substance  to  have  high  potential  for  abuse,  no 
currently  accepted  medical  use  in  treatment  in  the 
United  States,  and  a lack  of  accepted  safety  for  use 
under  medical  supervision. 

Governmental  efforts  to  combat  drug  abuse  have 
focused  considerable  manpower  and  funds  on  stop- 
ping the  flow  of  illegal  drugs  from  other  countries 
into  the  United  States.  This  strategy  may  be  ineffec- 
tive in  light  of  the  fact  that  an  individual  can  syn- 
thesize $2  million  in  synthetic  opioid  in  one  week 
using  common  reagents  and  laboratory  equipment 
( 2 ).  Primary  care  physicians  need  an  understanding 


/.  Fentanyl  and  an  illicit  analog. 


of  the  designer  drugs  that  have  been  identified  at 
this  time.  Physicians  can  play  an  important  role  in 
educating  patients  and  the  general  public  about  the 
risks  of  these  compounds.  Physicians  should  be  able 
to  recognize  clinical  presentations  of  persons  who 
use  these  substances. 

Fentanyl  analogs 

The  term  “designer  drug”  was  first  used  to  describe 
a very  potent  opioid  analog  sold  to  heroin  addicts  in 
California  in  1980  (3).  A person  or  persons  had  syn- 
thesized a compound  200  times  more  potent  than 
morphine  on  a per  milligram  basis,  and  sold  the 
compound  in  “designer”  packaging.  The  street 
name  for  this  compound  was  “China  white,”  as  it  re- 
sembled pure  heroin  from  the  Far  East.  China  white 
could  be  snorted,  smoked,  or  injected  intraven- 
ously, and  caused  a number  of  accidental  overdose 
deaths.  The  drug  could  not  be  identified  by  routine 
toxicologic  screening,  but  was  eventually  identified 
by  radioimmunoassay  as  alpha-methyl  fentanyl  (3). 
There  was  no  previous  description  of  its  synthesis 
in  the  pharmaceutical  literature;  it  is  closely  related 
in  chemical  structure  to  fentanyl,  an  opioid  com- 
monly used  for  analgesia  and  to  induce  general 
anesthesia  (Fig  1 ).  Since  the  isolation  of  alpha- 
methyl  fentanyl,  at  least  three  other  similar  analogs 
have  been  discovered  in  street  drug  samples.  It  is 
estimated  that  fentanyl  analogs  make  up  20%  of  the 
heroin  market  in  California  and  have  caused  at  least 
100  overdose  deaths  in  California  alone.  Because 
these  fentanyl  analogs  are  so  potent,  the  difference 
between  a dose  that  produces  euphoria  and  one 
that  leads  to  respiratory  depression  and  death  is 
slight  (4). 

Persons  who  have  overdosed  on  fentanyl  analogs 
present  with  the  classic  features  of  opioid  intoxica- 
tion. The  level  of  consciousness  can  vary  from  le- 
thargy to  profound  coma,  with  slowed  respiration 
which  may  progress  to  apnea.  The  pupils  are  usually 
pinpoint,  unless  severe  CNS  depression  is  present, 
in  which  case  the  pupils  are  dilated.  Urine  testing 
for  illicit  substances  would  be  negative,  since  doses 
of  fentanyl  analogs  are  in  the  microgram  range,  and 
most  toxicologic  laboratories  do  not  test  for  fen- 
tanyl-type  substances.  The  acute  overdose  can  be 
managed  with  the  establishment  of  an  airway,  provi- 
sion of  respiratory  support,  and  administration  of 
naloxone,  4 mg  intravenously.  It  may  be  necessary 
to  give  repeated  doses  of  naloxone,  as  some  of  the 
fentanyl  analogs  have  long  half-lives,  necessitating 
inpatient  care  for  24  hours  or  longer,  until  evidence 
of  opioid  intoxication  abates. 

Meperidine  analogs 

A compound  with  the  street  names  “new  heroin” 
and  “synthetic  heroin”  was  sold  by  drug  dealers  to 
heroin  addicts  in  the  San  Jose,  Calif,  area  in  1982. 
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langston  and  Ballard  reported  four  cases  of  irrevers 
ible  Parkinson’s  disease  which  developed  rapidly 
after  the  persons  had  injected  new  heroin  ( 5 ).  The 
patients  experienced  symptoms  quite  different  fron 
heroin’s  effect  after  injecting  the  substance:  burning 
sensation  in  the  arm,  intermittent  muscle  jerking 
and  slowness,  progressive  muscular  rigidity,  and 
difficulty  speaking  and  swallowing.  The  active  sub- 
stances were  difficult  to  identify  but  were  even- 
tually found  to  be  a mixture  of  1 methyl-4  phenyl-4 
propionoxy-piperidine  (MPPP)  and  N-methyl-4-phe 
nyl-2,3,^,6-tetrahydropyridine  (MPTP)  (Fig  2). 

MPPP  is  a synthetic  analog  of  meperidine,  an  opioit’ 
with  legitimate  medical  indications  for  analgesia. 
MPPP  causes  a euphoria  similar  to  that  caused  by 
heroin  when  injected.  If  the  chemical  reactions 
needed  to  create  MPPP  are  not  performed  carefully 
substantial  amounts  of  MPTP  are  produced.  MPTP 
has  been  shown  in  animal  studies  to  produce  neu- 
ronal enzyme  inactivation  in  the  substantia  nigra, 
leading  to  cell  death  and  subsequent  Parkinson-like 
syndromes  (6,7).  Another  case  report  of  irreversible 
Parkinson’s  disease  occurred  after  a young  man 
snorted  a mixture  of  MPPP  and  MPTP.  The  Parkin- 
son’s symptoms  respond  to  traditional  treatment 
such  as  levodopa  and  carbidopa,  but  the  symptoms 
recur  if  the  patient  stops  taking  the  medication  ( 5 ). 
In  any  young  person  who  develops  an  irreversible 
Parkinson’s  syndrome  or  the  rigidity  and  mutism 
seen  in  catatonic  schizophrenia,  the  possibility  of 
recent  use  of  a mixture  of  meperidine  analogs 
should  be  considered. 

Methamphetamine  analogs 

A popular  drug  of  abuse  is  3,4  methylenediox- 
ymethamphetamine (MDMA)  (9).  Street  terms  for 
MDMA  include  “Adam,”  “X,”  “ecstasy,”  and  “hug 
drug.”  MDMA  was  first  synthesized  in  a legitimate 
pharmaceutical  laboratory  in  the  early  1900s  and 
thus  is  not  a “designer  drug”  in  the  true  sense  of  the 
term. 

MDMA  is  structurally  similar  to  methampheta- 
mine, a CNS  stimulant,  and  mescaline,  a halluci- 
nogen (Fig  3).  The  possession  and  sale  of  MDMA 
was  legal  and  unrestricted  until  July,  1985,  when 
the  DEA  placed  it  in  Schedule  1 (13).  The  DEA  felt 
the  abuse  of  MDMA  was  wide.spread,  and  a related 
compound,  3,4  methylenedioxyamphetamine  MDA, 
had  been  shown  to  destroy  central  serotonergic 
neurons  in  rats  ( 14).  A recent  study  has  demon- 
strated the  neurotoxic  effects  of  MDMA  in  monkeys 
(15).  Positive  effects  of  MDMA  include  CNS  stimula- 
tion, mood  elevation,  serenity,  enhanced  communi- 
cation, and  improved  interpersonal  relationships 
(11,12). 

Although  possession  and  sale  of  MDMA  is  now  a 
crime,  its  use  continues.  A 1987  survey  of  high 
school  students  in  San  Antonio  showed  that  67% 


felt  that  MDMA  was  easily  obtained  (16). 

There  are  many  potential  adverse  effects  from 
MDMA  usage,  due  to  its  stimulant  properties.  Brown 
and  Osterloh  reported  a case  of  a 32-year-old 
woman  who  developed  fever,  hypotension,  and  pul- 
monary vascular  congestion  after  taking  what  was 
considered  a “safe”  dose  of  MDMA  (17).  In  the 
Dallas  area,  five  deaths  were  reported  associated 
with  recent  ingestion  of  MDMA  or  a similar  analog, 
3,4  methylenedioxyethamphetamine  ( MDEA ) 
known  on  the  street  as  “Eve”  (18). 

Since  MDMA  is  closely  related  to  the 
amphetamines,  acute  psychiatric  disturbances  may 
include  anxiety,  panic,  and  paranoid  thinking.  These 
symptoms  can  be  controlled  by  administering  an 
antipsychotic  medication  such  as  haloperidol.  Treat- 
ment of  the  physical  complications  of  MDMA  is 
largely  supportive.  Hyperpyrexia  should  be  treated 

2.  Meperidine  and  two  illicit  analogs. 


J.  Methamphetamine  and  three  illicit  analogs. 
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with  a cooling  blanket  or  ice  baths,  and  blood  pres- 
sure should  be  controlled  carefully,  as  the  patient 
may  have  hypertension  or  hypotension.  Seizures  can 
be  treated  with  diazepam  (19). 

Conclusions 

ITie  popularity  of  drugs  of  abuse  varies  over  time. 
Use  patterns  are  affected  by  the  availability,  cost, 
and  reputation  of  the  substance  in  the  drug-using 
subculture.  With  the  spread  of  the  AIDS  epidemic, 
some  intravenous  drug  users  may  turn  to  high-po- 
tency designer  drugs,  especially  the  opioids,  be- 
cause of  the  euphoria  produced  by  the  intranasal  or 
smoking  methods. 

ITiis  paper  has  described  three  groups  of  sub- 
stances that  can  cause  significant  morbidity  and 
mortality.  Fentanyl  analogs  are  very  potent  opioids 
and  can  cause  respiratory  depression  and  death. 
Meperidine  analogs  can  cause  irreversible  Parkin- 
son’s syndrome  due  to  the  presence  of  neurotoxic 
by-products.  Methamphetamine  analogs  can  cause 
psychiatric  disturbance  and  multiorgan  system  dys- 
function. MDMA  can  cause  irreversible  destruction 
of  serotonergic  neurons  in  animals. 

There  are  no  “safe”  psychoactive  substances.  As 
new  compounds  are  synthesized  and  used  by  hu- 
mans, health  care  providers  will  continue  to  see  a 
myriad  of  psychiatric  and  physical  complications. 
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Epidemiology  of 
anencephaly  in  Texas, 
1981-1986 


The  incidence  of  anencephalic  births  among  Texas 
residents  for  the  period  1981  through  1986  is  de- 
scribed. The  annual  incidence  of  this  birth  defect 
varied  from  3-8  to  4.3  cases  per  10,000  total  births 
( live  births  and  stillbirths).  The  highest  mean  an- 
nual incidence  was  found  in  East  Texas  and  South 
Texas.  Within  all  ethnic  and  racial  groups  studied, 
females  had  higher  rates  of  anencephaly  than 
males,  and  Spanish-sumamed  residents  had  the 
highest  incidence  of  this  defect,  with  5. 0 cases  per 
10,000  live  births.  Mothers  with  three  or  more  pre- 
vious live  births  or  a history  of  stillbirths  were 
more  likely  to  have  anencephalic  offspring  than 
were  those  without  these  documented  histories. 
Differences  in  the  incidence  of  anencephalic  births 
between  Spanish-sumamed  and  non -Spanish -sur- 
named  whites  were  not  explained  by  differences  in 
parity. 

KEY  WORDS:  ANENCEPHALY,  BIRTH  DEFECTS,  NEURAL  TUBE 
DEFECTS,  FETAL  DEATH,  PERINATAL  MORTALITT',  CONGENITAL 
MALFORMATIONS 


Anencephaly  is  a severe  neural  tube  defect 
characterized  by  acrania,  protruding  eyes, 
prominent  nose,  and  rudimentary  or  absent 
cerebral  hemispheres  and  cerebellum  ( 1 ).  Most 
affected  fetuses  are  stillborn,  and  if  born  alive,  all 
die  soon  after  birth.  Although  there  is  some  knowl- 
edge about  the  epidemiology  of  anencephaly  in  the 
United  States  through  the  Centers  for  Disease  Con- 
trol’s (CDC)  Birth  Defect  Monitoring  Program 
(BDMP)  (2),  little  information  is  available  about  the 
incidence  and  distribution  of  anencephaly  in  Texas. 

An  active  monitoring  system  is  necessary  to  ob- 
tain valid  estimates  of  incidence  of  most  congenital 
malformations.  Several  states  have  developed  birth 
defect  monitoring  programs  for  this  purpose  ( 3 ), 
but  Texas  does  not  have  such  a system.  Previous  in- 
vestigations, however,  have  indicated  that  nearly  all 
cases  of  anencephaly  can  be  detected  through  sur- 
veillance of  vital  records.  In  a study  of  malforma- 
tions in  Iowa,  Hay  found  that  vital  records  ( birth, 
death,  and  fetal  records ) identified  over  90%  of 
cases  ascertained  by  a statewide  hospital  survey  (4). 
Since  little  is  known  about  the  epidemiology  of 
anencephaly  in  Texas,  and  vital  records  are  a good 
source  for  case  ascertainment  of  this  defect,  we 
conducted  a study  using  live-birth,  death,  and  fetal 
death  records  to  describe  the  incidence  of  anen- 
cephaly in  Texas  from  1981  through  1986. 

Methods 

All  deaths  from  1981  through  1986  classified  in  the 
International  Classification  of  Diseases  (ninth  revi- 
sion) (5)  rubric,  (740.0-740.2,  anencephalus  and 
similar  anomalies ) were  identified  through  the 
Texas  Department  of  Health  Bureau  of  Vital  Statis- 


tics ( BVS ).  These  records  were  linked  to  live-birth 
records  using  BVS-linkcd  birth-infant  death  files  for 
1981  through  1983;  deaths  from  1984  through 
1986  were  manually  linked  to  live-birth  records. 
Fetal  death  records  for  the  study  period  were  man- 
ually searched  for  documentation  of  anencephaly. 

Incidence  rates  were  calculated  for  year  of  birth 
per  1 0,000  total  births  ( live  births  and  stillbirths ) 
using  BVS  statistical  data.  Mean  annual  incidence 
rates  were  calculated  per  10,000  live  births  for 
1981  through  1986  for  the  following  variables:  pub- 
lic health  region  of  maternal  residence,  race  and  sex 
of  child,  maternal  age,  parity,  and  history  of  previ- 
ous stillbirths.  Rates  by  public  health  region  were 
ethnic  (Spanish-sumamed,  non-Spanish-surnamed) 
and  race-adjusted  using  the  direct  method  of  adjust- 
ment (6).  The  total  live  births  for  1981  through 
1 986  served  as  the  standard  population. 

Results 

A total  of  727  cases  of  anencephaly  were  identified 
for  1981  through  1986.  Fig  1 shows  the  number  of 
anencephalic  births  identified  from  each  data  source. 
The  greatest  number  ( 56.5%  ) of  cases  were  identi- 
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/.  Sources  of  anencephaly  cases. 


Source 

Number 

% 

Fetal  deaths 

411 

56  5 

Live  births 

297 

-t0  9 

Deaths  ( unmatched ) 

19 

2 6 

Total 

727 

100.0 

2.  Mean  annual  incidence  of  anencephaly  ( adjusted  for  ethnicity  and  race)  by  public  health 
region  of  maternal  residence,  Texas,  1981  through  1986. 
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Anencephaly 


3,  Anencephaly  rates  by  ethnicity  and  sex,  Texas,  1981  through  1986. 


Ethnicity 

Number  of 
Cases 

Number  of 
Live  Births 

Rate  per  10,000 
Live  Births 

NSSN'  white  males 

149 

500,269 

3.0 

NSSN  white  females 

232 

474.113 

4.9 

SSNt  white  males 

108 

274,828 

3.9 

SSN  white  females 

163 

263,746 

6.2 

Black  males 

22 

122,509 

1.8 

Black  females 

36 

118,385 

3.0 

Other  males 

7 

17,708 

4.0 

Other  females 

10 

16,648 

6.0 

Total 

727 

1,788,206 

4.1 

'Non-Spanish  surname 
tSpanish  surname 


4.  Incidence  of  anencephaly  by  maternal  age,  Texas,  1981 
through  1986. 


Maternal  Age 

Number  of 
Cases' 

Number  of 
Live  Births 

Rate  per  10,000 
Live  Births 

< 20 

119 

289,281 

4.1 

20-29 

454 

1,134,764 

4.0 

30-34 

93 

273,824 

3.4 

35-39 

37 

78,246 

4.7 

> 39 

4 

12,198 

3.3 

'Missing  20  cases. 


5.  Incidence  of  anencephaly  by  parity  of  mother,  Texas,  1981  through  1986. 


Number  of  Previous 

Live  Births 

Number  of 

Cases' 

Number  of 

Live  Births 

Rate  per  10,000 
Live  Births 

0 

281 

723,160 

3.9 

I 

214 

573,123 

3.7 

2 

111 

295,770 

3.8 

3 

50 

114,568 

4.4 

4 

25 

47,159 

5.3 

> 4 

25 

44,033 

5.7 

' Missing  2 1 cases. 


6.  Incidence  of  anencephaly  by  ethnicity  and  parity,  Texas,  1981 
through  1986  (rate per  10,000  live  births). 


0-2  Previous 

More  than  2 

Ethnicity 

Live  Births 

Previous  Live  Births 

NSSN'  whites 

3.7 

4.0 

SSN  t whites 

4.4 

6.6 

'Non-Spanish  surname 
tSpanish  surname 


7 Incidence  of  anencephaly  by  history  of  previous  stillbirths  in 
mother,  Texas,  1981  through  1986. 


Previous 

Number  of 

Number  of 

Rate  per  10,000 

Stillbirths 

Cases' 

Live  Births 

Live  Births 

Yes 

35 

54,943 

6.4 

No 

670 

1,73.3,263 

3.9 

'Missing  22  cases 


fled  from  fetal  death  records.  Nineteen  deaths  could 
not  be  linked  to  live-birth  records. 

From  1981  through  1986,  annual  incidence  of 
anencephaly  varied  from  3-8  to  4.3  cases  per  10,000 
total  births  (live  births  and  stillbirths)  with  the 
highest  incidence  in  1981  and  1982  (4.3/10,000 
total  births)  and  the  lowest  incidence  in  1983 
(3.8/10,000  total  births).  Fig  2 shows  the  mean  an- 
nual incidence  of  anencephaly  adjusted  for  ethnicity 
and  race  by  public  health  region.  The  highest  inci- 
dence was  found  in  East  Texas  (particularly  Region 
10)  and  South  Texas  (Region  8). 

Fig  3 provides  sex-  and  race-specific  rates  of  anen- 
cephaly. Within  all  ethnic/racial  groups,  females  had 
higher  rates  than  males.  Spanish-surnamed  (SSN)  fe- 
males had  the  highest  incidence  (6.2/10,000  live 
births ) and  black  males,  the  lowest  incidence 
(1.8/10,000  live  births).  Among  the  four  ethnic/ 
racial  groups  studied,  SSN  births  had  the  highest  in- 
cidence of  anencephaly  with  5.0  cases  per  10,000 
live  births.  In  contrast,  non-Spanish-surnamed  white 
(NSSN)  births  had  a mean  annual  incidence  of  3 9 
cases  per  10,000  live  births. 

Incidence  of  anencephaly  was  not  strongly  corre- 
lated with  maternal  age  (Fig  4),  but  did  show  some 
correlation  with  mother’s  parity  (Fig  5).  The  highest 
incidence  of  anencephaly  (5.7/10,000  live  births) 
occurred  among  mothers  with  five  or  more  previ- 
ous live  births.  Parity-specific  rates  of  anencephaly 
were  compared  between  SSN  and  NSSN  whites  (Fig 
6).  Within  each  parity  category,  SSN  whites  had 
higher  rates  of  anencephaly.  Women  who  reported 
previous  stillbirths  also  had  a higher  incidence  of 
anencephaly  (6.4/10,000  live  births)  compared  to 
women  without  this  documented  history  ( 3-9/ 
10,000  live  births)  (Fig  7). 

Discussion 

From  1981  through  1986,  the  annual  rates  of  anen- 
cephaly changed  only  slightly.  Texas  rates  of  anen- 
cephaly were  consistently  higher  than  the  CDC 
BDMP  rates  for  1981  through  1985.  The  BDMP 
rates  were  based  on  data  derived  from  information 
(of  stillbirths  and  live  births)  sent  by  participating 
hospitals  to  the  Commission  on  Professional  and 
Hospital  Activities  ( 2 ).  The  higher  rates  of  anen- 
cephaly among  females  have  been  documented  in 
other  studies  ( 7 ).  Among  racial  groups,  blacks  have 
been  noted  to  have  a lower  incidence  of  this  defect 
than  whites  (8). 

The  higher  rates  among  SSN  whites  compared  to 
NSSN  whites  are  less  well  documented.  Strassburg 
and  colleagues  (9)  found  an  elevated  risk  for  anen- 
cephalic  births  among  Hispanics  in  Los  Angeles 
County,  using  the  white  non-Hispanic  group  as  the 
reference  category.  For  the  period  1973  through 
1977,  mean  annual  incidence  for  Spanish  births  was 
7.67  per  10,000  live  births  compared  to  4.49  per 
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10,000  live  births  for  non-Spanish  white  births  in 
this  population. 

In  the  present  study,  differences  in  maternal  par- 
ity between  SSN  and  NSSN  whites  did  not  explain 
the  differences  in  incidence  between  these  two 
groups.  Rate  differences  among  SSN  and  NSSN 
whites  might  be  due  to  differences  in  socioeco- 
nomic conditions,  diet,  genetic  factors,  reproduc- 
tive health  and  practices,  maternal  and/or  paternal 
occupational  exposures,  underlying  health  prob- 
lems (eg,  diabetes),  and/or  frequency  of  prenatal 
screening  (serum  and  amniotic  alpha-fetoprotein) 
and  elective  termination  of  pregnancy. 

Some  studies  have  found  maternal  age  to  be  a risk 
factor  in  that  most  of  the  affected  children  are  born 
to  mothers  younger  than  20  or  older  than  35  years 
(10).  In  the  present  study,  the  risk  of  anencephaly 
was  somewhat  higher  among  mothers  less  than  20 
and  also  35  through  39  years  of  age,  but  a clearer 
trend  was  seen  between  increasing  parity  and  in- 
creased incidence  of  anencephaly.  Other  inves- 
tigators have  found  parity  to  be  a risk  factor  for 
anencephaly  with  the  lowest  incidence  among  sec- 
ond live  births  and  increasing  incidence  among 
higher-order  live  births  (10). 

The  regional  differences  of  anencephaly  are  of  in- 
terest from  the  standpoints  of  both  etiology  and 
planning  of  prenatal  screening  and  counselling  pro- 
grams. Even  with  adjustments  for  varying  ethnic 
(SSN  and  NSSN  whites)  and  racial  distributions  of 
live  births  among  public  health  regions,  more  than  a 
fivefold  difference  was  found  between  the  highest 
and  lowest  incidence  areas.  For  the  most  part,  anen- 
cephaly rates  decreased  from  East  Texas  to  West 
Texas.  In  a study  of  birth  prevalence  rates  of  spina 
bifida,  Greenberg  and  colleagues  (11)  also  found 
higher  rates  of  spina  bifida  in  East  Texas  compared 
to  West  Texas. 

In  summary,  this  survey  provides  insight  into  the 
epidemiology  of  anencephaly  in  Texas.  Higher  inci- 
dence rates  for  this  defect  were  found  among  births 
to  SSN  white  mothers;  mothers  with  three  or  more 
previous  live  births  or  a history  of  stillbirth;  and 
among  women  residing  in  East  and  South  Texas. 

This  information  can  be  useful  in  planning  screen- 
ing programs  for  neural  tube  defects  and  developing 
epidemiologic  studies  to  identify  risk  factors,  with 
prevention  of  their  occurrence  as  the  ultimate  goal. 
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Despite  the  high  prevalence  of  mental  disorders 
among  the  child  and  adolescent  population,  a co- 
herent, well-coordinated  system  for  helping  them 
has  not  developed.  Primary  care  physicians  are 
often  frustrated  in  their  attempts  to  find  appropri- 
ate mental  health  services  for  child  and  adolescent 
patients,  particularly  if  their  families  have  limited 
resources  to  pay  for  care.  This  article  gives  an  over- 
view of  the  types  of  child  and  adolescent  mental 
health  services  available  in  Texas,  discusses  entry 
requirements  into  various  sendee  systems,  and 
offers  practical  advice  to  physicians  on  how  to  as- 
sist parents  seeking  care  for  their  children. 

KEV  WORDS:  CHILD  AND  ADOLESCENT  MENTAL  HEALTH 
SERVICES 


An  estimated  1 1.8%  of  children  less  than  18 
years  of  age  suffer  from  a mental  disorder 
( 1 ).  Yet,  as  common  and  disabling  as  these 
disorders  are,  a coherent,  fail-safe  system  for  diag- 
nosing and  treating  them  has  not  developed.  Pri- 
mary-care physicians  dealing  with  emotionally 
disturbed  children  and  adolescents  are  frequently 
frustrated  in  their  attempts  to  find  adequate  services 
for  them.  The  purpose  of  this  article  is  to  provide  a 
general  guide  for  physicians  trying  to  find  child  and 
adolescent  mental  health  care  services  in  Texas.  The 
types  of  .services  commonly  available  are  described 
along  with  their  entry  requirements,  and  sugges- 
tions are  offered  to  assist  physicians  in  helping  fami- 
lies find  appropriate  treatment  for  their  children. 

Our  “system”  of  children’s  mental  health  services 
is  not  really  a system  at  all,  but  rather  a patchwork 
of  subsystems  operating  independently  from  each 
other,  often  with  little  or  no  coordination  of  ser- 
vices. The  major  subsystems  within  the  “system” 
are  the  private  and  public  mental  health  sectors  and 
those  “non-mental  health”  public  agencies  that  pro- 
vide some  form  of  mental  health  care.  Each  sub- 
system and  its  various  components  provide  their 
own  particular  array  of  mental  health  services.  Each 
serves  different,  although  frequently  overlapping, 
segments  of  the  child  population.  And  each  has  dif- 
ferent entry  requirements  to  define  and  limit  its 
responsibility. 

To  illustrate  the  complexity  of  the  mental  health 
“system,”  1 have  chosen  to  describe  the  mental 
health  services  available  for  children  and  adoles- 
cents in  Harris  County.  Although  not  necessarily  the 
same  as  other  areas  of  Texas,  particularly  those  rural 
counties  with  limited  access  to  mental  health  ser- 
vices, the  picture  in  Harris  County  does  illustrate 
the  major  components  of  the  mental  health  “sys- 
tem” and  the  pitfalls  confronting  those  who  use  it. 
The  special  problems  encountered  in  rural  areas  are 
described  in  a separate  section  of  this  article. 


Private  sector  mental  health  care  in  Harris 
County 

The  private  mental  health  sector  offers  a broad 
range  of  services  ranging  from  the  most  intensive 
and  restrictive,  psychiatric  hospitals,  through  in- 
creasingly less  intensive  and  restrictive  residential 
treatment  and  partial  hospitals,  to  the  most  widely 
used  form  of  treatment,  outpatient  care  (2). 

Psychiatric  hospital  settings,  whether  freestanding 
or  as  units  of  general  hospitals,  are  designed  to  deal 
with  the  most  acute  and  disabling  mental  disorders, 
particularly  those  requiring  extensive  involvement 
of  psychiatrists  and  nurses.  They  are  usually  locked, 
secure  facilities,  offering  intensive  multimodal  ther- 
apies in  a highly  structured,  24-hour  setting.  Resi- 
dential treatment  centers  vary  widely  in  terms  of 
patient  type,  staff  composition,  and  program  struc- 
ture. Generally  they  care  for  more  chronically 
disturbed  youngsters  requiring  less  medical  involve- 
ment, lower  staff-patient  ratios,  and  less  varied  and 
intense  therapeutic  services.  Like  hospitals,  residen- 
tial treatment  centers  provide  24-hour  care,  al- 
though usually  in  open,  less  secure  facilities.  Partial 
hospital  settings  provide  a highly  structured  and  in- 
tensive therapeutic  program  during  all  or  part  of  the 
day  for  children  who  are  able  to  live  at  home  with 
their  families.  Often  partial  hospitals  serve  as  a tran- 
sition between  inpatient  and  outpatient  care  for 
children  in  the  recovery  process,  although  they  may 
also  function  independently  as  primary  treatment 
settings.  Like  hospitals,  they  offer  a broad  range  of 
treatment  options  and  frequently  have  a special 
education  program.  Outpatient  treatment  typically 
consists  of  one  or  more  therapy  sessions  per  week 
between  a child  and  a trained  therapist.  These 
therapists,  who  offer  a multitude  of  different  types 
of  therapy,  include  psychiatrists,  psychologists,  so- 
cial workers,  psychiatric  nurses,  and  other  types  of 
state-licensed  therapists.  Care  is  offered  either  in 
clinics,  including  some  nonprofit,  sliding  fee  scale 
programs,  or  in  the  offices  of  private  therapists. 

Increasingly,  private  providers  of  mental  health 
care  have  sought  to  develop  a broad  array,  or  con- 
tinuum, of  services.  This  concept,  based  on  the  in- 
dustrial practice  of  vertical  integration  ( 3 ),  offers 
both  competitive  and  clinical  advantages.  As  third- 
party  payers  seek  to  reduce  costly  hospital  stays,  al- 
ternative forms  of  care,  such  as  residential  treat- 
ment and  partial  hospital,  become  more  attractive. 
Providers  are  at  a competitive  advantage  in  negotia- 
tions with  third-party  payers  if  they  can  offer  to  pro- 
vide all  types  of  mental  health  care.  There  are  clini- 
cal advantages  as  well,  for  such  continuums  of  men- 
tal health  care  allow  children  greater  opportunities 
for  continuity  of  care  (ie,  the  same  psychiatrist  and 
therapist ) and  reduce  painful  dislocations  or  trans- 
fers between  widely  separated  clinical  sites  (4). 

The  private  mental  health  sector  serves  primarily 
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those  children  whose  parents  are  able  to  reimburse 
providers  for  the  care  given,  either  through  their 
health  insurance  or  out  of  their  own  pockets.  In  ad- 
dition, some  private  providers  accept  public  monies 
either  through  contracts  with  various  public  agen- 
cies or  from  Medicaid.  Health  insurance  payments 
in  Texas  increasingly  pay  for  mental  health  care  in  a 
variety  of  settings  (hospital,  residential  treatment, 
partial  hospital,  and  outpatient ) and  most  types  of 
therapists  (psychiatrists,  psychologists,  and  social 
workers).  However,  many  health  insurance  policies 
place  strict  time  and/or  money  caps  on  mental 
health  care  regardless  of  setting,  in  contrast  to  the 
much  more  generous  limits  placed  on  other  forms 
of  health  care.  In  addition,  deductibles  and  copay- 
ments shift  an  increasing  burden  of  payment  onto 
the  consumer,  in  this  case  the  parents  of  mentally  ill 
children.  Since  these  parents  are  generally  young, 
have  smaller  incomes,  and  are  among  the  last  hired 
and  first  fired  ( 5 ),  they  seldom  have  the  means  to 
support  a child  for  long  in  the  private  mental  health 
sector.  With  increasingly  restrictive  caps  on  mental 
health  insurance  benefits  and  difficult  economic 
times,  more  and  more  parents  of  disturbed  children 
must  eventually  seek  care  for  them  outside  the  pri- 
vate mental  health  sector. 

Public  sector  mental  health  care  in  Harris 
County 

In  Harris  County,  the  major  provider  of  public  sec- 
tor mental  health  care  is  the  Mental  Health  and 
Mental  Retardation  Authority  of  Harris  County.  Simi- 
lar to  the  private  mental  health  sector,  MHMRA  pro- 
vides diagnostic  and  treatment  services  in  a variety 
of  treatment  settings  including  hospital,  residential 
treatment,  day  hospital,  and  outpatient  care.  These 
services  are  provided  either  directly  by  the  agency 
or  through  contracts  with  private  and  public 
providers. 

Although  MHMRA  might  be  seen  as  technically 
responsible  for  the  provision  of  care  to  all  emo- 
tionally disturbed  and  mentally  retarded  youth  in 
Harris  County,  regardless  of  ability  to  pay,  the  agency 
has  been  forced  to  set  priorities  for  its  service  deliv- 
ery system.  The  reason  for  this  is  economic;  allo- 
cated state  funds  are  insufficient  to  provide  care  for 
all  children  in  need.  Service  priorities  are  based  on 
assessment  of  current  or  potential  dangerousness 
and/or  dependency  on  external  community  re- 
sources. In  short,  priority  is  given  to  the  children 
and  adolescents  who  either  are,  or  soon  will  be,  at 
risk  of  institutionalization  ( 6 ).  ITiis  leaves  poten- 
tially unserved  a large  “nonpriority  population,” 
children  who  are  not  disturbed  enough  to  qualify 
for  care  under  MHMRA’s  guidelines.  Patients  in  this 
latter  group  must  often  rely  for  care  on  nonprofit, 
sliding  fee  scale  clinics.  With  cutbacks  in  mental 
health  insurance  payments  and  other  types  of  finan- 


cial support,  such  as  charitable  foundations  and  the 
United  Way,  these  providers  are  under  increasing 
pressure  to  generate  income  through  fees.  No-pay 
or  low-pay  patients  may  either  be  turned  away  or 
placed  on  long  waiting  lists.  This  means  that  “non- 
priority” public  patients,  among  whom  one  would 
expect  to  find  those  children  with  the  best  prog- 
nosis for  response  to  treatment,  often  go  without 
needed  mental  health  care. 

Other  providers  of  mental  health  care 

Many  children  in  Harris  County  receive  a variety  of 
mental  health  services  under  the  auspices  of  agen- 
cies whose  primary  objective  is  not  mental  health 
care.  Among  these  are  the  Houston  Independent 
School  District  ( HISD ),  Harris  County  Children’s 
Protective  Services  (CPS),  and  the  Harris  County  Ju- 
venile Probation  Department  (JPD ).  Each  of  these 
agencies  provides  mental  health  care,  primarily 
through  contracts  with  private  providers,  to  chil- 
dren and  adolescents  within  their  system.  Gaining 
access  to  care  is  different  in  each  system.  To  receive 
services  from  HISD  one  must  be  a student  within 
the  district  and  have  a mental  health  problem  that 
interferes  with  learning.  This  latter  qualifier  is  ob- 
viously open  to  broad  interpretation  and  allows  the 
district  to  narrow  its  limits  of  responsibility  for  the 
provision  of  mental  health  services.  To  receive  ser- 
vices from  CPS,  a child  must  have  been  removed 
from  the  custody  of  his  or  her  parents  because  of 
abuse  or  neglect.  And  to  receive  services  from  JPD, 
a child  must  be  involved  in  the  juvenile  justice  sys- 
tem, either  awaiting  court  or  having  been  placed 
under  JPD  care  by  the  court. 

Attempts  at  coordination 

It  has  been  long  recognized  that  coordination  of 
services  is  critical  to  the  development  of  an  effec- 
tive mental  health  system  (7).  Although  unusual, 
there  are  examples  of  such  efforts.  One  to  be  found 
in  Harris  County  is  TRIAD,  a consortium  formed  in 
1974  between  MHMRA,  CPS,  and  JPD  to  fund  resi- 
dential services  for  children  ( 8 ).  The  executive  di- 
rectors of  these  three  agencies  function  as  the 
executive  committee  for  TRIAD.  They  work  jointly 
to  set  annual  priorities  for  TRIAD  funding  and  to 
prepare  a budget  for  submission  to  the  Harris  County 
Commissioners’  Court.  The  funds  approved  by  the 
court  are  then  allocated  by  the  TRIAD  executive 
committee  to  purchase  contract  services  accessible 
to  all  three  agencies. 

Special  problems  in  rural  child  mental  health 
care 

Although  the  major  components  of  the  children’s 
mental  health  system  are  similar  in  urban  and  rural 
areas,  rural  primary-care  physicians  are  confronted 
by  an  additional  set  of  obstacles.  First,  rural  areas 
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are  faced  with  a relative  lack  of  mental  health  re- 
sources, both  human  and  institutional.  The  nation- 
wide shortage  of  child  psychiatrists  is  particularly 
acute  in  rural  areas,  and  there  are  similar  shortages 
of  rural  doctoral-level  psychologists  ( 9 ).  In  Texas, 
70%  of  the  213  child  psychiatrists  listed  in  the 
1988  membership  directory  of  the  American  Acad- 
emy of  Child  and  Adolescent  Psychiatry  practice  in 
the  state’s  four  major  urban  areas  (10).  Institutions 
delivering  specialized  mental  health  services  also 
tend  to  be  concentrated  in  urban  areas.  The  1 988 
roster  of  the  National  Association  of  Private  Psychi- 
atric Hospitals  shows  64%  of  its  44  member  hospi- 
tals located  in  or  near  the  same  four  urban  areas 
( 1 1 ).  In  addition  to  resource  scarcity,  those  mental 
health  resources  that  are  available  are  often  sepa- 
rated by  great  distances,  and  mass  transportation  is 
usually  unavailable.  As  noted  recently,  mental  health 
service  utilization  tends  to  decrease  as  the  distance 
to  the  mental  health  center  increases  (12).  The 
great  distances  separating  professionals  and  institu- 
tions concerned  with  child  mental  health  make  co- 
ordination of  treatment  and  a team  approach  to 
treatment  planning  very  difficult  according  to 
Copans  and  Racusin  in  their  article  on  rural  child 
psychiatiy  . ITiey  suggest  that  the  “ideal”  treatment 
plan  taught  in  urban  medical  centers  may  have  to 
be  modified  to  a more  “realistic,”  if  suboptimal, 
treatment  plan  suitable  to  rural  practice  (13). 

Helping  parents  find  mental  health  care  for 
their  children 

Despite  its  confusing  array  of  services  and  their  var- 
ied entry  requirements,  the  mental  health  “system” 
does  offer  opportunities  for  children  and  adoles- 
cents to  get  needed  mental  health  care.  The  various 
obstacles  to  care — cost,  unavailability  of  services, 
ignorance  of  what  is  available,  or  misunderstanding 
of  what  mental  illness  is — frequently  can  be  over- 
come if  only  one  knows  how  to  go  about  it.  What 
can  primary  care  physicians  do  to  assist  parents  in 
finding  appropriate  mental  health  services  for  their 
children? 

GATHER  INFORMATION 

Physicians  should  try  to  become  informed  of  the  va- 
riety of  mental  health  services  available  in  their  area 
and  the  entry  requirements  for  access  to  each.  This 
can  be  accomplished  by  phone  calls  to  intake  coor- 
dinators at  the  local  child  guidance  clinic,  mental 
health  authority,  child  protective  service,  and  juve- 
nile probation  service,  and  by  a call  to  the  local 
school  district.  In  addition,  some  communities  pro- 
vide guides  to  child  and  adolescent  services.  In  Har- 
ris County  these  are  available  from  the  Mental 
Health  Association  and  The  United  Way. 

Rural  physicians  may  find  it  necessary  to  call  state 
offices  of  such  agencies  as  the  Texas  Department  of 


Mental  Health  and  Mental  Retardation  or  the  Texas 
Department  of  Human  Services  in  order  to  locate 
the  branch  offices  nearest  their  practice. 

DEVELOP  CONTACTS 

Entry  into  the  various  mental  health  subsystems  can 
be  greatly  expedited  by  the  physician’s  personal 
contacts  with  professionals  working  within  each 
subsystem.  To  begin  with,  the  physician  should  de- 
velop a working  referral  relationship  with  a compe- 
tent, well-trained  mental  health  professional  in 
private  practice.  Such  a person  can  provide  consul- 
tation to  the  physician  and  can  provide  more  spe- 
cialized evaluation  and  treatment,  if  necessary.  The 
mental  health  professional  will  also  probably  have 
knowledge  of  other  mental  health  resources  in  the 
community.  He  or  she  can  provide  the  physician 
with  contacts  in  public  subsystems  for  those  pa- 
tients unable  to  afford  private  mental  health  care. 

Rural  physicians  unfamiliar  with  competent  child 
mental  health  professionals  in  their  area  may  be 
able  to  locate  one  by  calling  the  child  psychiatry 
training  director  at  the  nearest  medical  school  or  by 
contacting  a professional  group  such  as  the  Texas 
Society  of  Child  and  Adolescent  Psychiatry  or  the 
American  Academy  of  Child  and  Adolescent  Psychi- 
atry (800-333-7636).  I also  recommend  that  physi- 
cians develop  a working  relationship  with  the  school 
nurse  at  the  public  school  and  with  a social  worker 
in  the  local  child  protective  service  agency. 

EDUCATE  PARENTS 

Physicians  should  help  parents  to  understand  that 
mental  disorders  are  common  conditions  that  can 
be  treated  effectively,  and  that  there  is  no  more 
shame  in  mental  illness  than  in  any  other  kind  of  ill- 
ness. They  should  advise  parents  of  the  need  to 
have  adequate  mental  health  insurance  coverage  for 
their  children  and  themselves.  At  a minimum,  such 
coverage  should  provide  for  30  days  of  inpatient 
psychiatric  care,  60  to  90  days  of  residential  treat- 
ment and  partial  hospital  care,  and  a year  of  once- 
weekly  outpatient  treatment.  Physicians  may  also 
want  to  check  their  own  health  insurance  policies 
to  assure  that  their  families  are  adequately  covered. 

PROVIDE  GUIDANCE  AND  SUPPORT 
Primary-care  physicians  are  often  the  first  persons 
to  whom  parents  turn  for  help  with  a troubled 
child.  There  is  frequently  a temptation  to  rid  oneself 
of  such  patients  as  quickly  as  possible  in  order  to  re- 
turn to  the  care  of  “real  illness.”  However,  the  con- 
tinued involvement,  interest,  and  support  of  a 
trusted  physician  can  often  play  a decisive  role  in 
the  parents’  ability  to  secure  needed  care  for  their 
child.  Parents  are  a child’s  best  advocate.  They  can 
pound  on  the  desk  of  a school  principal,  a mental 
health  administrator,  or  a county  judge  to  keep  their 
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child  from  falling  through  the  many  “cracks”  in  the 
mental  health  “system.”  Yet,  many  become  confused 
and  discouraged  when  confronted  by  the  maze  of 
agencies  with  their  varied  entry  requirements.  By 
sticking  with  parents,  listening  to  their  complaints, 
and  offering  suggestions  about  whom  to  call  for  fur- 
ther help,  physicians  can  enable  parents  to  mobilize 
their  resources  to  fight  for  appropriate  services  for 
their  child. 

TAKE  A PERSONAL  ROLE 

Often  lower-level  personnel  in  mental  health  agen- 
cies do  not  have  the  experience  or  information  nec- 
essary to  provide  the  best  possible  help  to  parents 
and  children.  They  may  interpret  their  agency’s  role 
very  literally  and  be  unwilling  to  bend  the  rules.  In 
such  cases  a physician’s  call  to  an  upper-level  ad- 
ministrator ean  make  the  difference  between  appro- 
priate care  and  no  care  for  a disturbed  child.  Most 
mental  health  administrators  are  sincerely  inter- 
ested in  helping  children  get  the  care  they  need. 
They  are  also  sensitive  to  public  opinion.  Physicians 
occupy  a position  of  respect  in  their  communities 
and  can  often  help  an  administrator  to  do  his  or  her 
best  for  a child. 

WORK  FOR  IMPROVED  MENTAL  HEALTH 
SERVICES 

It  is  an  adage  in  the  provision  of  medical  care  that 
“performance  follows  money”  ( 14).  Adequate  and 
appropriate  mental  health  services  for  children  will 
become  available  only  when  we,  as  a community, 
choose  to  make  them  a top  priority  for  local  and 
state  funding.  Unfortunately  Texas  ranks  quite  low 
among  the  states  in  its  allocation  of  funds  for  mental 
health  (48th  on  a per  capita  basis).  This  limits  the 
services  available  to  mentally  disturbed  children. 
Physicians  can  act  as  powerful  advocates  within 
their  communities  and  the  state  for  allocation  of  in- 
creased private  and  publie  funds  for  children’s  men- 
tal health  care. 
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Central  nervous  system  (CNS)  infection  by  Tox- 
oplasma gondii  is  not  uncommon  in  patients  with 
acquired  immunodeficiency  syndrome  (AIDS).  Ex- 
traneural  toxoplasmosis  has  been  reported  in  the 
heart,  lungs,  testes,  and  skin  of  AIDS  patients  with 
concurrent  CNS  toxoplasmosis.  Toxoplasma  myo- 
carditis is  rare  even  in  AIDS  patients,  except  in 
Haitians.  We  report  the  case  of  a homosexual 
white  man  with  positive  HIV  serology  who  pre- 
sented with  neurological  complaints.  A diagnosis 
of  toxoplasmosis  was  not  established  before  death, 
but  at  autopsy  the  patient  had  cerebral  tox- 
oplasmosis and  Toxoplasma  myocarditis. 

KEY  WORDS;  ACQUIRED  IMMUNODEFICIENCY  SATViDROME 
(AIDS),  TOXOPLASMOSIS,  TOXOPLASMA  GONDII,  MYOCARDITIS, 
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Many  central  nervous  system  (CNS)  pro- 
cesses can  occur  in  patients  with  acquired 
immunodeficiency  syndrome  (AIDS),  in- 
cluding opportunistic  infections,  primary  lym- 
phoma, and  progressive  multifocal 
leukoencephalopathy  ( 1 ).  Infection  with  the  intra- 
cellular protozoal  parasite  Toxoplasma  gondii  is 
not  uncommon  in  persons  who  do  not  have  AIDS, 
and  usually  involves  the  brain.  It  rarely  involves  ex- 
traneural  tissue  such  as  heart,  lung,  lymphatic  sys- 
tem, testis,  and  skin,  however  (2).  In  AIDS,  T gondii 
is  by  far  the  most  common  agent  of  CNS  infection 


/.  Computerized 
tomogram,  with 
contrast,  of  the  head 
showing  mass  lesion 
in  left  thalamus  with 
surrounding  edema 


seen  at  autopsy  ( 3 )•  Extraneural  toxoplasmosis  in 
AIDS  is  almost  always  associated  with  a concurrent 
CNS  toxoplasmosis  (4).  Toxoplasma  myocarditis  has 
rarely  been  reported  in  AIDS  patients,  except  Hait- 
ians, and  is  usually  a clinically  silent  disease  (5).  We 
report  an  AIDS  patient  in  whom  two  organs,  the 
brain  and  heart,  were  infected  by  T gondii  at 
autopsy. 

Case  report 

A 50-year -old  homosexual  white  man,  who  tested 
positively  for  human  immunodeficiency  virus  (HIV) 
antibodies  three  years  prior  to  admission,  was  seen 
at  the  Ben  Taub  General  Hospital  emergency  room 
for  progressive  bilateral  weakness  of  his  legs  over 
the  past  four  weeks.  He  also  complained  of 
numbness  on  his  right  side  and  an  18-kg  (40-lb) 
weight  loss  over  the  past  six  months. 

The  medical  history  was  remarkable  for  pulmo- 
nary tuberculosis  detected  three  months  before  (for 
which  he  was  given  Rifamate  and  Pyridoxine),  alco- 
hol abuse,  and  80  to  100  pack-years  of  cigarette 
smoking.  He  denied  using  intravenous  drugs  or  re- 
ceiving blood  transfusions.  A travel  profile  was 
unobtainable. 

The  patient  was  markedly  cachectic  (body  weight 
of  54  kg  [ 120  lb)  with  height  of  189  cm  about  6 ft  4 
in  ) but  vital  signs  were  normal.  There  were  diffuse 
crackles  in  the  left  lung  field.  Neurological  examina- 
tion showed  symmetrical  weakness  in  his  lower  ex- 
tremities and  decreased  sensation  to  pain  and 
vibration  in  his  right  side.  Laboratory  examination 
of  the  peripheral  blood  revealed  a hemoglobin  level 
of  10.7  g/dL  ( 107  g/L),  platelets  237,000/mm’  (237 
X lOVmm)  and  white  cells  7,800/mm’  (7.8  x 107L). 
A chest  roentgenogram  showed  emphysematous 
changes  with  bilateral  cavitary  lesions  and  a left 
lower  lobe  infiltrate. 

The  patient  remained  neurologically  unchanged 
after  admission.  A CT  scan  of  the  head,  with  con- 
trast, revealed  a non-homogeneous  mass-like  density 
in  the  area  of  the  left  thalamus  with  surrounding 
edema  and  no  enhancement  (Fig  1).  The  cere- 
brospinal fluid  w^  clear,  negative  for  VDRL,  and 
stains  for  acid-fast  bacilli  ( AFB  ) and  fungi  were 
negative.  The  possibility  of  a thalamic  tuberculoma 
was  considered,  and  the  patient  was  given  anti-tu- 
berculosis medication  and  intravenous  dex- 
amethasone  (Decadron).  Subsequently,  a right 
hemiplegia  and  confusion  developed.  Concurrently, 
the  patient’s  respiratory  status  deteriorated,  and  he 
died  on  the  tenth  hospital  day.  A postmortem  ex- 
amination was  granted. 

At  autopsy,  all  five  lobes  of  the  lung  were  consoli- 
dated and  microscopy  revealed  Pneumocystis  car- 
inii  pneumonia  and  superimposed  candidal 
infection.  No  granulomatous  diseases  or  AFB  were 
seen.  The  brain  was  edematous  and  had  petechial 
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hemorrhages.  An  ill-defined  thalamic  mass,  about  3 
X 3 X 2 cm,  was  identified  in  the  left  cerebral  hemi- 
sphere ( Fig  2 ).  Organisms  consistent  with  T gondii, 
both  cyst  (Fig  3)  and  free  forms,  were  found  in  the 
left  thalamic  region  and  in  multiple  small  cortical 
sites  in  the  presence  of  necrotizing  cerebritis.  Sub- 
acute encephalitis  of  HIV  infection  also  was  present. 
The  heart  appeared  normal  on  gross  examination, 
but  microscopic  examination  revealed  multifocal  in- 
flammatory infiltrates  and  parasitic  organisms  con- 
sistent with  T gondii  within  myocytes  associated 
with  myofiber  necrosis  and  loss  {T gondii  myocar- 
ditis, Fig  4).  Examination  of  other  organ  systems 
was  unremarkable. 

Discussion 

Biopsy  is  the  most  direct  diagnostic  procedure  in 
the  patient  with  a mass  in  the  brain.  In  this  patient 
with  AIDS,  biopsy  was  not  done  and  presumptive  di- 
agnosis of  tuberculoma  was  made  based  primarily 
on  medical  history  and  radiological  studies.  An  ac- 
curate diagnosis  is  difficult  without  a brain  biopsy,  a 
procedure  that  poses  a serious  patient  management 
problem. 

Pathologic  changes  in  the  CNS  are  found  in  70% 
to  80%  of  patients  with  AIDS  at  autopsy  (6).  Sub- 
acute encephalitis  (AIDS  encephalopathy,  giant  cell 
encephalitis,  microglial  nodule  encephalitis)  may  be 
seen  in  50%  to  60%  of  AIDS  patients.  There  can  al- 
ways be  superimposed  opportunistic  infection  in 
the  brain.  Toxoplasma  cerebritis  has  been  reported 
in  up  to  50%  of  Haitians  with  AIDS,  and  T gondii  is 
the  most  common  opportunistic  infectious  agent 
(7).  CNS  toxoplasmosis  responds  to  treatment  with 
pyrimethamine  and  sulfadiazine  with  reversal  of 
neurological  deficits  at  one  day  to  two  weeks,  and 
many  clinicians  have  used  empirical  treatment  with 
observed  improvement  in  CNS  toxoplasmosis  (8). 
Anti-Toxoplasma  therapy  is  usually  required  for  the 
lifetime  of  the  patient  due  to  the  Toxoplasma  cyst 
form,  and  toxicities,  including  bone  marrow  sup- 
pression, may  ensue. 

The  constellation  of  neurological  symptoms  and 
signs  in  this  case  suggest  two  processes.  Right-sided 
focal  findings  can  be  explained  by  the  left  thalamic 
mass,  and  the  symmetrical  leg  weakness  and  confu- 
sion may  have  been  due  to  an  encephalitis  by  the 
HfV  infection.  HIV  infection  of  the  brain  has  been 
well  documented  and  can  present  with  memory 
loss,  confusion,  leg  weakness  and,  rarely,  hemisen- 
sory  and  hemiplegic  deficits  (9). 

Toxoplasma  myocarditis  has  been  reported  in 
Haitians  and  intravenous  drug  users  with  AIDS.  Most 
cases  are  incidental  findings  at  autopsy  with  no 
record  of  cardiac  symptomatology,  although  pa- 
tients with  toxoplasmosis  involving  myocardium 
may  exhibit  cardiomegaly,  congestive  heart  failure, 
pericarditis,  and  arrhythmia  ( 10).  A large  propor- 


2,  Coronal  section  of 
the  brain  showing  ill- 
defined  left  thalamic 
mass. 


3-  Cyst  form  of  T 
gondii  ( bradyzoites  ) in 
the  brain  ( hematoxylin- 
eosin  stain,  original 
magnification  x 800  ). 
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tion  of  AIDS  patients  with  Toxoplasma  myocarditis 
are  Haitians.  Plausible  explanations  for  this  observa- 
tion include  a greater  chance  of  exposure  to  this 
parasite  in  a tropical  environment  or  poor  water 
and  sanitary  conditions.  However,  serologic  studies 
for  exposure  to  Toxoplasma  in  Haiti  and  other 
countries  have  not  correlated  this  observation  (11). 

Extraneural  toxoplasmosis  is  almost  always  asso- 
ciated with  CNS  toxoplasmosis  in  the  AIDS  patient; 
however,  histological  evidence  is  important  in 
making  the  proper  diagnosis.  If  a brain  biopsy  is  not 
an  option,  the  presence  of  Toxoplasma  in  other 
organs  may  be  highly  suggestive  that  a concurrent 
infection  in  the  CNS  is  present.  Biopsy  of  extra- 
neural  sites  such  as  the  myocardium,  testes,  or  lung 
may  provide  histological  evidence  suggestive  of 
CNS  toxoplasmosis  in  the  AIDS  patient  with  neu- 
rological complaints.  In  the  future,  reports  of  tox- 
oplasma in  other  organs  in  the  AIDS  patient  will 
increase  the  number  of  extraneural  sites  that  can  be 
examined. 


4.  Inflammatory  focus 
of  myocardium 
showing  myofiber 
degeneration  and  T 
gondii  within  myocyte 
( hematoxylin-eosin 
stain,  original 
magnification  x 200 ). 
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Laser-enhanced 

angioplasty 


We  have  successfully  used  a balloon-guided  laser 
to  ablate  arteriosclerotic  plaque,  thus  permitting 
use  of  standard  angioplasty’  to  treat  seven  patients 
with  severe  peripheral  artery  obstruction.  The  de- 
vice (Lastac  System,  marketed  by  G.V.  Medical,  Inc, 
and  approved  by  FDA  in  December  1988)  is  de- 
signed to  reduce  the  incidence  of  vessel  perforation 
by  using  the  balloon  to  center  an  argon  laser  be- 
tween the  vessel  walls.  A control  monitor  allows 
the  physician  to  determine  the  amount  and  dura- 
tion of  energy  applied.  A lens  on  the  laser  tip  fur- 
ther reduces  risk  of  damage  by  narrowing  the  laser 
beam’s  angle  of  delivery,  and  an  infusion  pump 
cools  tissue  receiving  laser  energy  and  clears  blood 
from  the  beam’s  field.  Each  of  the  seven  patients 
treated  with  the  Lastac  System  continues  to  be  free 
of  claudication,  one  patient  experienced  clinically 
insignificant  vessel  perforation.  Although  this  se- 
ries of  patients  is  quite  small,  we  believe  increased 
use  of  the  system  will  further  demonstrate  its  effec- 
tiveness in  eliminating  plaque  and  probably  will 
reduce  the  occurrence  of  restenosis. 

KEY  WORDS:  ARGON  LASER,  OBSTRUCTION,  PERIPHERAL  VES- 
SELS, CLAUDICATION,  ANGIOPLASTV',  LASTAC  SYSTEM. 


Since  the  inception  of  laser  energy  first  de- 
scribed by  Albert  Einstein  in  1917(1),  athe- 
rosclerotic plaque  ablation  has  been  achieved 
with  various  modalities  (2—5).  Unfortunately,  un- 
controlled laser  energy  can  perforate  vascular  struc- 
tures (6,7),  The  Lastac  System  (G.V.  Medical,  Inc, 
3750  Annapolis  Lane,  Minneapolis,  MN  55447)  uti- 
lizes a balloon  and  a laser  beam  (Fig  1 ) in  com- 
bination to  coaxially  align  the  laser  beam  used  in 
ablating  arteriosclerotic  plaque  (8).  Several  factors 
are  incorporated  in  the  Lastac  System,  which  offers 
many  levels  of  control.  The  control  monitor  allows 
the  physician  to  select  the  amount  and  duration  of 
laser  energy  to  be  applied.  An  infusion  pump  of 
Ringer’s  lactate  with  heparin  irrigates  the  area  of 
plaque  being  ablated,  cools  the  surrounding  tissue, 
and  flushes  blood  from  the  field,  thus  clearing  the 
field  for  the  argon  laser.  The  balloon  catheter  is 
guided  to  the  obstruction  via  a guide  wire  in  stan- 
dard fashion.  The  balloon  catheter  is  coaxially 
aligned  by  the  specially  designed  balloon,  which 
lifts  the  laser  optic  fiber  off  the  wall  of  the  artery 
and  centers  the  fiber  “down  the  barrel”  of  the  ar- 
tery. A special  lens  device  at  the  tip  of  the  optic  fi- 
ber increases  the  exit  angle  of  the  laser,  thereby 
localizing  the  “hot  area”  3 to  4 mm  in  front  of  the 
optic  fiber.  Finally  the  balloon  catheter  is  positioned 
3 to  4 mm  from  the  plaque.  All  these  factors  con- 
tribute to  the  successful  ablation  of  arteriosclerotic 
plaque  and  allow  for  conventional  angioplasty. 

Prior  to  FDA  approval  of  the  Lastac  System  in  De- 


cember 1988,  two  clinical  investigators  had  shown 
that  the  system  can  be  used  safely  in  the  peripheral 
arterial  system  and  with  an  extremely  good  success 
rate  (9,10).  On  Oct  12,  1988  we  successfully  used 
this  system.  Since  then  we  have  u.sed  the  device  to 
treat  six  patients  at  Sam  Houston  Memorial  Hospital 
in  Houston.  The  first  four  of  the  cases  are  briefly  de- 
scribed below. 


A Tom  Garcia.  MD. 
Chief  Investigator. 
I-astac  System,  and 
Chief,  Division  of  Car- 
diology, Sam  Houston 
Memorial  Hospital.  The 
Houston  Heart  Centre, 
9034  Westheimer,  Suite 
425,  Houston,  TX 
77063. 


Case  1 

A 67-year-old  white  woman  presented  with  one- 
week  history  of  documented  loss  of  the  left  femoral, 
popliteal,  and  pedis  dorsalis  pulses.  On  Oct  2 1 , 
1988,  after  documenting  100%  obstruction  of  the 
iliac  artery,  we  delivered  60  J of  argon  laser  energy' 
to  the  obstruction.  Afterward,  with  conventional  an- 
gioplasty, we  opened  the  entire  arterial  system  of 
the  left  leg.  The  patient’s  symptoms  were  com- 
pletely eliminated,  and  she  remained  able  to  walk  at 
the  end  of  May  1 989. 


Case  2 

We  examined  a 77-year-old  white  man  with  a previ- 
ous bypass  graft  to  the  right  superficial  femoral  ar- 
tery who,  since  surgery,  had  suffered  from  claudica- 
tion and  rest  pain  for  18  months.  On  Nov  7,  1988, 
after  documenting  complete  obstruction  of  the  na- 
tive superficial  femoral  artery,  we  delivered  1,750 
J of  argon  laser  energy  and  reconstituted  flow  to 
the  legs.  Conventional  angioplasty  was  performed. 
The  patient  remained  asymptomatic  at  the  end  of 
May  1989. 


Case  3 

A 63-year-old  white  man  presented  with  a history'  of 
claudication  and  10  cm  of  complete  obstruction  of 
the  right  superficial  femoral  artery.  We  applied  140  J 
of  argon  laser  energy  to  this  lesion  (Nov  9,  1989), 
before  performing  conventional  angioplasty.  The  pa- 
tient was  asymptomatic  at  the  end  of  May  1989. 


/ The  Lastac  System 
Photograph 
reproduced  from 
Nordstrom  I.A, 
Castaheda-Zuhiga  WR, 
Young  EG.  et  al  Direct 
argon  laser  exposure 
for  recanalization  of 
peripheral  arteries, 
early  results. 

Radiology 
I6fi.359-.i64.  1988. 
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Case  4 

A 65-year-old  white  man  presented  with  history  of 
claudication  and  documented  left  superficial 
femoral  artery  subtotal  obstruction.  We  delivered 
50  J of  argon  energy  on  Feb  20,  1 989.  Standard  an- 
gioplasty was  employed.  The  circulation  was  re- 
stored, and  the  patient  was  asymptomatic  at  the  end 
of  May  1989. 

Discussion 

The  primary  success  of  each  procedure  was  defined 
as  documented  angiographic  reconstitution  of 
blood  flow  of  the  arterial  system  and  improvement 
of  the  degree  of  obstruction.  Treatment  in  all  seven 
cases  was  successful.  Because  the  system  ablates  ar- 
teriosclerotic plaque  and  vaporizes  the  plaque  to 
steam,  CO,  (water  soluble),  and  particulate  matter 
of  an  order  of  10  to  20  pm,  the  restenosis  rate  may 
be  diminished  (11,12). 

Although  a series  of  seven  cases  is  small,  we  have 
confirmed  several  conclusions.  First,  the  system 
works.  It  can  safely  deliver  controlled  argon  laser 
energy  to  the  plaque  and  vaporize  it.  The  perfora- 
tion rate  is  quoted  as  being  3%  (13).  We  have  had 
only  one  clinically  insignificant  perforation. 

Second,  the  degree  of  success  surpassed  our  fon- 
dest dreams.  1 believe  it  is  the  incorporation  of  the 
balloon  and  laser  technologies  in  a system  that 
offers  many  controls  at  different  levels  that  assists  in 
preventing  trouble.  We  reconstituted  flow  in  very 
difficult  lesions.  ( In  case  2,  for  example,  we  opened 
a 25  cm  complete  obstruction  of  the  superficial 
femoral  artery,  when  surgery  would  have  been  the 
only  alternative.) 

ITiird,  the  system  is  “user  friendly.”  The  argon 
laser  has  been  incorporated  such  that  this  tool  in 
the  catheterization  laboratory'  may  be  useful  in 
crossing  lesions  that  would  be  impassable  with  only 
conventional  angioplasty  and  guide  wires. 

Fourth,  by  applying  direct  laser  energy  to  the  ar- 
teriosclerotic plaque,  there  is  actual  removal  of 
tissue.  It  is  postulated  that  tissue  removal  may  lower 
the  restenosis  rate  from  the  30%  to  50%  range 
often  quoted.  This  remains  to  be  confirmed. 

ITie  logical  extension  of  this  work  in  the  periph- 
eral arterial  system  is  the  possible  application  to 
coronary  arteries.  As  predicted  by  the  work  in  pe- 
ripheral arteries,  the  system  also  works  very  effec- 
tively and  safely  in  the  coronary  artery  ( l4,l  5 ). 

Again  the  restenosis  rate  reduction  remains  to  be 
confirmed.  In  conclusion  we  have  confirmed  the 
system  works  safely  and  with  a high  success  rate. 

We  predict  that  as  our  series  enlarges  in  the  periph- 
eral system  the  trend  will  continue. 


for  their  assistance  and  support  of  this  project.  In  addition, 
special  thanks  go  to  the  administration,  the  catheterization 
laboratory’  team  ( headed  by  Ms  Carol  Lavender,  RN ),  and 
staff  of  Sam  Houston  Memorial  Hospital,  Houston. 
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INFECTIOUS  WASTE 

Send  it  packing  with  Tex-Med 

Disposal  made  easy,  inexpensive  and  safe 


New,  more  stringent  rules  and 
regulations  are  now  in  effect  for 
the  disposal  of  infectious  waste. 
And  there  are  many  agencies 
making  sure  everyone  complies... 
The  Center  for  Disease  Control, 
the  Occupational  Safety  Health 
Act,  The  Environmental  Protection 
Agency,  Texas  Department  of 
Health,  and  city  and  county  health 
departments. 

For  the  individual  practitioner 
and  small  medical  clinic  or  lab,  this 
could  be  a costly  endeavor.  But 
Tex-Med  System  makes  this 
process  easy  and  safe  while  using 


the  most  cost-effective  means  of 
disposal  — the  U.S.  mail  or  U.P.S. 
At  Tex-Med,  we  provide  you  with 
pre-paid  postage  containers  that  are 
regulation  approved  for  the  disposal 
of  infectious  waste  materials,  espe- 
cially sharps  (e.g.  hypodermic 
needles,  syringes,  pasteur  pipettes, 
broken  glass,  scalpel  blades)  and  the 
manifest  forms.  Once  full,  you  just 
drop  them  in  the  mail.  We  then 
provide  you  with  confirmation  that 
your  waste  was  properly  incinerated. 

Dispose  of  your  infectious  waste 
the  easy,  inexpensive  and  safe  way. 

Call  Tex-Med  System. 


TEX  * MED 


. . .Special  Waste  Management  for  Medical  Facilities 

1-800-2TEX-MED 

TEXAS  MEDICAL  ENVIRONMENTAL  DISPOSAL,  INC. 

429  W.  Ben  White  Blvd.  • Austin,  Texas  78704  • 512/440-1919  • 1-800-283-9633 
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Up  from  the  beach:  medical 
waste  disposal  rules! 

The  recent  incidents  of  floating  debris,  garbage,  wood  and 
medical  waste  on  our  nation’s  beaches  have  focused  public 
attention  on  waste  management  problems.  The  handling  and 
disposal  of  solid  waste  remains  a major  unresolved  national 
dilemma.  Increased  use  of  disposables  by  all  consumers,  in- 
cluding the  medical  profession,  and  the  increasing  costs  of 
solid  waste  disposal  options  have  aggravated  the  solid  waste 
situation  ( I ). 

Medical  waste  found  on  beaches  in  the  summer  of  1988 
could  have  been  generated  by  a number  of  sources,  including 
illegal  dumping;  sewer  overflow;  storm  water  runoff;  illegal 
drug  users;  and  inadequate  handling  of  solid  waste  at  land- 
fills and  coastal  transfer  facilities,  which  receive  waste  from 
doctors’  offices,  laboratories,  and  even  legitimate  home  users 
of  syringes.  As  officials  from  New  Jersey  have  determined,  the 
beach  garbage  is  no  mystery.  It’s  coming  from  you  and  me  (2). 

In  response  to  the  perceived  medical  waste  disposal  prob- 
lem, various  state  and  federal  agencies  have  adopted  rules  to 
regulate  and  control  the  disposal  of  medical  waste.  This  ar- 
ticle outlines  the  more  significant  rules  that  apply  to  medical 
waste. 


50 


Medical  waste  defined 

The  Texas  Department  of  Health  defines  medical  waste  in  a 
number  of  different  ways  depending  on  how  the  waste  was 
generated.  The  rule  refers  to  medical  waste  as  “special  waste 
from  health  care  facilities”  and  defines  it  as  a solid  waste  that,  if 
improperly  treated  or  handled,  may  transmit  infectious  dis- 
ease(s).  It  comprises  animal  waste,  bulk  blood  and  blood  prod- 
ucts, microbiological  waste,  pathological  waste,  and  sharps  ( 3 )■ 
These  terms  are  further  defined  as  follows: 

Animal  waste.  Carcasses  of  animals  intentionally  exposed  to 
pathogens;  body  parts  of  animals  intentionally  exposed  to 
pathogens;  whole  bulk  blood  and  blood  products,  serum, 
plasma,  and  other  blood  components  from  animals  intention- 
ally exposed  to  pathogens;  and  bedding  of  animals  inten- 
tionally exposed  to  pathogens. 

Anatomical  remains.  The  remains  of  a human  body  donated 
for  teaching  or  research  to  a medical  school,  a teaching  hospi- 
tal, or  a medical  research  facility,  after  completion  of  the  activi- 
ties for  which  the  body  was  donated. 

Blood  and  blood  products.  All  waste  bulk  human  blood, 
serum,  plasma,  and  other  blood  components  of  a volume  of 
100  ml  or  more. 

Microbiological  waste.  Cultures  and  stocks  of  infectious 
agents  and  associated  biologicals;  cultures  of  specimens  from 


Medicine  and  the  l^w  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


medical,  pathological,  pharmaceutical,  research,  clinical,  com- 
mercial, and  industrial  laboratories;  discarded  live  and  attenu- 
ated vaccines;  disposable  culture  dishes;  and  disposable 
devices  used  to  transfer,  inoculate,  and  mix  cultures. 

Pathological  wastes.  This  category  includes  but  is  not  lim- 
ited to:  human  materials  removed  during  surgery,  labor  and  de- 
livery, autopsy,  or  biopsy,  including  body  parts,  tissues  or 
fetuses,  organs,  and  bulk  blood  and  body  fluids  (a  volume  of 
100  ml  or  more  );  products  of  spontaneous  human  abortions, 
including  body  parts,  tissues,  fetuses,  organs,  and  bulk  blood 
and  body  fluids,  regardless  of  the  period  of  gestation;  labora- 
tory specimens  of  blood  and  tissue  after  completion  of  labora- 
tory examination;  and  anatomical  remains. 

Sharps.  Hypodermic  needles;  hypodermic  syringes  with  at- 
tached needles;  scalpel  blades;  razor  blades  and  disposable 
razors  used  in  surgery,  labor  and  delivery,  or  other  medi- 
cal procedures;  Pasteur  pipettes;  and  broken  glass  from 
laboratories. 

Entities  covered  by  the  rules 

A wide  range  of  health  care  providers  and  facilities  are  re- 
quired to  comply  with  the  rules  concerning  special  waste  from 
health  care  facilities.  The  rules  apply  regardless  of  whether  a 
publicly  or  privately  owned  facility  generated  the  waste.  The 
rules  specifically  list  22  different  health  care  facilities,  includ- 
ing ambulatory  surgical  centers;  abortion  clinics;  blood  banks 
and  blood  drawing  centers;  clinics  ( including  medical,  dental, 
and  veterinary);  educational  instruction  health  centers;  hospi- 
tals; minor  emergency  centers;  occupational  health  clinics  and 
clinical  laboratories;  and  professional  offices,  including  but  not 
limited  to  the  offices  of  physicians  and  dentists  (4). 

The  only  exception  to  these  rules  applies  to  single  or  multi- 
family dwellings  and  to  hotels,  motels,  or  other  accommoda- 
tions that  provide  the  public  lodging  and  other  services  (5). 

Methods  of  treatment  and  destruction 
The  approved  methods  for  treatment  and  disposition  of  special 
waste  from  health  care  related  facilities  are  handled  according 
to  the  type  of  waste  produced  (6).  In  general,  the  methods 
used  are  steam  sterilization,  incineration,  burial  or  interment, 
thermal  inactivation,  grinding  (often  used  in  conjunction  with 
another  method ),  chemical  disinfection,  or  encapsulation  in  a 
matrix  that  will  solidify  and  significantly  reduce  the  possibility 
of  puncture  wounds  in  a sanitary  landfill. 

Fig  1 , produced  by  the  Texas  Department  of  Health  as  an  aid 
to  understanding  its  rules,  succinctly  sets  out  special  wastes 
and  approved  methods  of  treatment  and  disposal.  The  chart  is 
not  part  of  the  rules  and  should  a question  arise,  the  rules 
should  be  consulted  and  followed.  It  is  important  to  remember 
that  if  a waste  is  not  listed,  then  it  is  a normal  waste  and  may 
be  disposed  of  as  a normal  waste. 

Enforcement 

ITie  rules  took  effect  April  4,  1 989,  and  TDH  will  begin  en- 
forcement April  4,  1990.  During  this  year  the  Department  of 
Health  will  adopt  additional  rules  concerning  special  waste  dis- 
posal, and  affected  departments  will  incorporate  the  definition 
and  methodology  into  current  rules  (7). 
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A violation  of  any  provision  of  the  act  or  any  rule,  regula- 
tion, permit,  or  license  is  subject  to  a civil  penalty  of  not  less 
than  $100  nor  more  than  $25,000  per  day  for  each  violation. 
Where  it  appears  that  a person  has  violated  or  is  violating  or 
threatening  to  violate  any  provision  of  the  Solid  Waste  Treat- 
ment Act  or  any  rule,  permit,  or  license,  then  injunctive  relief 
also  is  authorized  (8).  ITie  appropriate  regulatory'  programs  of 
the  Department  of  Health  concerning  abortion  clinics,  am- 
bulatory surgical  centers,  birthing  centers,  emergency  medical 
services,  home  health  agencies,  special  residential  care  facili- 
ties, hospitals,  and  long  term  care  facilities  will  have  one  year 
from  the  effective  date  of  the  rules  addressing  special  waste 
from  health  care  related  facilities  to  incorporate  the  definition 
and  methodology  of  those  rules  into  their  own  respective  gen- 
eral program  rules.  A violation  of  one  of  the  rules  of  the  appli- 
cable program  also  would  invoke  the  relevant  sanctions  of  that 
program. 


Occupational  Safety  and  Health  Administration  rules  also 
apply 

The  Occupational  Safety  and  Health  Administration  (OSHA) 
enforces  a “general  duty”  for  employers.  This  “general  duty” 
requires  that  each  employer  furnish  each  of  his  employees  job 
duties  and  a place  of  employment  that  are  free  from  recog- 
nized hazards  that  cause  or  are  likely  to  cause  death  or  serious 
physical  harm  to  his  employees  (9).  Moreover,  the  law  re- 
quires that  the  employer  comply  with  occupational  safety’  and 
health  standards  promulgated  under  the  authority  of  the  stat- 
ute (10).  It  follows  that  this  statute  creates  a legal  duty  for  em- 
ployers to  provide  a safe  work  place  for  employees  when  they 
handle  infectious  wastes. 

OSHA  has  issued  instructions  concerning  enforcement  pro- 
cedures for  occupational  exposure  of  health  care  workers  to 
hepatitis  B virus  (HBV)  and  human  immunodeficiency  virus 
(HfV)  (11).  These  procedures  define  a health  care  worker  as: 


I.  Techniques  for  treatment  of  special  waste  from  health  care  related  facilities. 


Treatment  Techniques — Decontamination  ‘ 

Type  of  Special  Waste  from 

Steam 

Thermal 

Chemical 

Health  Care  Related  Facilities 

Sterilization  ^ 

Incineration 

Inactivation^ 

Disinfection^ 

Other 

Animal  waste: 

Carcasses 

A 

A 

FF 

Body  parts 

AB 

A 

F 

Whole  blood,  serum,  plasma,  other  blood  components 

AB 

A 

AB 

AB 

F 

Animal  bedding 

A 

A 

F 

Bulk  blood  and  blood  products 

A 

A 

A 

AB 

B 

Microbiological  wastes  ( all  types ) 

A 

A 

A 

A 

Pathological  wastes: 

The  following  materials  removed  during  surgery, 
labor  and  delivery,  autopsy,  or  biopsy: 

Body  parts 

C 

A 

C 

Tissues,  fetuses,  or  organs 

C 

A 

BC 

Bulk  blood  and  body  fluids 

Products  of  spontaneous  human  abortion. 

A 

A 

AB 

AB 

B 

Body  parts,  tissues,  or  organs 

C 

A 

C 

Bulk  blood  and  body  fluids 

A 

A 

AB 

AB 

B 

Laboratory  specimens  of  blotxl  and  tissue 

AB 

A 

B 

Anatomical  remains 

c 

C 

Sharps: 

Hypodermic  needles,  syringes  with  needles. 

scalpel  blades,  razor  blades 

D 

D 

D 

G 

Pasteur  pipettes  and  broken  gla.ss  from  laboratory 

D 

D 

D 

'Any  one  of  the  decontamination  treatments  listed  for  a given  item  may  be  used. 

^Steam  sterilization:  autoclaving  at  1 20“  C,  at  15  psi  for  at  least  ,50  minutes.  Longer  times  are  required  depending  on  the  amount  of  waste,  the  presence  of  water,  and  the 
type  of  container  used. 

^Thermal  inactivation:  dry  heat  at  160°  C,  under  atmospheric  conditions  for  at  least  2 hours.  This  relates  to  time  of  exposure  after  attaining  the  specific  temperature  and 
does  not  include  lag  time.  Use  of  a lower  temperature  requires  a longer  exposure  time 

■*  Chemical  disinfection:  the  use  of  a household  bleach  or  F.PA-approvcd  chemical  disinfectant/sterilant.  Check  manufacturer’s  direction  for  use 
Treatment  Methods — Waste  Disposal  Following  Decontamination: 

A Deposition  in  a sanitary  landfill  in  accordance  with  Solid  Waste  Management  rules  { 25  TAC  .525 ) for  disposal. 

B Grinding  and/or  flushing  into  a sanitary  sewer  system  in  accordance  with  local  sewage  discharge  requirements. 

C Interment. 

D Placed  in  a puncture-resistant  container  and  deposited  in  a sanitary  landfill  in  accordance  with  the  Solid  Waste  Rules. 

F For  non-contagious  pathogens,  burial  on  site  under  supervision  of  Texas-licensed  veterinarian. 

F Non-contagious  pathogens,  send  to  rendering  plant 
G Fncapsulation  in  solid  matrix  and  landfill  disposal. 
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An  employee  of  a health  care  facility  including,  but  not  lim- 
ited to,  nurses,  physicians,  dentists  and  other  dental  workers, 
optometrists,  podiatrists,  chiropractors,  laboratory  and 
blood  bank  technologists  and  technicians,  research  labora- 
tory scientists,  phlebotomists,  dialysis  personnel,  para- 
medics, emergency  medical  technicians,  medical  examiners, 
morticians,  housekeepers,  laundry  workers  and  others 
whose  work  may  involve  direct  contact  with  body  fluids,  as 
defined  below,  from  living  individuals  or  corpses. 

Body  fluids  are  defined  as: 

. . . fluids  that  have  been  recognized  by  CDC  as  directly 
linked  to  the  transmission  of  HfV  and/or  HBV  and/or  to 
which  universal  precautions  apply:  blood,  semen,  blood 
products,  vaginal  secretions,  cerebrospinal  fluid,  synovial 
fluid,  pleural  fluid,  peritoneal  fluid,  pericardial  fluid,  amniotic 
fluid,  and  concentrated  HIV  or  HBV  viruses. 

OSHA  also  requires  that  employers  of  health  care  workers 
establish  an  infectious  control  ( IC ) program.  An  1C  program  is 
the  oral  or  written  policy  and  implementation  of  procedures 
relating  to  the  control  of  infectious  disease  hazards  where  em- 
ployees may  be  exposed  to  direct  contact  with  body  fluids 
(11).  The  1C  program  must  comply  with  certain  standards. 

One  standard  concerns  waste  disposal.  It  provides  in  part: 

Waste  disposal,  (i)  Any  receptacle  used  for  putrescible  solid 
or  liquid  waste  or  refuse  shall  be  so  constructed  that  it  does 
not  leak  and  may  be  thoroughly  cleansed  and  maintained  in 
a sanitary  condition.  Such  a receptacle  shall  be  equipped 
with  a solid,  tight-fitting  cover,  unless  it  can  be  maintained  in 
a sanitary  condition  without  a cover.  This  requirement  does 
not  prohibit  the  use  of  receptacles  which  are  designed  to 
permit  the  maintenance  of  a sanitary  condition  without  re- 
gard to  the  aforementioned  requirements:  (ii)  All  sweepings, 
solids  or  liquid  wastes,  refuse,  and  garbage  shall  be  removed 
in  such  a manner  as  to  avoid  creating  a menace  to  health 
and  as  often  as  necessary  or  appropriate  to  maintain  the 
place  of  employment  in  a sanitary'  condition  (12). 


2.  Biological  hazard  symbol. 


In  disposing  of  sharp  instruments  and  disposable  items,  the 
standard  provides,  in  part: 

Needles  shall  not  be  recapped,  purposely  bent  or  broken  by 
hand,  removed  from  disposable  syringes,  or  otherwise  ma- 
nipulated by  hand. 

( 1 ) After  they  are  used,  disposable  syringes  and  needles, 
scalpel  blades,  and  other  sharp  items  shall  be  placed  in 
puncture-resistant  containers  for  disposal. 

( 2 ) Such  containers  shall  be  easily  accessible  to  personnel 
needing  them  and  located  in  all  areas  where  needles  are 
commonly  used,  including  emergency  rooms,  intensive  care 
units,  and  surgical  suites  and  shall  be  so  constructed  that 
they  will  not  spill  their  contents  if  knocked  over  and  will 
not  themselves  allow  injuries  when  handled. 

( 3 ) These  containers  shall  also  be  located  on  patient  floors 
and  any  other  setting  where  blood  is  drawn  and  needles 
are  used. 

All  specimens  of  body  fluids  shall  be  put  in  a well  con- 
structed container  with  a secure  lid  to  prevent  leaking 
during  transport  and  shall  be  disposed  of  in  an  approved 
manner.  Contaminated  materials  used  in  laboratory  tests 
should  be  decontaminated  before  reprocessing  or  be  placed 
in  bags  and  disposed  of  in  accordance  with  institutional  poli- 
cies for  disposal  of  infectious  wastes  (11). 

One  important  area  not  to  be  overlooked  is  the  use  of  ap- 
propriate tags  and  labels.  OSHA  has  set  standards  in  this  area, 
providing,  in  part,  that  tags  are  to  be  used  to  help  prevent  acci- 
dent, injury,  or  illness  to  employees  who  are  exposed  to  haz- 
ardous or  potentially  hazardous  conditions;  equipment;  or 
operations  that  are  out  of  the  ordinary,  unexpected,  or  not 
readily  apparent.  Tags  are  to  be  used  until  such  time  as  the 
identified  hazard  is  eliminated  or  the  hazardous  operation  is 
completed.  Tags  need  not  be  used  where  signs,  guarding,  or 
other  positive  means  of  protection  are  being  used. 

All  required  tags  shall  meet  the  following  criteria: 

( 1 ) Tags  shall  contain  a signal  word  and  a major  message; 
(a)  the  signal  word  shall  be  . . . “BIOHAZARD,”  or  the  bio- 
logical hazard  symbol  (Fig  2);  (b)  the  major  message  shall 
indicate  the  specific  hazardous  condition  or  the  instruction 
to  be  communicated  to  the  employee. 

( 2 ) The  signal  word  shall  be  readable  at  a minimum  dis- 
tance of  five  feet  (1.52  m ) or  such  greater  distance  as  war- 
ranted by  the  hazard. 

(3)  The  tag’s  major  message  shall  be  presented  in  either 
pictographs,  written  text  or  both. 

(4)  The  signal  word  and  the  major  message  shall  be  under- 
standable to  all  employees  who  may  be  exposed  to  the  iden- 
tified hazard. 
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( 5 ) All  employees  shall  be  informed  as  to  the  meaning  of 
the  various  tags  used  throughout  the  work  place  and  what 
special  precautions  are  necessary. 

(6)  Tags  shall  be  affixed  as  close  as  safely  possible  to  their 
respective  hazards  by  a positive  means  such  as  string,  wire, 
or  adhesive  that  prevents  their  loss  or  unintentional  re- 
moval (13). 

Biological  hazard  tags  are  to  be  used  to  identify  the  actual  or 
potential  presence  of  a biological  hazard  and  to  identify  equip- 
ment, containers,  rooms,  experimental  animals,  or  combina- 
tions thereof,  that  contain  or  are  contaminated  with  hazardous 
biological  agents  (13). 

Finally,  bags  or  other  receptacles  containing  articles  con- 
taminated with  potentially  infectious  material,  including  con- 
taminated disposable  items,  must  be  tagged  or  otherwise 
identified.  The  tags  are  to  have  the  signal  word  “BIOHAZARD” 
or  the  biological  hazard  symbol.  The  tag  is  to  indicate  that  the 
bag  could  contain  infectious  wastes  and  give  any  additional  in- 
structions; eg,  if  the  outside  of  the  bag  is  contaminated  with 
body  fluids,  a second  outer  bag  should  be  used.  If  tags  are  not 
used,  other  equally  effective  means  of  identification  are  to  be 
used  (eg,  red  bagging).  Employees  are  to  be  informed  of  the 
meaning  of  tags.  With  respect  to  tagged  material,  they  shall 
also  be  instructed  to  use  double  bagging  where  puncture  or 
outside  contamination  is  likely  (11). 

Enforcement 

An  employer  who  violates  the  statute  or  any  standard,  rule  or 
order  may  be  assessed  a civil  penalty  or  punished  by  a fine  and 
imprisonment.  The  statute  provides  that  for  willful  or  repeated 
violations,  a civil  penalty  of  not  more  than  SI 0,000  for  each 
violation  may  be  assessed  ( 1 4 ).  A civil  penalty  of  up  to  SI ,000 
shall  be  assessed  for  each  violation  that  is  determined  to  be  se- 
rious ( 1 5 ).  A violation  determined  not  to  be  serious  also  may 
result  in  a civil  penalty  of  up  to  SI, 000  ( 16).  If  an  employer 
willfully  violates  any  standard,  rule,  or  order,  and  that  violation 
causes  the  death  of  an  employee,  the  employer  shall,  upon 
conviction,  be  punished  by  a fine  of  not  more  than  SI 0,000 
and/or  by  imprisonment  for  not  more  than  six  months.  A sec- 
ond or  subsequent  conviction  is  punishable  by  a fine  of  not 
more  than  S20,000  and/or  imprisonment  for  not  more  than 
one  year  (17). 

In  addition  to  civil  and  criminal  penalties,  the  Secretary  of 
Labor  may  bring  an  action  in  federal  district  court  for  in- 
junctive relief  or  a temporary  restraining  order  (18). 

The  Medical  Waste  Tracking  Act  of  1988 

The  Medical  Waste  Tracking  Act  of  1988  provides  for  demon- 
stration projects  for  the  tracking  of  medical  wastes  (19).  The 
act  requires  New  York,  New  Jersey,  and  Connecticut  to  partici- 
pate in  the  demonstration  program.  The  states  contiguous  to 
the  Great  Lakes  also  are  included,  unless  they  opt  out  of  the 
project.  Although  any  other  state  was  permitted  to  opt  into  the 
program  ( 20 ),  Texas  did  not. 

The  demonstration  project  will  track  the  transportation  of 
waste  from  generator  to  disposal  facility  (waste  that  is  in- 


cinerated need  not  be  tracked  after  incineration ),  include  a 
system  for  assuring  the  generator  of  the  waste  that  the  disposal 
facility  received  the  waste,  and  use  a standard  form  for  track- 
ing in  each  of  the  demonstration  states.  Ihe  project  further  re- 
quires: (a)  segregation  of  waste  at  the  point  of  generation 
where  practicable,  ( b ) placement  of  waste  in  containers  that 
protect  waste  handlers  and  the  public  from  exposure  and, 

(c)  appropriate  labeling  of  waste  containers  (21 ). 

The  act  provides  for  inspections,  hearings,  and  fines  of 
$25,000  per  violation  (22).  Within  three  months  after  the  end 
of  the  24-month  demonstration  period,  a report  is  to  be  made 
to  Congress  concerning  the  results  and  findings  of  the  project 
(23).  In  all  likelihood,  future  federal  legislation  will  be  based 
on  this  report. 

Future  developments 

Additional  rules  and  developments  concerning  special  waste 
fi’om  health  care  related  facilities  will  be  proposed  in  the  com- 
ing months.  As  those  rules  are  proposed  and  as  other  issues 
concerning  medical  waste  disposal  arise,  they  will  be  analyzed 
and  presented  in  this  column, 

C.J.  FRANCISCO  III,  JD 

Assistant  General  Counsel 
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Thisisvdiat 
it  feels  like 
to  have 
asthma 


Try  breathing  through  a thin  straw. 
With  an  asthma  attack  it’s  a fight  for 
every  breath  you  draw. 

Asthma  is  a serious  lung  disease  that  can  affect  children  and  adults  at  any 
time.  An  attack  can  be  triggered  by  such  diverse  causes  as  cold  air,  pets, 
tobacco  smoke,  dust,  and  stress.  The  American  Lung  Association®  is 
helping  people  control  asthma  so  they  can  lead  happy,  normal,  active  lives. 

It’s  a matter  of  life  and  breatbT 

AMERICAN  ± LUNG  ASSOCIATION* 

I The  Christmas  Seal  People® 
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THE  ANSWER. 


Buried  here  are  facts  that  could  confirm  your 
diagnosis  or  alert  you  to  possible  drug  interactions 
. . .the  most  recent  articles  on  a disorder  you’re 
treating. . .helpful  suggestions  on  practice  manage- 
ment.. .and  more,  much  more.  Yes,  the  answer 
you  need  just  might  be  here.  But  do  you  have 
time  to  find  it.^ 

The  AMA  knows  the  answer  to  that  question. 
So  we  offer  all  our  members  a discount  on  a sub- 
scription to  AMA/NET,  the  best  value  in  on-line 
medical  information  today.  With  your  personal  com- 
puter and  AMA/NET,  you  can  have  a vast  range  of 
information  and  services  at  your  fingertips.  And 
you  don’t  have  to  be  a computer  expert  to  use  it! 

AMA/NET  can  give  you  the  answer  you 
need  in  minutes.  Literature  search  services  that 
extend  beyond  traditional  bibliographic  searches 
give  you  on-line  access  to  more  than  five  million 
documents.  MEDICOM®  Drug  Interaction 


Database  can  alert  you  to  potential  drug  prob- 
lems before  they  occur.  The  DXplain™  diagnostic 
assistance  tool  can  help  you  in  diagnostic  deci- 
sions. Interactive  Continuing  Medical  Education 
programs  let  you  earn  CME  credits  dXyour 
convenience.  And  there’s  more. 

AMA/NET  is  just  one  of  the  information 
resources  the  AMA  offers  our  members.  We  also 
offer  workshops  and  conferences  at  member  dis- 
counts and  JAMA  and  AM  News  as  benefits  of 
membership.  It’s  just  one  way  the  AMA  repays 
our  members  for  their  support  on  vital  issues 
that  affect  the  future  of  medicine. 

Our  members  make  a difference. 

If  you  ’re  already  a member,  ive  need  your 
continued  support.  If  you  ’re  not  — and  if  you ’d  like 
to  take  advantage  of  AMA/NET—  JOIN  TODAY. 
Call  l-8(){)-AMA-l452.  In  Illinois,  call  collect, 
312-645-4783. 
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In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 
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Medicare  answers  your  most 
common  questions 

EDITOR’S  NOTE:  More  than  85%  of  the  physicians  responding 
to  the  1 989  Texas  Medical  Association  Survey  of  Physicians 
said  they  want  more  information  from  TMA  about  Medicare 
rules  and  regulations.  (See  “1989  physician  survey  examines 
attitudes,  professional  needs,”  Texas  Medicine,  May  1989-) 
Other  responses  to  the  survey  further  demonstrate  that  Medi- 
care requirements  profoundly  affect  the  practice  of  medicine 
in  Texas.  Eor  example,  approximately  28%  of  physicians  re- 
ported they  occasionally  or  often  have  difficulty  hospitaliz- 
ing Medicare  patients,  and  31%  said  they  feel  pressure  to 
discharge  their  hospitalized  Medicare  patients  prematurely. 
About  46%  of  the  physicians  reported  fewer  hospitalizations 
of  Medicare  patients.  Thirty-one  percent  of  the  physicians  re- 
sponding to  the  survey  agreed  that  “recent  changes  in  the 
Medicare  program”  had  made  them  less  willing  to  accept 
new  Medicare  patients;  25%  claimed  they  would  refuse  to 
treat  Medicare  patients  if  the  Texas  Legislature  enacted  man- 
datory assignment. 

The  following  question-answer  column,  prepared  by  the 
Texas  Medicare  carrier,  is  one  of  several  efforts  by  TMA  to 
provide  more  Medicare  information  to  physicians. 

Physicians  can  obtain  additional  information  about  medi- 
cal necessity  and  MAACs  by  uriting  to  the  Texas  Medicare 
Carrier  at  PO  Box  660156,  Dallas,  TX  75266-0156.  Informa- 
tion about  MAACs  is  also  available  by  calling  (214) 
669-7478  or  (214)  669-7477. 

KEY  WORDS:  MEDICARE,  MAAC,  REIMBURSEMENT,  SOCIAL  SE- 
CURITY ACT,  OMNIBUS  BUDGET  RECONCILIATION  ACT. 

Q.  Why  are  my  claims  reviewed  for  medical  necessity? 

A.  Public  Law  89-97,  commonly  known  as  the  Social  Security 
Act,  in  Section  1862(aX  1 ) states  that  services  that  are  not  rea- 
sonable or  medically  necessary  for  the  diagnosis  or  treatment 
of  an  illness  or  an  injury  or  to  improve  the  functioning  of  a 


Eighty  six  percent  of  the  physicians  responding  to  a recent  surcey  to  determine 
physicians'  professional  needs  said  they  were  'very"  or  "somewhat"  interested 
in  information  about  Medicare.  This  column,  prepared  by  the  Texas  Medicare 
carrier,  provides  answers  to  physicians'  most  commonly  asked  questions. 


malformed  body  member  are  not  to  be  paid  by  the  program. 

As  carrier,  we  must  adhere  to  this  law  on  every  service  we 
allow  or  for  which  we  pay  program  dollars. 

Q.  Does  a physician  determine  that  these  services  are  not 
medically  necessary? 

A.  No.  Carrier  physicians  or  physicians’  consultants  prepare 
the  medical  policy  utilized  by  registered  nurses  to  make  medi- 
cal necessity  determinations.  New  medical  policy  will  include 
a comment  period  for  state  medical  associations  and  specialty 
groups. 

Q.  Why  do  1 receive  those  development  (yellow)  letters? 

A.  The  Omnibus  Budget  Reconciliation  Act  of  1986  requires 
nonparticipating  physicians  to  refund  beneficiaries  any  fees 
collected  for  “medically  unnecessary”  services.  (See  section 
1862[a][  1 ] of  the  Social  Security  Act.)  The  Health  Care  Financ- 
ing Administration  agreed  with  the  American  Medical  Associa- 
tion that  physicians  should  be  given  an  opportunity  to  submit 
additional  information  on  such  services  prior  to  final  payment. 
Consequently,  a development  letter  is  sent  on  any  potential 
section  1862(aXl)  denial.  See  answer  number  1. 

Q.  Is  the  development  (yellow)  letter  a final  determination? 

A.  The  development  letter  is  not  a final  determination  as  the 
claim  has  not  been  fully  processed.  It  is  a request  for  additional 
information  on  the  service(s)  listed. 

Q.  What  happens  if  1 do  not  return  the  development  (yellow) 
letter? 

A.  The  information  on  or  submitted  with  the  original  claim 
will  be  used  to  make  the  medical  necessity  determination.  The 
development  letter  was  sent  on  a potential  denial;  if  further  in- 
formation is  not  received,  the  denial  will  be  finalized. 

Q.  What  documentation  do  I need  to  send? 

A.  Basically,  you  should  attach  to  the  development  letter  the 
information  needed  to  support  the  medical  necessity  of  the 
specific  service(s)  you  have  provided.  You  should  also  attach  a 
copy  of  your  progress  notes,  the  patient’s  history  and  physical 
examination,  or  whatever  medical  records  reflect  the  medical 
reason  for  the  specific  service(s).  An  explanation  of  your  ser- 
vice(s)  may  also  be  written  on  the  development  (yellow) 
letter. 

Q.  Why  do  I get  denials  even  if  I respond  to  the  development 
(yellow)  letter? 

A.  The  response  may  not  have  reached  us  within  the  specified 
time,  or  the  response  may  not  have  provided  adequate  medical 
documentation  to  support  the  service. 

Q.  What  if  I do  not  see  the  patient,  rather  only  laboratory'  tests 
or  roentgenograms? 
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A.  The  Omnibus  Reconciliation  Act  of  1986  applies  to  all  non- 
participating physicians  regardless  of  specialty. 

Q.  How  can  a physician  know  that  the  service(s)  being  pro- 
vided will  be  the  one(s)  to  be  reviewed? 

A.  The  carrier  is  obligated  to  pay  for  services  that  are  medi- 
cally necessary.  Therefore,  every  service  submitted  to  Medi- 
care is  subject  to  either  prepayment  or  postpayment  medical 
review.  The  medical  necessity  of  the  service  should  be  evident 
in  the  medical  documentation. 


A.  No.  It  does  not  apply  if  the  physician  accepts  the  primary 
payment  as  full  payment,  and  does  not  submit  a claim  to  Medi- 
care. However,  the  physician  can  control  this  only  if  he  or  she 
accepts  assignment  on  the  claim.  The  MAAC  applies  if  Medi- 
care makes  a payment  to  the  physician  or  the  beneficiary. 

Q.  How  does  the  physician  bill  if  a MAAC  amount  does  not  ap- 
pear on  the  Medicare  Combined  Disclosure  Report? 

A.  The  physician  may  assume  that  the  MAAC  does  not  apply 
and  can  bill  whatever  is  deemed  reasonable. 


Q.  What  are  my  appeal  rights  for  claims  under  $100? 

A.  The  first  level  appeal  mechanism  is  the  same  for  every 
claim  regardless  of  the  doOar  amount.  The  first  level  of  appeal 
is  the  review,  which  must  be  requested  within  six  months  of 
the  payment  date.  The  second  level  of  appeal  is  the  fair  hear- 
ing, which  must  involve  one  claim  or  several  claims  combined 
to  equal  an  amount  in  controversy  of  $100  or  more.  The  hear- 
ing must  be  requested  in  writing  within  six  months  of  the  re- 
view decision.  The  third  level  (effective  for  services  on  or  after 
Jan  1,  1987)  is  the  administrative  law  judge.  If  the  amount  in 
dispute  involves  at  least  $500,  an  administrative  law  judge 
hearing  must  be  requested  within  60  days  of  the  fair  hearing 
decision. 

Questions  about  MAACs 

Q.  Why  do  some  physicians  receive  more  than  one  MAAC 
report? 

A.  When  a physician  has  more  than  one  active  provider  num- 
ber, the  carrier  will  calculate  a MAAC  for  each  of  these  num- 
bers. If  one  of  the  provider  numbers  is  no  longer  active,  the 
carrier  should  be  notified  in  writing. 

Q.  Why  are  the  MAACs  different  when  the  physician  practices 
in  different  localities? 

A.  The  MAAC  is  calculated  using  the  nonparticipating  prevail- 
ing charge,  which  is  based  on  individual  localities  and  spe- 
cialties. It  is  not  unusual  for  prevailing  profiles  to  be  different 
in  different  localities  and  specialties. 

Q.  Can  MAACs  be  transferred  from  one  locality  to  another 
without  being  recalculated? 

A.  No.  The  carrier  will  recalculate  the  MAAC  if  the  locality  is 
different  due  to  nonparticipating  prevailing  profile  charge 
difference. 

Q.  If  the  nonparticipating  physician  accepts  assignment,  does 
the  MAAC  still  apply? 

A.  Yes.  The  MAAC  is  a criterion  that  applies  whether  the  as- 
signment is  or  is  not  accepted. 

Q.  Does  MAAC  apply  if  Medicare  is  secondary  payer? 


Q.  Explain  how  the  MAAC  applies  to  uniform  billing  clinics. 

A.  Uniform  biUing  clinics  (UBC)  are  either  single-specialty 
clinics  or  multispecialty  clinics  in  which  the  charges  are  the 
same  for  all  physicians. 

If  the  UBC  is  a single  specialty  clinic,  the  MAAC  is  the  same 
for  all  physicians  in  that  clinic  or  group.  If  a physician  joins  the 
clinic  or  group,  he  or  she  assumes  the  clinic’s  MAAC. 

If  the  UBC  is  a multispecialty  clinic,  the  MAAC  will  be  differ- 
ent for  each  specialty  due  to  the  nonparticipating  prevailing 
profile  for  the  given  specialty  and  its  locality.  If  a physician 
joins  the  clinic  or  group,  he  or  she  assumes  the  MAAC  of  their 
given  specialty. 

If  the  group  is  not  a UBC,  the  MAAC  will  be  calculated  based 
upon  the  physician’s  individual  base  period  charge  data  (April- 
June  of  1 984 ).  If  the  physician  was  not  in  practice  in  the  base 
quarter,  the  MAAC  will  be  calculated  on  the  50th  percentile. 

Q.  When  can  a base-period  MAAC  be  changed? 

A.  The  base-period  MAAC  may  be  changed  at  any  time  if  the 
physician  submits  documentation  showing  the  amount  he  or 
she  billed  during  the  base  period  (April -June  1984). 

Q.  If  I did  not  bill  a service  during  the  base  period,  may  I send 
documentation  showing  my  previous  charge? 

A.  Yes.  Send  documentation  showing  a completed  financial 
transaction  prior  to  June  30,  1984  on  any  patient.  Send  copies 
of  itemized  statements  or  insurance  claims  forms  along  with 
ledger  entries  or  explanations  of  the  insurance  payments. 

Q.  Explain  reimbursement  versus  the  MAAC  for  nonparticipat- 
ing  physicians.  

A.  The  physician  will  be  reimbursed  the  lower  of;  ( 1 ) the  ac- 
tual charge;  ( 2 ) his/her  customary  charge  or  ( 5 ) the  nonpar- 
ticipating prevailing  profile  charge  for  his/her  locality  and 
specialty.  The  MAAC  is  a limit  on  the  actual  charge  that  may  be 
made  by  the  nonparticipating  physician  to  the  Medicare 
beneficiary. 

BARBARA  HARVEY 

Director  of  Staff  Services,  Texas  Medicare  Carrier,  PO  Box  660 1 56,  Dallas,  TX 
75266-0156. 
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NOTE:  For  further  information  contact  Ms  Harvey  at  (214)  669-7393 
or  Edna  Taylor,  (214)  669-7477  or  (214)  669-7478. 


VER  A CENTURY  AGO, 

a thousand  visionary  physicians  across  the 
nation  bestowed  a commemorative  stone 


carving  to  the  Washington  Monument.  This  patriotic 
display  symbolized  their  unrelenting  devotion  to  a 


new  republic  founded  on 
freedoms  — including  the 
freedom  to  practice  medicine 
for  the  best  possible  health  of 
all  its  people.  Today  your  help 
is  needed  to  restore  this  symbol 
of  our  profession. 

Because  the  commemo- 
rative stone  has  suffered  from 
severe  erosion  and  deface- 
ment, the  American  Medical  Association  is  launching  a campaign  to  raise  money  from 
physicians  to  restore  this  symbol  of  medicine  for  the  National  Park  Service.  Every 
contribution  made  to  this  effort  will  serve  as  a statement  of  each  physicians  personal 
affirmation  and  commitment  to  health  and  medicine  in  America. 

Please  take  part  in  rededicating  the  commemorative  stone  as  a shining  example  of 
the  strength  of  medicine  in  a free  and  strong  society. 

Contributors  who  donate  $100  or  more  will  receive  a 
memorial  replica  of  the  carving  as  a token  of  appreciation. 

Send  your  tax  deductible  contribution  for  this  time- 
less symbol  today.  Thank  you. 


Yes,  I want  to  affirm  my  commitment 
to  health  and  medicine  in  America. 
Please  accept  my  contribution  for: 

Other 

$100 

$50 

$25 

Please  make  checks  payable  to: 

AMA  Stone/National  Park  Service. 
Mail  your  payment  with  this  form  to: 
AMA  Stone/National  Park  Service 
PO.  Box  109016 
Chicago,  Illinois  60610-9016 


Name 


Address 


City/State/Zip 

All  donations  are  tax  deductible.  All  contributions  will  be  publicly  recognized  in  an 
unveiling  ceremony  for  the  new  stone  when  it  is  fully  restored. 

Thank  you  for  your  contribution. 


Texas  Medicine 


SURGICAL  RESEARCH  FACILITIES 


THE  ST.  JOSEPH  SURGICAL  TRAINING  AND  RESEARCH  CENTER* 

is  now  offering  state  of  the  art  facilities  for  contractual  projects  on  a selective 
basis.  This  center  includes: 


RESEARCH  FACILITIES 

Fully  equipped  operating  suites 
Operating  microscopes 
Surgical  laser 
Pathology  & necropsy  room 
Photography  & videomicroscopy 


FACULTY  & STAFF 

Medical  Director  of  Microsurgery 
Assistant  Medical  Director 
Research  Fellow 
Consulting  Veterinarian 
Surgical  Animal  Technicians 
Microsurgical  Technician 
Animal  Caretakers 


ANIMAL  CARE 

Five  individual  animal  housing  areas 
Two  isolation  & quarantine  rooms 
Preoperative  & postoperative  areas 
Clinical  pathology  laboratory 
Diet  kitchen 


In  addition,  this  facility  houses  a large  conference  room,  dictating  carrels, 
computer  facilities,  dressing  rooms,  showers,  large  parking  facilities,  and  an 
extremely  convenient  location  in  downtown  Houston,  Texas. 


St.  Joseph  Hospital 
Houston 


For  more  information  contact: 

Amado  Ruiz-Razura,  M.D. 

The  Surgical  Training  and  Research  Center 
St.  Joseph  Hospital 
1 91 9 LaBranch 
Houston,  Texas  77002 

(713)  757-1000,  extention  3829 


‘Accredited  by  the  American  Association  for  the  Accreditation  of  Animal  Care 


AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDICAL  SCHOOL 


The  U.  S.  Army  Health  Professions  Scholarship  Program 
offers  a unique  opportunity  for  financial  support  to  medi- 
cal or  osteopathy  students.  Financial  support  includes 
tuition,  books,  and  other  expenses  required  in  a particular 
course. 

For  information  concerning  eligibility,  pay,  service 
obligation  and  application  procedure,  contact  the  Army 
Medical  Department  Personnel  Counselor: 


CRT  JIM  MUNDY 
(512)  826-0836 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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financial  Planning 


Plan  now  for  your  child’s 
college  education 

A college  education  ranks  high  on  the  list  of  aspirations  that 
most  parents  have  for  their  children.  Yet  this  important  part  of 
the  American  dream  is  growing  more  expensive  each  year. 
Consider  that  the  average  cost  of  attending  a four-year  public 
college  for  one  year  is  now  S5,800  per  year  ( 1 ).  If  you’re  cur- 
rently financing  an  education  at  a private  four-year  college, 
you’re  probably  paying  more  than  twice  that  amount.  And  un- 
fortunately, relief  is  not  in  sight  for  beleaguered  parents.  The 
costs  of  a college  education  are  expected  to  continue  rising  at 
a rate  faster  than  inflation  ( 1 ). 

Since  all  but  the  wealthiest  of  families  would  find  it  impos- 
sible to  pay  for  such  expenses  out  of  current  income,  getting 
an  early,  disciplined  start  towards  saving  is  essential.  Do  not  as- 
sume that  since  your  child  is  still  in  diapers,  you  can  put  olf 
starting  a college  nest  egg  for  a few  years. 

By  initiating  a savings  plan  as  soon  as  your  baby  is  born,  you 
will  have  time  to  employ  a long-term  growth  strategy  entailing 
a level  of  risk  that  would  not  be  prudent  if  your  child  were  al- 
ready in  high  school.  You  should  not  be  discouraged  if  you  can 
afford  to  make  only  small  investments  at  first.  Employ  a disci- 
plined approach,  and  as  your  income  rises  over  the  years, 
gradually  increase  the  amount  regularly  set  aside  for  college 
savings. 

The  ABCs  of  college  savings 

Current  tax  law  will,  of  course,  play  a significant  role  in  shap- 
ing any  college  savings  plan.  Among  the  most  relevant  changes 
made  effective  by  The  Tax  Reform  Act  of  1986  are: 

1 . A child’s  unearned  income  in  excess  of  $ 1 ,000  a year  is 
taxed  at  the  parent’s  rate  until  the  child  reaches  the  age  of  14, 
at  which  time  the  child’s  tax  rate  will  apply. 

2.  The  benefits  of  income-shifting  techniques,  such  as 
Clifford  Trusts,  were  sharply  curtailed  by  the  ruling  that  all  in- 
come from  such  trusts  is  now  taxable  to  whomever  establishes 
the  trust. 

3.  With  the  exception  of  a home  equity  loan,  interest 
on  money  borrowed  for  educational  purposes  is  no  longer 
deductible. 

Even  though  many  of  the  traditional  means  of  accumulating 
funds  for  college  no  longer  apply,  there  are  still  a number  of 
valuable  strategies  to  consider.  Tax  deferred  investing  will,  for 
example,  help  parents  of  younger  children  maximize  long-term 
returns.  A good  way  to  begin  is  by  purchasing  shares  in  a long- 
term growth  mutual  fund  that  has  a history  of  making  minimal 
dividend  payments.  Fund  appreciation  will  not  be  taxed  until 
the  shares  are  sold,  which  should  take  place  when  the  child  is 
at  least  1 4 years  old  so  his  or  her  tax  rate  applies. 

Tax-exempt  zero  coupon  bonds  are  also  appropriate  for  the 
college  savings  plan  of  a child  younger  than  14.  Since  these 
bonds  do  not  pay  any  interest,  they  are  purchased  for  an 
amount  far  less  than  their  face  value.  The  investor’s  rate  of  re- 
turn comes  from  the  zero  coupon  bond’s  long-term  apprecia- 


tion. Once  again,  taxes  are  not  paid  until  the  investor  receives 
the  face  value  of  the  bond  at  the  date  of  maturity. 

Also  suitable  are  both  fixed  and  variable  annuities  because 
their  earnings  accumulate  tax  free  until  the  scheduled  pay- 
ments begin.  Annuity  insurance  policies,  such  as  variable  life 
and  single  premium  whole  life,  are  another  good  choice  for 
the  younger  child.  The  cash  value  of  the  policy,  including  all 
earnings,  is  not  taxed  on  a current  basis.  And  if  needed,  in- 
come distributions  can  be  made  at  any  time  through  tax-free 
loans. 

High-income  parents  should  consider  investing  in  tax- 
exempt  bonds.  Due  to  lower  minimums  and  the  benefit  of 
portfolio  diversification,  many  people  prefer  to  invest  in 
municipal  bonds  through  mutual  funds  specializing  in  such 
investments. 

And  finally,  consider  buying  Series  EE  US  Savings  Bonds  in 
your  child’s  name.  If  held  for  at  least  five  years,  the  yield  on 
these  bonds  is  guaranteed  to  be  a minimum  of  6% . Taxes  do 
not  have  to  be  paid  on  the  earned  interest  until  the  bond’s  ma- 
turity, which  once  again,  should  be  timed  to  occur  after  the 
child  turns  14.  Other  advantages  of  investing  in  Series  EE 
Savings  Bonds  are  that  they  can  be  purchased  in  small  amounts 
( S50  being  the  lowest  denomination)  and  sales  commissions 
are  not  levied. 

Strategies  for  the  older  child 

After  the  age  of  1 4,  when  a child’s  income  is  taxed  at  his  or  her 
rate,  parents  need  no  longer  be  as  concerned  with  minimizing 
current  income.  Hence,  if  a child’s  assets  have  been  invested  in 
tax-exempt  mutual  funds,  they  should  be  shifted  into  taxable 
income-oriented  funds  offering  higher  yields. 

Parents  may  want  to  establish  a custodial  account  in  their 
child’s  name  under  the  Uniform  Gift  to  Minors  Act  (UGMA). 
These  accounts  are  easy  to  open  and  do  not  require  any  legal 
fees.  Mutual  funds,  brokerage  houses,  and  banks  can  provide 
the  necessary  forms.  The  accounts  provide  an  efficient  means 
by  which  parents  can  pass  on  a gift  to  a child,  while  having 
that  gift  administered  by  a custodian. 

By  law,  a parent  (or  any  adult)  is  allowed  to  give  a gift  of 
S 1 0,000  per  year  to  each  child  without  tax  consequences. 

A married  couple  may  give  each  child  a total  of  $20,000  per 
year.  Under  the  UGMA,  the  gifts  must  be  in  the  form  of  either 
cash  or  securities,  and  the  assets  generally  come  under  the 
control  of  the  child  when  he  or  she  turns  1 8. 

Parents  of  older  children  should  also  keep  in  mind  that  the 
shorter  the  amount  of  time  before  college  applications  are  due, 
the  more  conservative  one’s  investment  choices  should  be.  A 
year  or  two  is  generally  not  enough  time  to  recoup  investment 
losses  resulting  from  taking  unnecessary  risks. 

Other  college  considerations 

In  addition  to  considering  investment  strategies,  parents  should 
look  into  other  approaches  that  can  soften  the  financial  blow 
that  comes  with  college: 

1 . Explore  a wide  range  of  colleges  and  universities.  Many 
lesser  known  schools  offer  high-quality  education  at  below- 
average  costs. 

2.  Do  not  assume  that  your  family’s  income  level  excludes 


Teocas  Medicine 


“Look  To  Us  First  For  A Career” 


the  possibility  of  receiving  financial  aid — especially  if  more 
than  one  of  your  children  is  attending  college  at  the  same 
time.  Request  the  necessary'  financial  aid  forms  and  go  over 
them  with  your  accountant. 

3.  Many  students  obtain  part-time  positions  on  campus  so 
they  can  finance  their  books  and  personal  expenses.  Rather 
than  interfering  with  academic  or  social  pursuits,  these  jobs 
often  offer  a welcome  break  from  studying  and  provide  new 
students  witfi  opportunities  to  meet  people. 

UNDA  BRENNER 

AMA  Advisers,  Inc,  200  N LaSalle  St,  Suite  535,  Chicago,  IL  60601. 
REFERENCES 

1 . Krefetz  G;  How  to  Pay  for  Children’s  College  Education.  New 
York,  The  College  Board.  1988,  pp  9-  10  (PO  Box  886,  New  York,  NY 
10101). 


The  Texas  Department  of  Corrections  is  seeking  full  time  physicians  to 
work  in  our  progressive  Correctional  Health  Care  Program.  TDC 
operates  twenty-nine  (29)  adult  correctional  units  accredited  by  the 
National  Commission  on  Correctional  Health  Care. 

Unit  Physicians  ....  $60,000  to  $79,500 

Physiatrist  to  $90,000 

(part  time  contract  work  available) 

Psychiatrist  $98,304  to  $108,304 


Candidates  must  hold  acurrent  license  to  practice  medicine  in  the  State 
of  Texas.  Base  salary  depends  on  credentials,  experience,  and  spe- 
cialty. Excellent  benefit  package  that  includes  housing  allowance  and 
incentive  bonus.  If  you  are  interested  in  joining  a challenging,  expand- 
ing and  rewarding  medical  staff,  please  send  curriculum  vitae  to; 

Texas  Department  of  Corrections 
P.O.  Box  99,  Medical  Personnel 
Huntsville,  Texas  77342 
409/294-2755 

Equal  Opportunity  Employer  M/F 


TDC 


Texas  Department 
Of  Correetions 


How  many  times  have  you  reluctantly 
declined  dinner  with  friends  because 
of  professional  commitments? 


The  EmQuest  concept  can  free 
you  from  time-consuming 
responsibilities. 


Enjoy  a week,  a year  or  a 
career  with  the  flexibility 
and  benefits  of  the 
locum  tenens  lifestyle. 


Let  EmQuest  show  you 
how  you  can  have  more 
special  time  for  yourself, 
your  family  and  friends. 
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3310  Live  Oak  Street  LB-10,  Dallas,  Texas  75204 
(214)  823-6850  (800)  527-2145  USA 

A subsidiary  of  EmCare,  Inc, 


DCH 


DIAGNOSTIC  CLINIC  OF  HOUSTON 


6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 


ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 
John  W.  Kirk,  MD 
Jackie  Mullins,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Margaret  E.  Bridges,  MD 
Daniel  E.  Whitman,  MD 

GERIATRICS 

Eugene  M.  Hoyt,  MD 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD  - 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
James  V.  Ryan,  MD 
Theresa  Vicroy,  MD 

I 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD  j 

Ernesto  Infante,  MD  ' 

Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 
Reed  B.  Young,  MD 

NUCLEAR  MEDICINE 

William  L.  Hinds,  MD 
C.  R Eldridge,  MD 
Joe  B.  Wilson,  MD 
Richard  J.  Frachtman,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Richard  J.  Frachtman,  MD 
Susan  S.  Pinero,  MD 
Gregory  S.  Chapman,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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fAeciicine  in  ^itcTciture 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. Ln  1989  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,035  medical  and  health-re- 
lated  journals.  For  additional  information,  call  the 
Memorial  Library  at  (512)  477-6704. 


In  the  TMA  Library 

Barnes  PJ,  Rodger  FW,  Thomson  NC  (eds):  Asthma.  Basic 
Mechanisms  and  Clinical  Management  San  Diego,  Academic 
Press,  1988. 

BasmajianJV  (ed):  Biofeedback.  Principles  and  Practice  for 
Clinicians,  ed  3-  Baltimore,  Williams  & Wilkins,  1989. 

Char  DH;  Clinical  Ocular  Oncology.  New  York,  Churchill 
Livingstone,  1989. 

A Compendium  of  State  Peer  Review  Immunity  Laws.  Chi- 
cago, American  Medical  Association,  1988. 

Friedman  WH:  Practical  Group  Therapy.  A Guide  for  Clini- 
cians. San  Francisco,  Jossey-Bass,  1989. 

The  Environment  of  Medicine.  Chicago,  American  Medical  As- 
sociation, 1989. 

Goldman  HH  (ed):  Review  of  General  Psychiatry,  ed  2.  Nor- 
walk, Conn,  Appleton  & Lange,  1988. 

Hare  JW  ( ed ):  Diabetes  Complicating  Pregnancy.  The  Joslin 
Clinic  Method.  New  York,  Alan  R.  Liss,  1989. 

Harmening  D (ed):  Modem  Blood  Banking  and  Transfusion 
Practices,  ed  2.  Philadelphia,  FA  Davis,  1989. 

Hayes  AW  (ed):  Principles  and  Methods  of  Toxicology,  ed  2. 
New  York,  Raven  Press,  1989. 

The  Health  Consequences  of  Smoking.  Nicotine  Addiction.  A 
Report  of  the  Surgeon  General.  Washington,  DC,  US  Govern- 
ment Printing  Office,  1988. 

Hester  RK,  Miller  WR  (eds):  Handbook  of  Alcoholism  Treat- 
ment Approaches.  Effective  Alternatives.  New  York,  Pergamon 
Press,  1989. 

Kane  RL,  Ouslander  JG,  Abrass  IB:  Essentials  of  Clinical  Geri- 
atrics, ed  2.  New  York,  McGraw-Hill,  1989. 

Katz  M,  Despommier  DD,  Gwadz  R:  Parasitic  Diseases,  ed  2. 
New  York,  Springer-Verlag,  1 989. 


lanzkowsky  P:  Manual  of  Pediatric  Hematology  and  On 
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FRySlGIANS 


are  announcing  opportunities  for 
serve  your  country  as  an  Air  Force 
Reserve  physician/officer  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained  as 
‘ well  as  low  cost  life  insurance.  One 
t weekend  a month  plus  two  weeks  a 
year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your 
country. 


Call;(512)369-1007 
Or  Fill  Out  Coupon  and  Mail  Today! 
To;  USAF  Reserve  Recruiting 
2610  RRG/RSH 

Bergstrom  AFB,  TX  78743-6002 
Name 


Address . 
City 


. State  - 


.Zlp- 


Phone . 


-Prior  Service?  Yes . 


.NO. 


Medical  Specialty . 


-Date  of  Birth . 


Am  FOBCE  RESERVE 


A GREAT  \AAY  TO  SERVE 


10-915-0014 




TEXAS  MEDICAL  ASSOCIATION 


LEADERSHIP 


CONFERENCE 



TPT 


Saturday,  September  16 

■ Discover  ways  of  “Developing  a Hassle-Free  Practice” 
in  today’s  ever-changing  medical  environment.  This 
afternoon  session  will  help  you  reduce  the  hassles 
brought  on  by  Medicare,  reduce  your  liability  risk,  and 
create  a more  efficient  office! 

■ Hear  American  Medical  Association  President 

Dr.  Alan  Nelson,  a special  luncheon  presentation  on 
professional  liability  issues,  and  a host  of  other 
outstanding  speakers. 


• Stouffer  Austin  Hotel 

■ Keep  abreast  of  key  medical  issues  through  informative 
presentations  about  medicine  and  the  law,  public  health 
priorities,  health  legislation  before  Congress,  future 
trends  in  health-care  evaluation,  and  the  future  of  Texas’ 
medical  marketplace. 

■ Attend  meetings  of  TMA  boards,  councils,  and 
committees. 

■ Free  registration  for  TMA  members!  Be  watching  for 
more  details. 


Don’t  miss  this  opportunity  to  hear  the  latest  on  medical  issues! 


Texas  Medicine 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
loseph  T.  Queng,  MD 
Lawrence  C.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberi».  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Clenna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

lames  A.  Knight,  MD 

PSYCHIATRY 

R,  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

)ohn  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEC;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Di  rector 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

).  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterologv,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT;  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


MEDICLINICS,  HOUSTON 

Eamily,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 

Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  411B,  Dallas  75246 


Texas  Medical  Association  Directory 


Representing  the  Profession 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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HAND  SURGERY 


NEUROLOGICAL  SURGERY 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  5outh  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


OCCUPATIONAL  MEDICINE 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 
7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 
12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 
7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


Join  TEXPAC 


TMA  Practice  Management  Workshops 


. . . One  strong  voice 


. . . Another  service  of  your  association 


Texas  Medicine 


DERMATOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas, 

Texas  75231;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


TMA  Student  Loan  Program 


. . . Another  service  of  your  association 


ENDOCRINOLOGY 

ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho#2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


PARK  PLAZA  GASTROENTEROLOGY  ASSOCIATES 

1200  Binz,  Suite  775,  Houston,  Texas  77004;  713  522-1788 

Gl  Endoscopy,  Laser  Abalation  of  Gl  Tumors 
Percutaneous  Endoscopic  Gastroscopy  (PEG) 

Vericeal  Scierosis.  FuK  Upper  and  Lower  Cl 
Endoscopy,  Polypectomy  and  Laparoscopy 

Frieder  Wuerth,  MD,  FRCP(C),  President 


Mark  your  calendar  for  future 
TMA  meetings: 

Fall  Leadership  Conference,  September  16,  1989— Austin 

Interim  Session,  November  17-18, 1989 — Austin 

Winter  Leadership  Conference,  February  17,  1990 — Austin 
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OPHTHALMOLOGY 


ORTHOPEDIC  SURGERY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave,,  Dallas,  Texas  75204;  214  220-2468 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R,  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  3,35-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


RETINA-VITREOUS  ASSOCIATES 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 


W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 
713  528-1122 


Surgery  & Diseases  of  the  Eoot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Cranek,  MD 
Cary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 


5920  Forest  Park  Road 
Dallas,  Texas  75235 
214  350-7500 

Richard  E.  jones,  MD 
Donald  M.  Mauldin,  MD 
james  B.  Montgomery,  MD 
Kevin  Gill,  MD 
lames  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 


ARTHUR  M.  CLEMENTS,  MD 
Surgery  & Diseases  of  the  Eye 

Diplomate  American  Board  of  Ophthalmology 

211  Medical  Drive,  Suite  1,  Fredericksburg,  Texas  78624 
512  997-6535 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


TMA  Member  Services 

...  a benefit  of  membership 


Texas  Medicine 


OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


PHYSICAL  MEDICINE  & REHABILITATION 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Driye,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Cumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Flouston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 


patients.  Care  for  every  phase 
resuscitation  to  late  rehabilitation. 
John  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Ford,  MD 


burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


BURN  CARE  ASSOCIATES 


302  Oak  l-lills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital 
care  for  persons  disabled  by  i 
outpatient  services. 

Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


specializing  in  rehabilitation 
njury  or  disease.  Inpatient  and 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by:  loint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1 -800-44REHAB 


PLASTIC  SURGERY 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PSYCHIATRY 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN;  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES  GONZALO  A.  AILLON,  MD 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS  Psychiatry-Bilingua! 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

3450  Wheatland  Road,  Suite  120 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery  Dallas,  Texas  75237;  214  296-6241 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  PA,  FACS,  FIGS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 

FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 
Raymond  A.  Faires,  MD,  FACS 
Larry  E.  Reaves,  MD 

Aesthetic,  Plastic,  Reconstructive,  Hand  & Microsurgery 

800  8th  Ave.,  Suite  606,  Fort  Worth,  Texas  76104 
817  335-4752,  817  332-9441,  817  335-4755 

TMA  HealthWise  Series 

. . . Another  service  of  your  association 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 
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TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and 
Adolescent,  Substance  Abuse,  Short-Term,  ACCEL,  and 
Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Srown'ee,  MD 
Tom  C.  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Joseph  P.  Caspari,  MD 
David  J.  Korman,  MD 

P.O.  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  75228 


Jerry  M.  Lewis,  III,  MD 
Ruth  A,  MarDock,  MD 
Charles  G.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
Catherin  A,  Roberts,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 
Paula  Dobbs-Wiggins,  MD 


214  381-7181 
1-800-426-4944 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  speciai  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


UROLOGY 


DALLAS  PSYCHIATRIC  ASSOCIATES 


EORT  WORTH  UROLOGY  CLINIC 


Inpatient  & Outpatient  Services: 

® Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 
Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for 
Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 


Gretchen  Megowen,  MD 
John  L.  Peake,  MD 
Rebecca  M.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood,  MD 
John  M.  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center, 
Medical  City,  Irx'ing  Health  Care  System 
Phone  214  247-1150 


Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  WFieatland  Road,  #60,  Dallas,  Texas  75211 


RADIATION  ONCOLOGY  C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual 

Dysfunction,  Laser  Surgery,  & ESWL. 

RADIATION  ONCOLOGY  OF  THE  SOUTHWEST  1101  North  19th,  suite  114,  Abilene,  Texas  796OI 

915  673-5726 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology  DIRECTORY  RATES  & DATA:  Space  iS  available  tO  TMA  mem- 

Practice  Limited  to  Radiation  Oncology  p^^ 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074  run  fOF  a minimum  of  Six  months.  A discount  of  5%  iS  allowed 

for  six  months'  advance  payment.  New  listings,  changes,  or 


RHEUMATOLOGY 


cancellations  should  be  sent  to  Advertising  Director,  TEXAS 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Infernal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 
Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/ Government 

Physician  with  Texas  license  needed  to  practice  gen- 
eral medicine  at  Student  Health  Center.  Forty-hour 
week,  Monday-Friday.  Minimal  call  duty.  Fringe 
benefits.  Contact  Sheila  Meyer,  Adm.,  University  of 
North  Texas  Health  Center,  P.O.  Box  5158,  Denton, 
Texas  76203.  817  565-2331.  Equal  Opportunity/ 
Affirmative  Action  Employer. 


Assistant  Director  for  Health  Services 


The  City  of  Fort  Worth  (population  446,300) 
Public  Health  Department  is  seeking  a 
board  certified  or  currently  board  eligibie 
public  health/preventive  medicine  or 
occupational  medicine  physician  for  the 
position  of  assistant  director  for  health 
services.  This  is  a single  executive  and  pro- 
fessional position  with  responsibilities  for  op- 
eration of  the  clinical  services  components 
of  the  health  department. 

The  incumbent  reports  to  the  director  of 
public  health  and  must  have  proven  ad- 
ministrative, clinical,  and  epidemiologic 
skills.  This  individual  oversees  the  divisions  of 
personal  health  services,  disease  control, 
community  dentai  services,  and  the 
medical  staff.  The  successful  candidate 
must  have  an  interest  in  providing  clinical 
services  as  well  as  program  administration. 
The  position  provides  research  opportuni- 
ties, excellent  benefits,  arxt  life  in  a city 
Newsweek  rrxigazine  recently  called  one 
of  the  ten  best  in  the  country. 

A minimum  of  three  years  of  responsible 
public  heaith  administrative  and  clinical 
experience  is  required.  A Texas  medical 
license  or  the  ability  to  obtain  a Texas 
medical  license  within  six  months  of 
selection  is  also  required.  Starting  salary 
ranges  up  to  the  mid  S70,000s  depending 
on  experience  and  qualifications. 

Come  join  a staff  of  highly  competent 
public  health  professionals  in  Fort  worth,  a 
city  with  a colorful  western  heritage  and 
plans  for  the  future. 

Submit  a detailed  resume  no  later  than 
July  24, 1989  to  Nick  U.  Curry,  MD,  MPH, 
Director  of  Public  Health,  City  of  Fort  Worth, 
1800  University  Drive,  Suite  232,  Fort  Worth, 
Texas  76102. 


Project  investigator  who  will  study  various  aspects 
of  regulation  of  expression  of  the  mos  gene  and 
its  relationship  to  the  control  of  the  cell  cycle. 
These  include:  Study  mos  protein  kinase  activity 
in  vivo,  analysis  of  phosphorylation  sites,  micro- 
inject  mos  protein  and  anti-mos  antibodies  into 
cells  to  study  their  effects  at  the  cellular  level  and 
the  effect  of  mos  on  the  cytoskeleton  in  a cell 
cycle  dependent  manner.  Publish  scientific  papers. 
PhD  degree  or  equivalent  in  Molecular  Pathology 
or  Biophysics.  Two  years  postgraduate  training  in 
Biochemistry/Molecular  Biology.  One  year  research 
experience  in  oncogene  with  emphasis  in  microin- 
jection and  cell  cycle  studies  and  protein  blotting. 
At  least  one  refereed  publication  in  a scholarly 
journal  in  the  field  of  oncogene.  40  hours/week. 
$21,765  annual  salary.  Contact  Texas  Employment 
Commission,  Houston,  Texas  or  send  resume  to 
Texas  Employment  Commission,  TEC  Building, 
Austin,  Texas  78778.  |0  #5150788.  Ad  paid  for  by 
an  equal  opportunity  employer. 

Texas  Tech  University,  Health  Sciences  Center,  De- 
partment of  Family  Medicine  is  seeking  a Residency 
Director  for  its  Family  Practice  Residency  Program 
located  in  Lubbock,  Texas.  This  is  a senior  position 
with  an  academic  rank  of  professor/associate  pro- 
fessor. depending  on  background  and  experience. 
The  Residency  Director  will  be  able  to  participate 
in  the  development  of  innovative  educational  pro- 
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grams  to  meet  the  health  care  needs  of  the  largely 
rural  and  underserved  regions  of  West  Texas.  Can- 
didates must  be  board  certified  in  family  practice 
and  have  academic  and  administrative  experience. 
Please  send  curriculum  vitae  to  Theodore  R. 
Kantner,  MD,  Professor  and  Chairman,  Department 
of  Family  Medicine,  Texas  Tech  University  Health 
Sciences  Center,  4th  and  Indiana,  Lubbock,  Texas 
79430.  An  equal  opportunity/affirmative  action  in- 
stitution. 


Emergency  Medicine 

Needed;  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Texas;  Dallas/Fort  Worth  and  East  Texas — Full-time 
positions  available  with  EmCare,  a progressive  phy- 
sician-oriented group  committed  to  excellence  in 
emergency  medicine.  Opportunities  include  staff 
and  directorship  positions,  in  high-volume.  Level  I 
Trauma  Centers,  as  well  as  smaller  community  hos- 
pitals. We  offer  very  desirable  geographic  locations 
including  the  Dallas/Fort  Worth  area.  East  Texas, 
Amarillo,  and  Austin.  Competitive  compensation 
rates  range  from  $85,000  to  $150,000  annually. 
Positions  available  for  both  part-time  and  full-time 
emergency  medicine  physicians.  Positions  are  also 
available  for  primary  care  physicians  in  clinic  set- 
tings. Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204  or  call  collect  214 
823-6850,  out  of  state  1-800-527-2145. 


EMERGENCY  ROOM  PHYSICIANS 


Challenging  and  rewarding  full  and  part 
H time  positions  available  immediately  for  licensed 
H physicians  in  West  and  Southwest  Texas  For  more 
H information,  call  or  send  resume  to  MEDI- 
H CUS,  INC.,  P.O.  Box  30338,  Albuquerque, 

■ NM  87190.  (505)  881-7888. 


Family/General  Practice 

Locum  Tenens — BC/BE  needed  in  family  medicine. 

Guaranteed  up  to  40  hours  in  a growing  family 
practice  clinic.  Excellent  working  conditions;  insur- 
ance paid  and  housing  provided.  Contact  Nancy 
Bloomfield,  4010  College,  Suite  200,  Beaumont, 
Texas  77707;  409  842-9449. 

Well  established  reputable  multispecialty  clinic  is 

seeking  a family  practice  physician,  preferably 
American  graduate.  Clinic  located  In  a thriving 
industrialized  area  30  minutes  from  Houston  and 
15  minutes  from  Galveston.  Close  proximity  to 
excellent  educational  facilities,  universities,  colleges 
and  recreational  areas.  May  begin  immediately,  ex- 
cellent salary,  income  proportional  to  effort.  Please 
forward  C.V.  or  contact  Dr.  Faus,  Beeler-Manske 
Clinic,  P.O.  Box  3333.  Texas  City,  Texas  77592- 
3333;  409  948-8521  (Collect). 

Hard-charging  CP/FP  wanted  to  join  solo  osteo- 
pathic general  practitioner  in  Panhandle  community 
of  12,500.  Pract'ce  includes  obstetrics  with  back-up 
available  for  high-risk  and  complications  and  cover- 
age of  satellite  clinic  in  nearby  small  town.  Pro- 
gressive, modern  hospital.  Unlimited  opportunity 
for  the  right  individual.  Early  partnership,  income 
guarantee,  moving  expenses,  etc.  Send  CV  to  jim 
Wurts,  Memorial  Hospital,  224  East  2nd  Street, 
Dumas,  Texas  79029  or  call  806  935-7171. 

Family  Physician,  Southeast  Texas — A busy,  well- 
established,  board  certified  family  physician,  prac- 
ticing in  Beaumont,  is  now  seeking  an  associate  to 


join  his  expanding  practice.  Flexible  financial 
arrangements.  Send  your  CV  to  Manager,  Profes- 
sional Relations,  Dept.  II-7G,  P.O.  Box  1438, 
Louisville,  KY  40201-1438.  Or  call  toll-free  1-800- 
626-1590. 

Family  Physician,  Houston  Area — A well-established 
family  practice  group  is  now  seeking  to  add  another 
member.  Competitive  financial  package.  Send  your 
CV  to  Manager,  Professional  Relations,  Dept.  1I-7H, 
P.O.  Box  1438,  Louisville,  KY  40201-1438.  Or  call 
toll-free  1-800-626-1590. 

“Hey,  who  turned  up  the  speed?!” 


Let  us  help  you  get  off  the  treadmill. 
Call  Physicians  RELIEF  Network 
“The  locum  tenens  specialists  of  Texas” 
1-800-531-1122 
or 

complete  and  return  the  portion  below  for 
complete  details  without  any  obligation 

(please  print  oMi^eJ 

PRN  Physicians 
1000  N.  Walnut,  Suite  B 
New  Braunfels,  Texas  78130 
Attention:  Ken  Teufel,  M.D. 


Name 


Address 


• •• 
III 


Family  Practice — Texas  community  of  150,000,  af- 
fordable real  estate,  many  social  and  recreational 
opportunities;  airport.  Call  sharing  call  arrangement 
available  with  two  board  certified  FPs.  No  OB  re- 
quired. Modern  356-bed  hospital  offering  generous 
incentive  package  to  qualified  physicians.  Contact 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117-8102;  817  595-1128. 

Texas  community  of  8,000  (trade  area  16,000)  seeks 
BC/FPs  for  group.  One  young  BC  physician  re- 
cruited, available  for  call  sharing.  New  hospital 
under  construction.  Sound  economy,  good  schools, 
airport.  Generous  incentive  package  including  in- 
come guarantee,  relocation,  office  space,  more. 
Physicians  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117-8102;  817  595-1128. 

General  practice  available  in  scenic  lake  area  of 

Texas  Hill  Country.  Recreational  mecca  within  one 
hour  of  Austin.  Established  practice  with  a proven 
capability  to  generate  good  income  in  desirable 
community.  Contact  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 

Medical  Director — Up  to  $93,404  based  on  qualifi- 
cations and  experience.  Will  manage  and  direct 
medical  services  for  developmentally  disabled  in- 
dividuals in  a large  residential  setting.  Valid  Texas 
license,  completion  of  internship/residencv  program 
and  two  years  experience.  Prefer  board  certified  or 
eligible,  and  some  experience  in  mental  retardation. 
Excellent  benefits  include  40-hour  work  week,  paid 
holidays,  vacation/sick  leave  accrual,  group  insur- 
ance and  retirement  programs,  tax-sheltered  income 
program.  State  provided  liability  insurance  and  con- 
tinuing education  opportunities.  Contact  Lonnie 
Willis,  Superintendent,  Lubbock  State  School,  P.O. 
Box  5396,  Lubbock,  Texas  79417;  806  763-7041. 
EOE. 

West  Texas — Caines  County  Medical  Clinic  will 
furnish  office  space,  equipment,  upkeep  on  the 
equipment  and  utilities.  Clinic  is  well  stocked  with 
supplies.  If  any  physician  in  the  field  of  family 
practice  is  interested  please  call  Terry  Phillips, 


President  of  Clinic  Board,  at  806  546-3280  or  806 
546-2917  or  call  Karen  Harlan  at  806  546-2541  or 
806  546-3200. 

Family  Practitioner — Mediclinic,  a progressive  multi- 
clinic system  specializing  in  family  and  industrial 
medicine  has  immediate  openings  in  the  Houston 
area  for  board  eligible/certified  family  practitioners. 
We  offer  choice  clinic  locations  with  generous 
guaranteed  income  and  benefits  package.  Please 
send  CV  to  M.  Fazlani,  MD,  Chief  Medical  Director, 
Mediclinic,  6604  Southwest  Freeway,  Houston,  Texas 
77074;  or  call  713  783-4707. 


PASSPORT 


“Working  vacations’’ 
for  family  practitioners 

A limited  number  of  practicing  family  physicians 
are  now  being  recruited  for  short-term  assignments 
of  one  to  three  weeks  going  to  the  following  propos- 
ed destinations: 

Costa  Rica 
Pern 

Hong  Kong 
Thailand 

Compensation  shall  include: 
round-trip  air  and  living  accomodations 

These  unique  vacations  are  being 
organized  under  the  auspices  of 

‘Prime  Clime  ‘Explorers 

For  more  infonmalion.  please  contact: 

PRN.  Ltd.  Physician  Staffing 

1000  N.  Walnut,  Suite  R 
New  Braunfels,  Texas  78130 

t-800-53l-ll22 


Dallas,  Texas — Family  practice.  CIGNA  Ftealthplan 

has  immediate  career  opportunities  for  you  to  loin 
a multigroup  specialty.  We  offer  professional  lia- 
bility coverage,  paid  vacations  and  competitive 
compensation.  For  confidential  consideration,  send 
your  CV  to  Carolyn  Pabich,  CIGNA  Healthplan  of 
Texas,  Inc,,  P.O.  Box  542588,  Dallas,  Texas  75354- 
2588,  or  call  214  401-5303. 

Solo  family  practitioner  seeking  associate  for  gen- 
eral family  practice  with  no  OB.  Fully  furnished 
office,  lab  and  x-ray  on  premises,  beautiful  modern 
clinic.  Rotating  call  at  nearby  hospital  with  3-4 
nights  per  month  and  one  weekend  every  five 
weeks.  Guaranteed  salary  option  available.  Located 
within  90  minutes  of  Austin,  San  Antonio,  Houston. 
Buy  in  or  buy  out  available.  Good  solid  income 
practice.  Position  available  immediately.  Please  reply 
to  Ad-717,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

Internal  Medicine 

Internal  Medicine — Medical  staff  of  regional  medi- 
cal center  in  NE  Texas  seeks  board  certified  in- 
ternist. Share  call  with  other  internists.  Office 
adjacent  to  modern  200-bed  hospital,  family 
oriented  community  with  strong  economy,  excellent 
schools.  Many  recreational  and  social  opportunities. 
Competitive  incentive  package.  Contact  Physician 
Resource  Network,  P.O.  Box  37102,  Port  Worth, 
Texas  76117-8102;  817  595-1128. 

Five  American  trained,  BC  internists  seek  com- 
patible associate  for  busy  group  practice  in  Texas 
community  of  100,000-|-.  Office  adjacent  to  modern 
250-bed  hospjtal.  Excellent  call  arrangement,  salary 
and  benefits.  Full  associate  status  in  second  year. 
Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Internal  Medicine — Established  practice  available  in 

exclusive  Dallas  neighborhood.  Average  (annual)  net 
collections  $335-K.  Loyal  patient  base.  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate.  Contact  Physican  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117- 
8102;  817  595-1128. 

Obstetrics/Cynecology 

OBG  Opportunity — Board  certified  or  eligible  OBG 

to  join  another  OBG  in  a clinic  of  17  multispecialty 
physicians.  Competitive  first-year  salary  with  paid 


expenses  and  relocation  allowance.  Please  send  CV 
to  Pam  Shuttlesworth,  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  5pring,  Texas  79720. 


Orthopedic  Surgery 

W;>n*ed — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  In  orthopedic 
group  in  West  lexas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 

Orthopedic  surgeon  to  join  two  established  ortho- 
pedic surgeons  within  a well  established  and 
expanding  multispecialty  group  in  a choice  rural 
area  of  Central  Texas.  Salary  with  incentive  bonus 
opportunity,  excellent  benefits.  Independent  fee- 
for-service  24-physician  group  with  drawing  area  of 
100,000-}-.  Send  CV  or  call  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park,  Bren- 
ham,  Texas  77833,  or  call  during  weekdays  1-800- 
333-6153  or  nights  409-836-4104. 

Orthopedic  Surgeon — Attractive  Texas  community  of 

25,000  (service  area  75,000)  seeks  second  BE/BC 
orthopedic  surgeon.  Modern,  well-equipped  hos- 
pital. Shared  call  with  BC  ORS.  Many  recreational 
and  social  opportunities.  Generous  incentive  pack- 
age. Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


Pediatrics 


Pediatrician,  San  Antonio — Another  pediatrician  is 

needed  to  join  a large  multispecialty  group  in  San 
Antonio,  Competitive  salary  with  excellent  ameni- 
ties. Primarily  a clinical  practice.  Send  your  CV  to 
Manager,  Professional  Relations,  Dept.  II-7C,  P.O. 
Box  1438,  Louisville,  KY  40201-1438.  Or  call  toll- 
free  1-800-626-1590. 

Pediatrician,  College  Station — A pediatrician  is 
needed  to  establish  a solo  practice  in  College  Sta- 
tion. Financial  assistance  with  possible  future  asso- 
ciation. For  further  information,  send  your  curricu- 
lum vitae  to  Professional  Relations,  Humana  Inc., 
Dept.  II-7D,  500  West  Main  Street,  Louisville,  KY 
40201-1438. 

Dynamic  pediatric  group  in  NE  Texas  seeks  fourth 
associate  tor  fee-for-service  practice.  Shared  call, 
comprehensive  benefit  package  and  early  partner- 
ship. Modern  hospitals.  Attractive  community  of 
27,000  with  strong,  diversified  economy,  excellent 
schools.  Many  social  and  recreational  opportunities. 
Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Psychiatry 

Psychiatrist — new  position  in  expanding  medical 
services  division  of  a community  mental  health 
center.  Requires  Board  Eligible  or  Board  Certified 
and  Texas  license.  A base  salary  of  $73,000,  higher 
considering  experience  and  certification.  Eringe 
benefit  package  of  23%  plus  administrative  and 
malpractice  liability  coverage.  El  Paso  has  more 
days  of  sunshine  than  any  city  in  the  U.S,  Our 
average  daily  high  temperature  in  January  is  57 
degrees;  average  nightly  low  temperature  in  July  is 
70  degrees.  Mountain  resorts  with  skiing  and  fish- 
ing are  two  hours  away.  A culturally  diverse  major 
metropolitan  area,  El  Paso  has  a population  of 
over  500,000.  Bilingual  Spanish/English  required. 
Eor  more  information  call  or  write  W.  M.  Smith, 
Personnel  Director,  Life  Management  Center,  P.O. 
Box  9997,  El  Paso,  Texas  79990;  915  594-1069. 


Radiology 

BE/BC  radiologist  needed  for  locum  fenens  in 
Laredo,  Texas.  Pull  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Diagnostic  Radiologist — Gulf  Coast  Region,  to  join 
solo  radiologist  at  105  bed  hospital.  Contact  Richard 
Allison,  MD,  Alice  Physicians  and  Surgeons  Hos- 
pital, 300  E.  3rd  St.,  Alice,  Texas  78332,  512  664- 
4376,  X135. 

Expanding  17-physician  multispecialty  group  has 

excellent  opportunity  for  a radiologist.  We  offer  a 
high  first-year  expenses.  It  interested,  send  CV  to 
Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720  or  call  Pam  Shuttlesworth 
at  915  267-6361,  ext.  336. 

Busy  radiology  group  in  NE  Texas  seeks  fourth 

associate.  All  modalities,  including  MRI  and  inter- 
ventional. Comprehensive  benefit  package  and  early 
partnership.  Attractive  community  of  27,000  with 
strong,  diversified  economy,  excellent  schools.  Many 
social  and  recreational  opportunities.  Contact  Phy- 
sician Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117-8102;  817  595-1128. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 


retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  (or  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 


Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  EM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 


Call  1-800-284-4560 


Hauston  785-3722 
or  send  CV:  11140  Westheimer 
Suite  144 

Houston.  TX  77042 


Reuben 
B r o n s t e i n 

& Associates 


We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  John  Smith,  Locum  Tenens,  Inc.  (A 
Division  of  Jackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT9,  Atlanta,  GA  30346, 
telephone  1-800-544-1987. 


PULMONOLOGY 
FAMILY  PRACTICE 
OB/GYN 

ORTHOPEDIC  SURGERY 
PEDIATRICS 

Progressive  medical  center  30 
miles  north  of  Houston  offering 
outstanding  practice  opportunities. 
Relocation  amenities  include:  in- 
come guarantee,  rent  assistance, 
personnel  salary  assistance,  prac- 
tice management,  and  an  aggres- 
sive marketing  program  to  aid  in 
building  practice  clientele. 

For  consideration  call,  day 
or  night,  1-800-635-0187 
or  send  CV  to: 

Jackie  Rowles,  Director 

Physician  Recruitment 

Charter  Lane  Regional 
Medical  Center 

300  E.  Crockett 
Cleveland,  Texas  77327 


CHARTER  REGIONAL 
MEDICAL  CENTER 


m A Charter  Medical  Facility 


Family  or  internal  medicine  physician  needed  for  a 

satellite  clinic  affiliated  with  a well-established,  ex- 
panding multispecialty  group  in  a choice  rural  area 
of  Central  Texas.  Salary  with  incentive  bonus  oppor- 
tunitv,  excellent  benefits.  Independent  fee-for- 
service.  24-physician  group  with  drawing  area  of 
100,000-1-.  Send  CV  to  William  Schlotter,  Brenham 
clinic  Association,  PA,  600  N.  Park,  Brenham, 
Texas  77833,  or  call  1-800-333-6153. 

South  Texas  Multispecialty  Croup — 10  physician 
group  in  San  Antonio.  Excellent  practice  opportuni- 
ties for  BC/BE  physicians:  OBG,  pediatrics,  EP. 
Well-established  25  year  old  practice  rapidly  ex- 
panding into  multispecialty  group  due  to  increased 
patient  base.  Design  award-winning  new  facility 
offering  complete  lab,  x-ray,  family  practice,  general 

Texas  Medicine 


surEery,  cardiology,  PM&R,  and  ophthalmology  ser- 
vices already  established.  Texas  licensed  and  Medi- 
care certified  out-patient  surgery  center  on  site. 
Enlarging  present  facility  and  will  open  satellite 
office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  adminis- 
tratiye  and  staff  support,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  out-patient 
and  hospital  practice.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Send  CV  references  and  current  photo  to 
Robert  A.  Payne,  Administrator,  Conzaba  Medical 
Group,  720  Pleasanton  Road,  San  Antonio,  Texas 
78214. 


TEXAS  PRmfCE 
^^^PPmUNITtES 

There  are  private  practice  opportunities 
for  the  following  specialties  through- 
out the  nine  Texas  communities  where 
Humana’s  hospitals  are  located; 

• Ph)«ioian 

• infectious  Diseases 

• internist 

• Neurologist 

• Ophthalmologist 

• Orthopedic  Surgeon 

• Otolaryngoiogist 

• Pathologist 
Pediatrician 

s * Physiatrist 
\ •'Rheumatologist 
\ • Urologist 

Call  TOLL-FREE  1-800-626-1690  for  a 
description,  or  send  your  CV  toi  Man- 
ager, Professional  Relations,  Humana 
Inc.,  Dept.  11-6,  500  West  Main  Street, 
Louisville,  KY  40201-1438, 


General  Surgeon — To  associate  with  another  sur- 
geon. Rural,  family  oriented  location  with  stable 
economy.  Glose  to  skiing  and  lake.  Income  guar- 
antee, relocation  expenses,  and  other  incentives. 
Excellent  income  potential  with  generous  time-off. 
Send  CV  to  )im  Wurts,  Memorial  Hospital,  224  East 
2nd  Street,  Dumas,  Texas  79020  or  call  806  935- 
7171. 

Cardiologist,  San  Antonio — A successful  well- 
established  cardiologist  with  a very  large  practice  is 
now  seeking  an  associate  with  invasive  skills.  His 
well-equipped  office  is  located  next  to  our  273-bed 
downtown  hospital.  Send  your  CV  to  Manager, 
Professional  Relations,  Humana  Inc.,  Dept.  II-7A, 
500  West  Main  Street,  Louisville,  KY  40201-1438. 
Or  call  toll-free  1-800-626-1590. 

Otolaryngologist,  Houston — There  is  now  a timely 

opportunity  for  an  otolaryngologist  in  the  Houston 
area.  Solo  with  financial  assistance  with  possible 
option  to  associate.  Send  your  CV  to  Manager, 
Professional  Relations,  Humana  Inc.,  Dept.  II-7B, 
500  West  Main  Street,  Louisville,  KY  40201-1438. 
Or  call  toll-free  1-800-626-1590. 

Physiatrist,  College  Station — A physiatrist  is  needed 
to  establish  practice  in  Bryan/College  Station. 
Physician  must  be  willing  to  treat  chronic  back 
pain.  Immediate  referrals  will  be  forthcoming  from 
the  medical  staff  and  our  hospital  will  provide 
financial  assistance.  For  more  information  send  your 
CV  to  Gordon  Crawford,  Professional  Relations, 
Humana  Inc.,  Dept.  II-7E,  500  West  Main  Street, 
Louisville,  KY  40201-1438.  Or  call  toll-free  1-800- 
626-1590. 

Infectious  Disease  Specialist,  Houston  Area — A 

young,  board  certified  infectious  disease  specialist 
with  a successful  and  growing  practice  is  now  in 
need  of  an  associate.  Excellent  location  with  Cult 
shores  nearby.  Send  your  CV  to  Manager,  Profes- 
sional Relations,  Humana  Inc.,  Dept.  II-7F,  500 
West  Main  Street,  Louisville,  KY  40201-1438.  Or 
call  toll-free  1-800-626-1590. 

Allergist — Established  pediatric  and  adult  allergy 

practice  available  in  major  metropolitan  area  of 
northeast  Texas.  For  information,  without  cost  or 
obligation,  contact  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 

Gastroenterologist — Two  busy  gastroenterologists 
seek  third  associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefit  package,  and 
early  partnership.  Modern  hospitals.  Attractive 
community  with  strong,  diversified  economy,  ex- 
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cellent  schools.  Many  social  and  recreational  oppor- 
tunities. Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117-8102;  817  595- 
1128. 


Extend  the  borders 
of  your  career. 

It's  possible  with  an  overseas 
opportunity  through  AMI  Saudi 
Arabia  Ltd.  Opportunities  are 
now  available  in  the  Saudi 
Arabian  cities  of  Al  Baha, 
Dhahran  and  Riyadh  for: 

Physicians 

Qualified  candidates  will  be 
U.S.  Board  Certified  with 
specialization  in  one  of  the 
following: 

■ Pediatrics 

■ Ophthalmology 

■ Internal  Medicine 

■ General  Practice 

Your  locum  tenens  or  1-2  year 
assignment  in  Saudi  Arabia 
features: 

□ Potential  tax  advantages 

□ Free,  fully  furnished  housing 

□ On-site  recreation  center 
n Generous  holiday  and 

vacation  benefits 

□ Numerous  travel  opportunities 

□ Excellent  medical/dental/lite 
insurance  plan 

Discover  how  tar  your  career 
plans  can  take  you.  Find  out 
more  by  calling  or  forwarding 
resume  to: 

Arabian  Medical 
International,  Inc. 

5718  Westheimer 
Suite  1810 
Houston,  TX  77057 
Call  (800)  537-1026 
In  Houston,  call  975-9000 

>IMI  SAUDI  ARABIA  LTD. 


Where  your  ambitions  can  lake  you. 


Neurologist — Regional  medical  center  serving 

150,000  in  NE  Texas  seeks  BE/BC  neurologist  for 
associate  practice  or  solo  sharing  call  with  BC 
neurologist.  Family  oriented  community  with  strong 
economy,  excellent  schools.  Many  social  and  rec- 


reational opportunities.  Competitive  incentive  pack- 
age. Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Pulmonologist — Five  man  group  of  American 

trained,  BC  internists  seek  compatible  pulmonology 
associate.  Texas  community  of  100,000-f.  Office 
adjacent  to  modern  250-bed  hospital.  Shared  call, 
good  income  and  benefits.  Full  associate  status  in 
second  year.  Contact  Physician  Resource  Network, 
P.O,  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 


General  Surgeon — Texas  Community  of  8,000  (re- 
ferral area  16,000)  seeks  board  certified  general 
surgeon.  Nearby  surgeon  available  tor  call.  New 
hospital  under  construction.  Sound  economy,  good 
schools,  airport.  Generous  incentive  package  includ- 
ing income  guarantee,  relocation  allowance,  office, 
more.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117-8102;  817  595- 
1128. 


Texas  Medicus,  PA — Houston,  Dallas  and  North 
Texas.  Medical  directorships  and  staff  positions 
available  in  attractive  metropolitan  and  rural  areas 
of  Texas.  Locations  include,  Sherman,  Wichita  Falls, 
Palestine,  San  Antonio,  and  several  openings  in  the 
Greater  Dallas  and  Houston  areas.  Medicus  offers 
attractive  compensation  packages  with  many  posi- 
tions offering  fee-for-service.  Annual  compensations 
range  from  $90, 000-$1 44,000.  Other  benefits  are 
paid  professional  liability  insurance  and  the  avail- 
ability of  medical  insurance.  For  further  informa- 
tion, please  contact  Lori  Clay,  Recruiter,  Texas 
Medicus,  PA,  4514  Cole  Ave.,  Suite  804,  Dallas, 
Texas  75205;  1-800-446-0607  or  214  522-9591. 


Cardiology — El  Paso,  Texas.  Join  three  BC  cardiol- 
ogists for  growing  invasive/noninvasive  practice; 
affiliation  with  330-bed  medical  center,  active 
cardiac  surgery  program.  Attractive  salary,  benefits; 
new  clinic  in  1990.  530,000  city  population.  Phil 
Kelbe,  Fox  Hill  Associates,  250  Regency,  Milwaukee, 
Wisconsin  53186,  1-800-338-7107. 


Rheumatology — El  Paso,  Texas.  Partnership  with  BC 
rheumatologist.  Diverse  practice  includes  clinical 
research.  Modern  330-bed  hospital  with  strong 
orthopedic  and  rehabilitation  program.  Three- 
physician  call  schedule,  excellent  income  potential. 
530,000  city  population.  Phil  Kelbe,  Fox  Hill  Asso- 
ciates, 250  Regency,  Milwaukee,  Wisconsin  53186, 
1-800-338-7107. 


Associate  Medical  Director — Excellent  opportunity 

tor  board  certified  physicians  interested  in  the 
challenge  of  cost  containment  and  managed  health 
care.  Join  the  largest  independent,  most  dynamic 
utilization  review  and  cost  management  firm  in  the 
country.  Our  focus  is  the  professional  expertise 
that  only  physicians  can  bring  to  these  processes, 
enhanced  by  state-of-the-art  systems  and  sophisti- 
cated telecommunication  techniques.  UR  experience 
is  preferred,  but  not  essential.  Relocation  to  the 
Chicago  area  necessary.  For  information  about  op- 
portunities please  send  CV  to  VP,  Physician  Review, 
Healthcare  Compare  Corporation,  3200  South 
Highland  Avenue,  Downers  Grove,  IL  60515-1223. 

Clinic  Administrator — Oversee  medical  clinic  opera- 
tions. Hire,  tire  and  train  personnel.  Purchase  medi- 
cal equipment,  medical  supplies,  computers,  and 
maintain  inventory.  Responsible  for  payroll,  human 
resource  management,  accounts  payable  and  re- 
ceivable. Develop  computer  system  in  areas  of 
accounting,  medical  records,  management,  business 
reports,  and  insurance  claims.  Review  medical  and 
accounting  software  packages  for  implementation 
into  firm.  File  Medicare,  Medicaid  claims  and  tile 
Texas  Rehabilitation  Commission  reports.  Update 
and  network  computer  system.  Maintain  accurate 
records  on  patients.  Maintain  public  relations  for 
company.  Supervise  10-14  nurses,  lab  technicians 
and  clerical  staff.  40  hours/week.  BA  in  Business 
Administration  or  Computer  Information  Systems. 
Six  months  experience  in  job  offered  or  six  months 
related  management  experience.  $2266/month.  Ap- 
ply at  the  Texas  Employment  Commission,  Conroe, 
Texas  or  send  resume  to  the  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778.  lob 
Order  # 5517539.  Ad  paid  for  by  an  equal  oppor- 
tunity employer. 


OPPORTUNITIES  SOUGHT 

Board  Eligible  Family  Physician — Completes  Texas 
residency  program  |une  1990.  Considering  small 
group  practice  opportunities  in  Texas,  but  open  to 
other  practice  possibilities.  No  OB.  Describe  your 
practice,  salary  guarantee,  location,  additional  bene- 
fits, and  availability  of  partnership.  Please  reply  to 
Ad-726,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Recent  graduate  in  family  practice  medicine  seeking 
to  locate  in  Austin/Central  Texas  area.  Prefer  pro- 
fessional association/small  group.  Will  consider 
salaried  position  to  start.  Please  reply  to  Ad-725, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Marquette  Stress  Systems — Model  #3500  and  Model 
"Case,"  Del  Mar  Stress  System  Model  #3100, 
Siemens  Siremobil  2 C-Arm,  Phillips  BV-22,  C-Arm, 
QBCs,  QBC  Ms,  Olympus  sigmoidoscopes,  Ritter 
procto  tables,  Sequoia-Turner  900,  Kodak 
Ektachems,  Autoclaves  and  much,  much  more. 
Please  call  for  photos  and  prices.  Inventory  lists 
sent  by  writing  or  by  phoning  Medexchange,  Inc., 
3021  Carmel  St.,  Dallas,  Texas  75204,  USA;  214 
824-5040,  214  823-9428  FAX.  In  Houston,  713  568- 
0306. 

For  Sale — Burdick  treadmill  EKG  with  monitor 
TA-520.  Burdick  defibrillator  DC-190.  Datamed 
transmitter  model  331-A.  Burdick  T500  treadmill — 
like  new.  $10,000.  Contact  Nilon  Tallant,  MD,  705 
W.  Hopkins  St.,  San  Marcos,  Texas  78666-4398; 
512  396-3361. 


Office  Space/ Property 

Medical  Lease  Space — 2,184  square  feet,  finished 
out  in  excellent  condition  with  private  office,  three 
baths,  five  treafmenf  rooms,  lab,  nurses  lounge, 
business  and  reception  area.  Hulen  South  Profes- 
sional Building.  Great  location  in  SW  Fort  Worth 
(across  from  FHulen  Mall),  ufilized  by  family  phy- 
sician since  1979.  817  292-1861/732-8767. 

Weekend  Getaway — A secluded  1,300  acre  Hill 
Country  ranch  southwest  of  Kerrville.  A spectacular 
creek  runs  through  the  ranch  with  deep  water.  A 
beautiful  home,  horse  barn,  hunfing  lodge,  hay 
field  and  abundant  wildlife  make  this  a dream 
ranch.  Only  $750  acre.  Greg  Tom,  Broker.  512 
858-4136. 

Office  building  for  sale  near  Tyler.  2,500  sq,  ft. 
Fully  equipped  with  lab  and  x-ray.  Paved  parking. 
High  traffic  area  on  US  Highway.  Family  practice 
available  at  no  cost.  Down  payment  and  assume 
note  on  building.  For  information  write  Medical 
Clinic,  1113  South  Main,  Lindale,  Texas  75771; 
214  882-7593. 


Practices 

Practice  For  Sale — General  surgeon  specializing  in 
colon  and  rectal  surgery,  retiring.  Has  practiced  suc- 
cessfully in  same  locafion  for  15  years.  Inferested 
physicians  should  confact  David  Schnitzer,  Twelve 
Oaks  Hospifal,  4200  Porfsmoufh,  Houston,  Texas 
77027  or  call  713  623-2500,  for  details. 

Family  Practice,  Austin,  For  Sale — Established  prac- 
tice associated  with  family  practice  and  multispe- 
cialty group.  Fully  equipped  office,  lease  renew- 
able. Shared  lab  and  x-ray  facilities.  Good  on-call 
coverage.  Direct  inquiries  to  Ad-724,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Thriving,  mature  practice  in  northern  suburb  of 

Dallas-Forf  Worth  metroplex.  Fastest  growing  coun- 
ty in  area.  Well-trained  staff.  All  culfural  amenifies. 
Imporfanf  aspects  negotiable.  Seller  will  work  part- 
time  1-2  years  for  smoofh  fransition.  If  interested, 
please  send  CV  and  any  other  pertinent  informa- 
tion or  questions  in  cover  letter  to  George  E.  Flolla- 
day,  MD,  525  Bryan  Street,  Denton,  Texas  76201. 

For  Sale — Busy  34  year  family  practice.  20,000  + 
charts.  $300K  gross.  Suburbia  of  Dallas.  160,000 
recession  resisfanf.  Near  arfs,  sports,  boating,  enter- 
tainment. 214  272-1581. 

North  Texas  established  second  clinic  available. 

Two  physicians  seeking  third  for  buyout  or  employ- 
ment. Financing  available  to  qualified  person.  This 
clinic  is  minutes  from  Dallas/Fort  Worth.  Great  op- 
portunity at  a special  price.  Call  817  481-8030  or 
send  CV  to  3101  East  NW  Parkway,  Southlake, 
Texas  76092.  Attention:  Jim  Hueber. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 

Attorney — representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  confracts;  profes- 
sional associations;  partnerships;  and  leases.  Robert 


J.  Ratcliffe,  1104  Nueces,  Suite  4,  Austin,  Texas 
78701;  512  477-2335.  (Fully  licensed  attorney  in 
Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 

Selling  your  practice?  We  offer  on-site  appraisals, 

practice  brokerage,  physician  recruiting,  and  part- 
nership buy-in  services.  We  can  help  you  make  the 
right  decisions.  For  a free  brochure,  call  or  write 
Practice  Dynamics,  Dept.  T,  P.O.  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911. 


CONTINUING  EDUCATION 

FLEX  Preparation — November  1989.  Intensive  one 
week  refresher  course  in  Norfolk,  Virginia  by  pro- 
fessors, MDs,  and  PhDs  involved  in  medical  educa- 
tion. Going  into  practice  in  another  state?  This 
course  will  prepare  you  for  the  FLEX  or  FMCEMS 
examinations.  USNBE  Review  Center,  P.O.  Box  767, 
Friendswood,  Texas  77546;  713  482-8597. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pav.  MARYWOOD.  510 
West  26th  Street.  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $45.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $80.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Director,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


“What  price 
breathing?” 

JOHN  BRYSON/SYGMA 


Shortly  before  his  death  from 
emphysema , John  Huston  made 
the  following  statement  for  the 
American  Lung  Association: 

“All  my  films,  from  “The 
Maltese  Falcon”  on,  have  been 
about  courage-one  kind  or 
another.  Since  I acquired  em- 
physema, I’ve  discovered  a very 
special  brand-the  courage  of 
those  fighting  diseases  of  the 
lung.  What  price  breathing? 
Anyone  can  get  lung  disease. 
Even  babies.  Help  the  Amer- 
ican Lung  Association  fight 
lung  disease.  Take  care  of  your 
lungs.  It’s  a matter  of  life  and 
breath?  It  really  is.” 

It’s  a matter 
of  life 
and  breath’. 

AMERICAN 
LUNG 

ASSOCIATION 

The  Christmas  Seal  People  ® 
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— This  ad  appeared  in  the  Texas  State 
Journal  of  Medicine  (now  Texas  Medicine) 
in  January  1956. 


Maximize  the  Benefits 
of  Biood  Transfusion 


Although  the  safety  of  transfusion  therapy 
has  increased  since  this  ad  was  published,  ju- 
dicious consideration  in  blood  transfusion  ther- 
apy remains  paramount.  The  patient’s  needs 
and  the  attendant  risk  factors  of  each  blood 
transfusion  should  be  considered  and  discussed 
with  each  patient.  To  maximize  benefit  and 
minimize  risk,  consider  the  following: 


□ Request  type  and  screen  (pretransfusion 
studies)  when  appropriate  to  reduce  cross 
matching  and  expense. 

B Transfuse  only  when  your  patient’s 
clinical  condition  justifies  transfusion. 

Q Use  autologous  transfusion  whenever 
possible. 

□ Report  cases  of  suspected  transfusion- 
transmitted  disease  to  your  blood  bank. 

A public  service  announcement  sponsored  by  the  TMA  Committee 

on  Blood  Banking  and  Blood  Transfusion,  and  Texas  Medicine. 
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Continuing  Education  Cirectory’ 


COURSES 


AUGUST 
Cancer 
Aug  19,  1989 

CANCER:  PREVENTION  AND  EARl.Y  DETECTION.  Westin  Hotel 
Galleria,  Dallas.  Eee  *90  physicians,  *50  residents.  Category  1,  AMA 
Physician’s  Recognition  Award;  7 hours.  Contact  Diane  Pitkin,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-5789 

Cardiovascular  Disease 
Aug  3-5,  1989 

CRI  TICAL  CARE  c;aRD10L0GY.  Fairmont  Hotel.  San  Francisco.  Fee 

*380  members  of  American  College  of  (Cardiology,  *445  non-members 
of  ACC,  *285  residents,  fellows.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  17  hours.  Contact  the  American  College  of  Cardiology, 
Registration  Secretary,  Extramural  Programs,  Dept  5080,  Washington, 
DC  20061-5080  ( 1-800-25.3-4636) 

Aug  7-10,  1989 

CURRENT  CONCEPTS  IN  CARDIOLOGY.  Hyatt  lake  Tahoe  Resort  and 
Casino,  Lake  Tahoe.  Fee  *395  members  of  American  College  of  Car- 
diology, *450  non-members  of  ACC.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  14.5  hours.  Contact  Registration  Secretary,  Extramural 
Programs,  Dept  5080,  Washington,  DC  20061-5080  (1-800)  253-4636 

Aug  28-30,  1989 

1 5TH  ANNUAL  TUTORLAUS  IN  THE  TETGNS;  NEW  PROCEDURES 
AND  PERCEPTIONS  IN  CARDIOLOfiY.  Jackson  lake  Lodge,  Grand 
Teton  National  Park,  Moran,  Wyo.  Fee  *290  members  of  the  American 
College  of  Cardiology,  *355  non-members  of  ACC.  Category  1,  AMA 
Physician’s  Recognition  Award;  14  hours.  Contact  the  American  Col- 
lege of  Cardiology,  Extramural  Programs,  Dept  5080,  Wa.shington,  DC; 
20061-5080  ( 1-800)  25.3-4636 

General  Medicine 

Aug  13-18,  1989 

WILDERNESS  MEDICINE.  Snowmass,  Colo.  Fee  *350  physicians,  *200 
residents,  students.  Category  1 , AMA  Physician’s  Recognition  Award; 

23  hours.  AAEP  prescribed.  Contact  the  University  of  San  Diego  School 
of  Medicine,  M-017,  Office  of  Continuing  Medical  Education,  la  Jolla, 
CA  92093-0617(619)  5.34-.3940 

Aug  24-27,  1989 

WILD  MUSHROOMS:  AN  EDUCATIONAL  CONFERENCE  ON  THE 
STUDY  AND  CULTIVATION  OF  WILD  MUSHROOMS.  Telluride,  Colo. 
Fee  *160.  Contact  Fungophile,  Inc,  PO  Box  5503,  Denver,  CO 
80217-5503 

August  26,  1989 

TREATMENT  OF  NICOTINE  DEPENDENCE.  M.D.  Anderson  Cancer 
Center,  Clark  (dinic  Bldg  Auditorium,  Houston.  Fee  TBA.  Credit  TBA. 
Contact  Jeff  Rasco,  Conference  Services,  Box  131,  M.D.  Anderson  Can- 
cer Center,  1515  Holcombe  Blvd,  Houston,  TX  770.30  (71.3)  792-2222 


Health  Administration 

Aug  25,  1989 

SMOKE-FREE  HOSPITAL  M.D.  Anderson  Cancer  Center,  Clark  Clinic 
Bldg  Auditorium,  Houston.  Fee  TBA.  Credit  TBA,  Contact  Jeff  Rasco, 
Conference  Services,  Box  1.31,  M.D.  Anderson  Cancer  Center,  1515 
Holcombe  Blvd,  Houston,  TX  770.30  (713)  792-2222 

Obstetrics  and  Gynecology 

Aug  17-18,  1989 

lASERS  IN  OBSTE  TRICS  AND  GYNECOLOGY  WORKSHOP.  Baylor 
University  Medical  Center,  Dallas.  Fee  TBA.  Credit  TBA.  Contact 
Barbara  Grayson,  3500  Gaston  Ave,  Dallas,  TX  75246  (214)  820-2317 

Pathology 

Aug  5-12,  1989 

9TH  ANNUAL  COMPREHENSIVE  FINE  NEEDLE  BK4PSY  COURSE. 
Westin  Hotel,  Kauai,  Hawaii.  Fee *  *895.  Category  1,  AMA  Physician’s 
Recognition  Award;  25  hours.  Contact  the  University  of  California,  Ex- 
tended Programs  in  Medical  Education,  Room  U-569,  San  Francisco, 

CA  94 1 43-0742  (415)  476-425 1 

SEPTEMBER 

Cardiovascular  Disease 

Sept  20-23,  1989 

UPDATE  IN  CARDIOLOGY:  CARDIOVASCUIAR  BOARD  REVIEW.  In- 
diana Convention  Center,  Indianapolis,  Ind.  Fee  *475  members  of 
American  College  of  (Cardiology,  *525  non-members  of  ACC.  Category 
1,  AMA  Physician’s  Recognition  Award;  .34  hours.  Contact  the  Ameri- 
can College  of  Cardiology,  Extramural  Programs,  Dept  5080,  Washing- 
ton, DC  20061  5080  (1-800)  25.3-4636 

Endocrinology 

Sept  21  -23,  1989 

DIABETES.  Doubletree  Hotel  at  Post  Oak,  Houston.  Fee  TBA.  Credit 
TBA.  Contact  Tamara  Greiner,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-4942 

General  Medicine 

Sept  8,  1989 

SPOUSE  ABUSE.  The  University  of  Texas  Southwestern  Medical  Center, 
Dallas.  No  Fee.  Credit  TBA.  Contact  Freddie  Heitman,  Continuing  Edu- 
cation, LIT  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Sept  24-27,  1989 

1 ITH  ANNUAL  PHARMACY  SYMPOSIUM.  Westin  Galleria  Hotel,  Hous- 
ton. Fee  TBA.  Credit  TBA.  Contact  Shirley  Roy,  Conference  Services, 
Box  131,  M.D.  Anderson  Cancer  Center,  1515  Holcombe  Blvd,  Hous- 
ton, TX  770.30  (713)  792-2222 

Neurology 

Sept  9,  1989 

PARKINSONISM.  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Sonnier, 
Presbyterian  Healthcare  System,  8200  Walnut  Hill  I,ane,  Dallas,  TX 
75231  (214)  696-8468 


Texas  Medicine 


Sept  23-27,  1989 

NHUROBKHAVIORAI.  DISORDKRS;  C1.INK:AI.  INVHSTKiATIVR  THCH 
NIQURS  AND  APPl.K'.A  TIONS.  Wenner  Circii  Center,  Stockholm, 
.Sweden.  Fee  TBA.  Category  I , AMA  Phy.sieian'.s  Recognition  Award;  24 
hours.  (Contact  Ann  McCormick,  Southern  C^alifornia  Neuropsychiatric 
Institute,  6799  hi  Jolla  Blvd,  l,a  Jolla,  CA  92037  (619)  434-2102 

Sept  28- .30,  1989 

NFAlROl.CKiY,  PRIMARY  C;ARE  PHYSICIAN.  San  Antonio,  Tex.  Fee  TBA 
CTedit  TBA.  (kintact  Susan  l,arson,  .Scott  and  White  Hospital,  2401  S 
31st  St,  Temple,  TX  76S08  (Bl"’)  779-4083 

Obstetrics  and  Gynecology 

Sept  13-16,  1989 

c;\T9f:coi.ck;ic  endoscope  workshop  (operative  pel- 

VlSC;OPY,  OPERATIVE  HYS'rERt)SCOP3',  CONTACT’  AND  NON 
CONTACT  ND:  YAG  lASER)  Dallas.  Fee  TBA.  Credit  TBA.  Contact 
Sindi  Sonnier,  Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane, 
Dallas,  TX  73231  (214)  696-8968 

.Sept  16,  1989 

1 ITH  ANNUAL  SEMINAR  IN  OB/GYN.  Texas  Tech  University  Health 
Sciences  (Center,  Lubbock,  Tex.  Fee  TBA.  Categoiy  1 , AMA  Physician's 
Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing .Medical  Education,  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock,  TX  794,30  (806)  74,3-2929 

Sept  21-22.  1989 

16TH  ANNUAL  PERINATAL  SEMINAR.  Scott  and  White  Memorial  Hos- 
pital, Temple,  Tex.  Fee  S63.  Category'  1,  AMA  Physician’s  Recognition 
Award;  1 1 hours.  C^ontact  Susan  I,arson,  Continuing  Medical  Education, 
Scott  and  White  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX  76308 
(817)  774-4083 

Ophthalmology 

Sept  8,  1989 

CATARACT  1989.  Doubletree  Hotel,  Campbell  Centre,  Dallas.  Fee  TBA. 
Credit  TBA.  Contact  Sindi  .Sonnier,  Continuing  Medical  Education, 
Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX 
75231  (214)  696-8468 

Sept  13-16,  1989 

UVEITIS  FRONTIERS:  DIAGNOSTIC,  MEDICAL,  AND  SURGICAL  AP 
PROACHES  TO  UVEITIS.  Quail  Lodge,  Carmel  Valley,  Calif.  Fee  TBA. 
Category  1,  AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact 
the  University  of  f^alifornia.  Extended  Program  in  Medical  Education, 
Room  U-369,  San  Francisco,  CA  94143-0742  (415)  476-4231 

Plastic  Surgery 

Sept  15-17,  1989 

FACIAL  FRACTURE  SURGERY:  AN  EDUCATIONAL  SYMPOSIUM.  The 
University  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $300. 
Credit  TBA.  Contact  Ann  Parchem,  LIT  Southwestern  Medical  Center, 
Division  of  Continuing  Education,  3323  Harry  Hines  Blvd,  Dallas,  TX 
73233  (214)  688-2166 

Radiology 

Sept  13-23,  1989 

5TH  ANNUAL  LONDON-PARIS  FALL  ULTRASOUND  SYMPOSIUM  Lon- 
don or  Paris.  Fee  $393  London  or  Paris,  $450  London  and  Paris.  Credit 
TBA.  Contact  Medical  Seminars  International,  Inc,  Fall  Ultra.sound  Sym- 
posium, 9800  D Topanga  Canyon  Blvd,  Suite  232,  Chatsworth,  CA 
91311  (818)  700-9821 

Urology 

Sept  22-24,  1989 

SURGICAL  CHALIJ.NGES  IN  UROLOGY.  St  Anthony  Hotel,  San  An 
tonio,  Tex.  Fee  $273  members  of  American  Urological  Association, 
$375  nonmembers  of  AUA.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  Kim  Ishee,  6730  W Loop  South,  Suite  900, 
Bellaire,  TX  77401  (713)663  7500 


OCTOBER 

Allergy 

Oct  6-7,  1989 

RE.SPIRATOR\'  ALLERGY  UPDATE.  The  University  of  Texas  Southwest- 
ern Medical  Center.  Dallas.  Fee  $130.  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  12  hours.  Contact  The  University  of  Texas  South- 
western Medical  Center,  Continuing  Education,  3323  Harry  Hines 
Blvd,  3323  Harry  Hines  Blvd,  Dalla.s,  TX  73233-9039  ( 2 14  ) 688-2 166 

Oct  18-27,  1989 

ALLERGY  ABROAD — ITALY.  Padua,  Florence,  and  Rome,  Italy.  Fee 
$443  before  July  18,  $495  after  July  18.  Category  1,  AMA  Physician’s 
Recognition  Award;  20  hours.  Contact  Wa.shington  University  School 
of  Medicine,  Office  of  Continuing  Medical  Education,  660  South 
Euclid,  Box  8063,  St  Louis,  MO  63110  ( 1-800)  323-9862 

Cancer 

Oct  24-27,  1989 

42ND  ANNUAL  RESEARCH  SYMPOSIUM:  CELLUIAR  AND  MOLECTI 
lAR  TARGETS  OF  CANCER  THERAPY.  Stouffer’s  Hotel  Greenway  Plaza, 
Houston.  Fee  TBA.  Credit  TBA.  Clontact  Shirley  Roy,  Cxtnference  Ser- 
vices, Box  131,  M.D.  Anderson  Cancer  Center,  1313  Holcombe  Blvd, 
Hou-ston,  TX  77030  (713)  792-2222 

Cardiovascular  Disease 

Oct  6-7,  1989 

MANAGEMENT  OF  VALVUIAR  DISEASE.  Eour  Sea.sons  Hotel  and  Re 
sort,  l,as  Colinas,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Sonnier, 
Presbyterian  Healthcare  System,  8200  Walnut  Hill  l,ane,  Dallas,  'ra 
73231  (214)  696-8468 

Computer  Applications 

Oct  3-7,  1989 

BIOMEDICAL  IMAGE  PROCESSING  WITH  MK;R0C0MPUTERS  Mar 
riott’s  Pavilion  Hotel,  St  Louis,  Mo.  Fee  TBA.  Category'  1 , AMA  Physi- 
cian’s Recognition  Award;  hours  TBA.  Contact  Loretta  Giacoletto, 
Washington  University  School  of  Medicine,  Office  of  Continuing  Medi- 
cal Education,  660  S Euclid,  Box  8063,  St  Louis,  MO  631 10  ( 1-800) 
323-9862 

Family  Medicine 

Oct  13-14,  1989 

4TH  ANNUAL  DIABETES  SYMPOSIUM.  St  Anthony  Hotel,  San  Antonio, 
Tex.  Fee  $123.  (Category  1,  AMA  Physician’s  Recognition  Award;  8 
hours.  Contact  Kathleen  O’Shea,  Centers  of  Excellence,  Humana  Hospi- 
tal, 8026  Floyd  Curl  Dr,  San  Antonio,  TX  78229  (312)  692-8237 

General  Medicine 

Oct  28-29,  1989 

14TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR— AIDS.  Grand  Kern 
pinski  Hotel,  Dallas.  Fee  $130  physicians,  $90  residents.  Credit  TBA. 
Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical 
CHenter,  3909  Harry  Hines  Blvd,  Dallas,  TX  73233  (214)  879-3789 

Health  Administration 

Oct  29-Nov  3,  1989 

THE  NEW  ENVIRONMENT  OF  HEALTHCARE/ 1ST  WEEK  OF  A FOUR 
WEEK  PROGRAM.  Arizona  State  LIniversity  Campus,  Tempe,  Ariz.  Fee 
$2,730  for  each  two-week  session,  $200  discount  to  members  of  the 
American  College  of  Physician  Executives.  Graduate  credits  for  Certili- 
cate  in  Healthcare  Leadership  and  Management.  Cxtntact  The  Western 
Network  for  Education  in  Health  Admini.stration,  2 1 3 1 University  Ave, 
Suite  428,  Berkeley,  CA  94704  (413)  642-0790 

Internal  Medicine 

Oct  6-7,  1989 

MANAGEMENT  OF  VALVUIAR  DISEASE.  Four  Sea,sons  Hotel  and  Re 
.sort,  las  Colinas,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Sonnier. 
Continuing  Medical  Education,  Presbyterian  Healthcare  System,  8200 
Walnut  Hill  lane,  Dallas,  TX  75231  (214)  696-8468 
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MRI 

Oct  2-6,  1989 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECn'ROSCOPY.  Baylor  College  of  Medicine,  Houston.  Fee 
81,000  physicians,  $500  residents  and  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  33  hours.  Contact  Holly  Ford,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Neurology 

Oct  6,  1989 

MULTIPLE  SCLEROSIS  UPDATE  1989.  Four  Seasons  Hotel,  Houston 
Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Beverly  Osterloh,  Con- 
ference Coordinator,  The  University  of  Texas  Medical  School,  6431 
Fannin,  MSB  G.104,  Houston,  TX  77030  (713)  792-5346 

Obstetrics  and  Gynecology 

Oct  13-14,  1989 

WOMEN’S  HEALTH.  A&M  Campus,  College  Station,  Tex.  Fee  $300, 
Category  1 , AMA  Physician’s  Recognition  Award;  1 6 hours.  Contact 
Susan  Larson,  Continuing  Medical  Education,  Scott  and  White  Memo- 
rial Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Ophthalmology 

Oct  6-7,  1989 

CORNEA  AND  EXTERNAL  DISEASE.  Lakeway  Resort  and  Conference 
Center,  Austin,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Eleanor  Goldsmith, 
Continuing  Education,  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-3848  or 
(214)688-2166 

Otolaryngology 

Oct  7-8,  1989 

ENDOSCOPIC  SINUS  SURGERY/6TH  COURSE.  Room  D 1.600,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $675.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Ann 
Parchem,  UT  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  ( 214 ) 688-2166 

Oct  27-28,  1989 

LASERS  IN  OTOIAR'YNGOLOGY.  The  University  of  Texas  Medical 
Branch  Basic  Science  Bldg,  Galveston.  Fee  $1,000.  Category  1,  AMA 
Physician’s  Recognition  Award;  16  hours.  Contact  Martha  Berlin,  Office 
of  Continuing  Education,  7.101  Shearn  Moody  Plaza,  UT  Medical 
Branch,  Rt  J-34,  Galveston,  TX  77550  (409)  761-2934 

Orthopedic  Surgery 

Oct  20-21,  1989 

LASERS  IN  ORTHOPAEDIC  SURGERY.  Location  TBA.  Fee  TBA.  Credit 
TBA.  Contact  Sindi  Sonnier,  Presbyterian  Healthcare  System,  8200  Wal- 
nut Hill  Une,  Dallas,  TX  75231  (214)  696-8468 

Pediatrics 

Oct  6-7,  1989 

1 3TH  ANNUAL  PEDIATRIC  POSTGRADUATE  CONFERENCE.  Holiday 
Inn,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medi- 
cal Education,  Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
TX  79430  (806)  743-2929 

Radiology 

Oct  27-29,  1989 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Doubletree  Hotel  at  Lincoln  Cen- 
ter, Dallas.  Fee  $350.  Category  1,  AMA  Physician’s  Recognition  Award; 
18  hours.  Contact  Dolly  Christensen,  Dept  of  Radiology,  The  Univer- 
sity of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  590-8613  or  (214)  688-2166 


NOVEMBER 

AIDS 

Nov  9-11,  1989 

AIDS  AND  OTHER  SEXUALLY  TRANSMITTED  DISEASES.  Universal 
City,  Calif.  Contact  the  American  College  of  Obstetricians  and  Gyne- 
cologists, 409  12th  St,  SW,  Washington,  DC  20024-2188  (1-800) 
533-8811 

Cancer 

Nov  8-11,  1989 

33RD  ANNUAL  CLINICAL  CONFERENCE:  HORMONE  PRODUCTION 
BY  ENDOCRINE  AND  NONENDOCRINE  TUMORS.  Houston.  Contact 
Shirley  Roy,  Conference  Services,  Box  131,  M.D.  Anderson  Cancer 
Center,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

General  Medicine 

Nov  10-11,  1989 

9TH  ANNUAL  SOUTHWESTERN  POISON  AND  DRUG  INFORMATION 
S’VMPOSIUM.  Tucson.  Contact  Felix  Canez,  Arizona  Poison  and  Drug 
Information  Center,  1501  N Campbell  Ave,  Rm  3204-K,  Tucson,  AZ 
85724  (602)  626-7899 

Internal  Medicine 

Nov  30- Dec  2,  1989 

4TH  ANNUAI-  DIABETES  UPDATE.  Galveston,  Tex.  Contact  Martha 
Berlin,  The  University  of  Texas  Medical  Branch,  Office  of  Continuing 
Education,  7.101  Shearn  Moody  Plaza,  Rt  J-34,  Galveston,  TX  77550 
(409)  761-2934 

Neurology 

Nov  9,  1989 

1ST  ANNUAL  WILLIAM  FIELDS  LECTURESHIP  IN  NEUROLOGY.  Hous- 
ton. C^ontact  Alice  Reardon,  Office  of  Continuing  Education,  The  Uni- 
versity of  Texas  Medical  School,  6431  Fannin,  MSB  G.104,  Houston,  TX 
77030  (713)  792-5346 

Obstetrics  and  Gynecology 

Nov  7-11,  1989 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN.  Dallas.  Con- 
tact June  Bovill,  Continuing  Education,  The  University  of  Texas  South- 
western Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688  2166 

Nov  8-10,  1989 

3RD  ANNUAL  UPDATE  IN  PELVIC  AND  VAGINAL  SURGERY.  San  An- 
tonio, Tex.  Contact  Susan  larson,  Scott  and  White  Hospital,  2401  S 
31st  St,  Temple,  TX  76508  (817)  774-4083 

Nov  16-18,  1989 

CRITICAL  C;aRE  IN  OBSTETRICS  AND  G’TNECOLOGY.  Chicago.  Con- 
tact the  American  College  of  Obstetricians  and  Gynecologists,  490 
12th  St,  SW,  Washington,  DC  20024-2188  (1-800)  533-881 1 

Ophthalmology 

Nov  30- Dec  2,  1989 

CONTACT  LENS  TECHNOLOGY  COURSE.  Houston.  Contact  Bette 
Burkett,  Cullen  Eye  Institute,  Baylor  College  of  Medicine,  Houston,  TX 
77030  (713)  798-5942 

Otolaryngology 

Nov  2-4,  1989 

SAN  FRANCISCO  OTOLOGY  UPDATE  1989.  San  Francisco.  Contact 
University  of  California,  Extended  Programs  in  Medical  Education, 
Room  U-569,  San  Francisco,  CA  94143-0742  (415)  476-4151 

Nov  16-18,  1989 

TEMPORAL  BONE  MINI  COURSE.  Galveston,  Tex.  Contact  Martha 
Berlin,  The  University  of  Texas  Medical  Branch,  Office  of  Continuing 
Education,  7.101  Shearn  Moody  Plaza,  Rt  J-34,  Galveston,  TX  77550 
(409)  761-2934 


Texas  Medicine 


Pediatrics 
Nov  3-4,  1989 

PEDIATRICS  FOR  THE  PRACTITIONER:  23RD  ANNUAL  KENNETH 
HAI.TALIN  PEDIATRICS  SEMINAR  Dalla.s.  Contact  June  Bovill,  Con 
tinuing  Education,  The  Hniversity  of  Texas  Southwestern  Medical  (Cen- 
ter, 5323  Harry  Hines  Blvd,  Dallas,  TX  752.35  (214)  688-2166 

Physical  Medicine  and  Rehabilitation 

Nov  2-5,  1989 

CHALIT.NGE  OF  THE  LliMBAR  SPINE.  San  Francisco.  f;ontact  Chal- 
lenge of  the  Lumbar  Spine,  Inc,  4319  Medical  Dr,  Suite  21()-B,  San  An- 
tonio, TX  78229  (512)  696-99^1 

DECEMBER 

Internal  Medicine 

Dec  1-2,  1989 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  Dallas.  Contact  Ann 
Parchem,  Continuing  Education,  The  LIniversity  of  Texas  Southw'estern 
Medical  Center,  5323  Hany’  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

MRI 

Dec  4-8,  1989 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Houston.  Contact  Holly  Ford,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Otolaryngology 

Dec  8-9,  1989 

ENDOSCOPIC  SINUS  SURGERY.  Galveston.  Contact  Martha  Berlin.  The 
University  of  Texas  Medical  Branch,  Office  of  Continuing  Education, 
7.101  Sheam  Moody  Plaza,  Rt  J-34,  Galveston,  TX  77550  (409) 
761-2934 


TELECONFERENCE  NETWORK  OF  TEXAS 


Drug  Therapy  Update 

Aug  17,  1989 

CURRENT  TREATMENT  RECOMMENDATIONS  IN  ASTHMA.  Audio 
Teleconference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  No  fee.  Credit  TBA.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 

Sept  21,  1989 

MANAGEMENT  OF  GALLSTONE  DISEASE  WITH  URSODIOL,  Audio 
Teleconference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  Fee  TBA.  Credit  TBA.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

JULY 

APPEALING  MEDICARE  CLAIMS  DECISIONS! 

July  10,  1989,  AbUene 
July  11,  1989,  Amarillo 


July  12,  1989,  Dallas 
July  13,  1989,  Houston 
July  15,  1989,  Houston 

MEDICAL  OFFICE  MANAGEMENT  INSTLITITE 
July  18-21,  1989,  Dallas 

AUGUST 

BASIC  ICD  9 CM  DIAGNOSIS  CODING 
August  22,  1989,  Lubbock 
August  23,  1989,  Amarillo 
August  24,  1989,  Dallas 

MEDICAL  OFFICE  MANAGEMENT  INSTITUTE 
August  1 — 4,  1989,  San  Antonio 
August  15—18,  1989,  Houston 

WORKERS’  COMPENSATION— RULES,  REGUIj\TIONS  AND 
PA'VTVIENTS 

August  24,  1989,  Fort  Worth 
August  28,  1989,  San  Antonio 
August  29,  1989,  Austin 
August  30,  1989,  Houston 
August  31,  1989,  Dallas 

SEPTEMBER 

BASIC  ICD-9-CM  DIAGNOSIS  CODING 
Sept  7,  1989,  Houston 
Sept  8,  1989,  San  Antonio 

UNDERSTANDING  AND  IMPROVING  THIRD  PARTY  REIMBURSE- 
MENT— 6 hours 
Sept  19,  1989,  Austin 
Sept  20,  1 989,  San  Antonio 
Sept  26,  1989,  Lubbock 
Sept  27,  1989,  Odessa 
Sept  29,  1989,  Dallas 

WORKERS’  COMPENSATION— RULES,  REGULATIONS  AND 

PA’TMENTS 

Sept  5,  1989,  Lubbock 

Sept  6,  1989,  Amarillo 

Sept  7,  1989,  Abilene 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


JULY 

AMERICAN  IN-VITRO  ALLERGY/IMMUNOLOGY  SOCIETY  ANNUAL 
PROGRAM,  San  Diego,  July  21—22,  1989.  Contact  Betty  Kahler,  Ameri- 
can In-Vitro  Allergy/Immunology  Society,  PO  Box  459,  Lake  Jackson, 
TX  77566  (409)  297-5636  or  (409)  297-4069 

AUGUST 

■BORDER  HEALTH  CONFERENCE,  El  Paso,  Aug  23-24,  1989.  Contact 
Catherine  Edwards,  PhD,  Public  Health  Department,  Texas  Medical  As- 
sociation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

SEPTEMBER 

4TH  WORLD  CONGRESS  OF  THE  INTERNATIONAL  SOCIETY  FOR 
DISEASES  OF  THE  ESOPHAGUS,  Chicago,  Sept  6-8,  1989.  Contact  the 
American  College  of  Chest  Physicians,  PO  Box  93826,  Chicago,  IL 
60673 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE 
SURGERY  ANNUAL  MEETING,  New  Orleans,  Sept  2 1-23,  1989.  Con 
tact  AAFPRS,  1101  Vermont  Ave  NW,  Ste  404,  Washington,  DC  20005 
(202)842-4500 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS  ANNUAL  SCIENTIFIC 
MEETING,  Los  Angeles,  Sept  18-21,  1989.  Contact  the  AAFP,  1740  W 
92nd  St,  Kansas  City,  MO  64114 
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AMERICAN  ACADEMY  OF  OTOIARYNGIC  ALLERGY  FOUNDATION 
ANNUAL  MEETING,  New  Orleans,  Sept  21-23,  1989.  Contact  the 
AAOAF,  1 101  Vermont  Ave  NW,  Ste  303,  Washington,  DC  20005, 

( 202 ) 682-0456 

AMERICAN  ACADEMY  OF  OTOIARYNGOLOGY/HEAD  AND  NECK 
SURGERY  ANNUAL  MEETING,  New  Orleans,  Sept  24-28,  1989.  Con- 
tact the  AAO/HNS,  1 1 00  Vermont  Ave  NW,  Washington,  DC^  20005 
( 202 ) 289-4607 

AMERICAN  ASSOCIATION  OF  ELECTROMYOGRAPHY  AND  ELECTRO- 
DIAGNOSIS SCIENTIFIC  MEETING,  Washington,  DC,  Sept  14-  17, 
1989.  Contact  the  AAEE,  732  Marquette  Bank  Bldg,  Rochester,  MN 
55904  (507)  288-0100 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS  SCIENTIFIC 
MEETING,  Washington,  DC,  Sept  11-14,  1989.  Contact  the  ACEP,  PO 
Box  619911,  Dalla.s,  TX  75261  (214)  550-091 1 

AMERICAN  COLLEGE  OF  RADIOLOGY  ANNUAL  MEETING,  Seattle, 
Sept  8—  1 3,  1989.  Contact  the  American  College  of  Radiology,  1891 
Preston  White  Dr,  Reston,  VA  22091  ( 703 ) 648-8900 

AMERICAN  GROUP  PRACTICE  ASSOCIATION  ANNUAL  MEETING, 
Minneapolis,  Sept  11  — 15,  1989.  Contact  the  AGPA,  1422  Duke  St,  Al- 
exandria, VA  22314  ( 703 ) 838-0033 

CONGRESS  OF  NEUROLOGICAL  SURGEONS  ANNUAL  MEETING,  At- 
lanta, Sept  25-29,  1989.  Contact  the  Congress  of  Neurological  Sur- 
geons, 22  S Greene  St,  Baltimore,  MD  21201  ( 301 ) 528-2905 

SOCIETY  OF  THORACIC  SURGEONS  ANNUAL  SCIENTIFIC  MEETING, 
Baltimore,  Md,  Sept  10—13,  1989.  C;ontact  the  Society  of  Thoracic  Sur- 
geons, 1 1 1 E Wacker  Dr,  Ste  600,  Chicago,  IL  60601  (312)  644-6610 

■TEXAS  MEDICAL  ASSOCIATION  LEADERSHIP  CONFERENCE, 

Austin,  Sept  16,  1989  Contact  Jon  Hornaday,  Texas  Medical  Associa- 
tion, 1801  N I,amar  Blvd,  Austin,  TX  78701  (512)  477-6704 

■TEXAS  PEDLVLRIC  SOCIETY  ANNUAL  MEETING,  San  Antonio,  Sept 
8—10,  1989  (Contact  Mary  Greene,  Texas  Medical  Association,  1801  N 
Umar  Blvd,  Austin,  TX  78701  (512)  477-6704 


Finally  — An  Affordable  Computer  System 
Designed  Specifically  For 
The  Medical  Office  Profession 

Physician  Office  Management  Software  System 
offers  these  outstanding  features: 

• Patient/Family  Billing  with  Aging. 

• Superbills  and  Charge  Slips  generated  at  the  time  of  visit 
for  direct  billing  by  patient  to  insurance  company. 

• Individual  or  batch  mode  of  operation. 

• Open-Item  billing  with  complete  tracking  of  patient 
charges,  payments  and  adjustments. 

• User  defined  CPT'4  and  lCD-9  Codes. 

• Multiple-level  fee  structures. 

• Rapid  front -desk  patient  processing  with  point  of  service 
bill/receipt/insurance  claim  form. 

• Automatic  information  transfer  to  medical  records. 

• Automatic  processing  of  claims  to  secondary  carriers. 

• Patient  and  third  party  billing. 

• Detailed  Practice  Management  reporting. 

• Accounts  Receivable  analysis. 

• Aged  Accounts  Receivable  reports. 

• Quick  view  of  patient’s  information. 

• Statistical  Reports  (lCD-9,  CPT-4,  Referring 
Doctors,  Hospital,  . . .) 

• Day  Sheet  Reports. 

• Recall  Notices. 

• Appointment  Scheduling  (Optional). 

• Word  processing  interface  (Optional). 

• Submit  claims  electronically  to  Medic 
Medicaid,  and  Blue  Cross  Blue  Shield. 

(optional) 


Also  Available 

• Multi-User  system 

• Anesthesiology  package 

• Completely  configured  and  supported 
hardware  system 


'Software  only  (without  purchase  of  Hardware  $2500) 

For  a FREE  oivsite  demonstration  Integrated  Medical  System 

please  contaa  us  at  2225  E Randol  Mill  Road  • Suite  531 

(817)  640-9860  (Metro)  Arlington,  Texas  7601 1 

•A  Subdivision  of  NcTECH  Computer  Service  Corporation 


Texas  Medicine 


TMLT.  A DECADE  OF  SECURITY. 


TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community. . . providing  distinctive  liability  protection  for  Texcis 
physicians. 

Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 


would  like  to  tell  you  more  about  our  concepts  of  medical  malpractice 


mu 


Created  by  the  Texas  Medical  Association 

Statewide  Service  Center: 
1-800-252-9179 

P.O.  Box  14746,  Austin, Texas  78761 


SCOTT&WHITE 


Texas  A&M  University 
College  of  Medicine 


Issues  in 

Prenatal  Diagnosis 
and  Management 

JULY  29  - AUGUST  3,  1989 


Perinatal  Outreach 
Education  Program 
- presents  - 

l6th  Annual 
Perinatal  Seminar 


Snowmass  Conference  Center 

The  W)odrun  Place/ 
Chamonix  Condominiums 


at 

Scott  and  White 
Temple,  Texas 


SNOWMASS,  COLORADO 


SEPTEMBER  21-22,  1989 


For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical  Education,  Scott 
and  White,  Temple,  Texas  76508,  (817)  774-4073- 


Timberlawn  Psychiatric  Hospital 

ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


Eor  your  patients'  convenience,  evaluations  may  be  done  at  any  of  our  three  locations: 
the  main  hospital  campus  in  Dallas,  the  Timberlawn  Education  Center  in  North  Dallas, 

or  the  Timberlawn  Las  Colinas  Center. 


Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 
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56  Do  you  treat  minorsi’  Know  tn^oiiseiWffiP^W^^B 
36  Echinococcal  disease  of  the  extrahepatic  biliary  tract 
60  Protocol  for  third-party  telephone  review 
9 AMA  pledges  to  improve  existing  health  care  system 


8,  28  Trouble  on  the  border: 

international  public  health  problems 


MEDICAL 

EQUIPMENT 

LEASING 


Leasing 

Medical  Equipment 
Makes  Good 
Business  Sense! 


I Leasing  is  a cost-effective  way  to  acquire  state-of-the-art  diagnostic 
equipment  that  enables  you  to  provide  your  patients  with  quality, 
comprehensive  medical  care.  Additionally,  leasing  preserves  your 
working  capital  and  allows  you  to  use  the  revenue  generated  from 
your  equipment  to  make  your  monthly  lease  payment. 

I With  today’s  rapid  changes  in  medical  technology,  it  is  often  wiser 
to  “use”  or  lease  equipment,  a depreciating  asset,  rather  than  to 
“own”  it.  And  recognizing  that  your  time  is  valuable.  Bell  Atlantic 
TriCon  makes  the  leasing  process  easy  for  you. 

I Now  you  can  share  in  leasing’s  benefits  at  special,  low  Texas 
Medical  Association  member  rates.  For  a competitive  lease  quote 
and  program  details,  contact  the  medical  leasing  specialists  at 
Bell  Atlantic  TriCon. 


lexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


A member  service  offered  through 

Bell  Atlantic  TriCon 

MEDICAL  FINANCE  DIVISION 

CALL  1-800-635-4023 


■■  Blood  chemistry  equipment,  x-ray, 
spirometers,  E.K.G.,  office  computers, 
ultrasound,  exam  tables,  R&F  rooms, 
lasers,  CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equipment,  linear 
accelerators,  M.R.L,  hematology  equip- 
ment, holter  monitors,  stress  testing 
units,  phone  systems,  colposcopes, 
tympanometers,  cell  counters,  blood 
chemistry  equipment,  x-ray,  spiro- 
meters, E.KG.,  office  computers, 
ultrasound,  exam  tables,  R&F  rooms, 
lasers,  CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equipment,  linear 
accelerators,  M.R.L,  hematology  equip- 
ment, holter  monitors,  stress  testing 
units,  phone  systems,  colposcopes, 
tympanometers,  cell  counters,  blood 
chemistry  equipment,  x-ray,  spiro*^ 
meters,  EKG.,  office  computers, 
ultrasound,  exam  tables,  R&F  rooms, 
lasers,  CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equipment,  linear  ” 
accelerators,  M.R.I.,  hematology  equip- 
ment, holter  monitors,  stress  testr^ 
units,  phone  systems,  colposcopes, 
tympanometers,  cell  counters,  blood 
chemistry  equipment,  x-ray,  spiro- 
meters, EKG.,  office  computers,  ■■ 


How  many  times  have  you  reluctantly 
declined  dinner  with  friends  because 
of  professional  commitments? 

The  EmQuest  concept  can  free 
you  from  time-consuming 
responsibilities. 


Let  EmQuest  show  you 
how  you  can  have  more 
special  time  for  yourself, 
your  family  and  friends. 


Enjoy  a week,  a year  or  a 
career  with  the  flexibility 
and  benefits  of  the 
locum  tenens  lifestyle. 


3310  Live  Oak  Street  LB-10,  Dallas,  Texas  75204 
(214)  823-6850  (800)  527-2145  USA 

A subsidiary  of  EmCare,  Inc. 


IT  MMr  CHANGE  THE  WAT 
YOUR  PAHENTS  FEEL  ' 
ON  ANTIHYPERTENSIVE 

THERAPY 

X\\v 


FOR  MANY  HYPERTENSIVE  PATIENTS 

START  WITH  ONCE-A-DAY 


VASOTEC 


(ENALAPRIL  AAALEATE I MSD) 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  next  page  of  this  advertisement 


Copyright ©1987  by  Merck  & Co.,  Inc 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD) 

VASOTEC  IS  available  in  2 5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths 


Contraindications:  VASOTEC®  (EnalaprII  Maleale,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  aCE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  face,  extremities,  lips,  longue  glottis,  and/or  larynx  has  been  reported  in 
patients  treated  with  ACEinhibilors,includingVASOTECInsuchcases,VASOTfCshouldbepromptlydiscontinuedandthe 
patient  carefully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  confined  to  thefaceand  lips, 
the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  oostruction,  appropriate  therapy,  e.g.,  subcutaneous  epine^rine  solution 
1:1o00  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  wilh  the  first  dose,  but 
discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  wilh  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics:  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAlJTIONS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  tcllowed  closely  lor  the  first  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  inlarction  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  it  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline,  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of  VASOTEC, 
which  usually  can  be  given  without  dilticulty  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeulropenialAgranulocylosis  Another  ACE  inhibitor,  caplopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  ol  enalapril  are  insufficient  to  snow  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rales.  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Renal  Function:  As  a consequence  of  inhibiting  the  renin-angiolensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  wiln  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiotensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VAS(5TE(;,  may  be  associated  wilh  oliguria  anri/or  progressive  azotemia  and  rarely  wilh  acute  renal 
lailure  and/or  death. 


In  clinical  studies  in  hypertensive  patients  wilh  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunclion  should  be  monitored  during  the  first 
lew  weeks  of  therapy 

Some  patients  wilh  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  wilh  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
lunclion.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia  Elevated  serum  potassium  (>  5.7  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  Inals  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  of  patients,  but  was  not  a cause  lor  disconfinualion 

Risk  laclors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  shoulrJ 
be  used  cautiously,  ifal  all.  with  VASOTEC  (See  Drug  Inleraclions.) 

Surgery! Anesthesia  In  palients  undergoing  ma|or  surgery  or  during  anesthesia  wilh  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  fo  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients 

Angioedema:  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  tirsi  dose  ot  enalapril 
Pabenls  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  face,  extremities,  eyes.  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  wilh  the  prescribing  physician. 

Hypotension  Palients  should  be  cautioned  to  report  lightheadedness  especially  during  the  first  lew  days  ol  therapy  It 
acfual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ot  reduction  in  fluid  volume  ()ther  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  palients  should  be  advised  lo  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician. 

Neutropenia  Patients  should  be  told  lo  report  promptly  any  indication  ol  infection  (e  g , sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  wilh  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  is 
intended  to  aid  in  the  sale  and  effective  use  ot  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Palients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  ot  hypotensive  effects  wilh  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ot  treatment  wiln  enalapril.  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  alter  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release.  The  aniihyperlensive  effect  ot  VASOTEC  is  augmented  by  aniihyperlensive  agents  that 
cause  renin  release  (e  g,,  diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-lype  diuretics.  Potas- 
sium-sparing diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  lo  signiticanl  increases  in  serum  potassium  Therelore,  it  concomitant  use  ol  these 
agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  Irequent  monitor- 
V&OTE™  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  wilh  heart  failure  receiving 

Lithium  A lew  cases  ot  lithium  toxicity  have  been  reported  in  palients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequenlly. 

Pregnancy- Category  C There  was  no  letoloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  times  the  maximum  human  dose).  Fetotoxicity,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  wilh  saline  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/kg/day  or 
more.  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  at  doses  ot  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (50  limes  the  maximum  human  dose). 


Radioactivity  was  found  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters. 

There  are  no  adequate  and  well-controlled  studies  ot  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  the  risk  ol  letal  toxicity  with  the  use  ot  ACE  inhibitors  has  not  been  clearly 
defined,  VASOTEC®  (Enalapril  Maleale,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the 
potential  risk  lo  Ihe  fetus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  lo  the  first  trimester  ol  pregnancy  has  nol  been  reported  to  affect  letal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  wilh  fetal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy,  there  have  been  reports  ot  hypotension  and  decreased 
renal  perlusion  in  Ihe  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  function  in  Ihe  fetus.  Tnlants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed  tor  hypoten- 
sion, oliguria,  and  hyperkalemia.  It  oliguria  occurs,  attention  should  be  directed  toward  support  ot  blood  pressure  and 
renal  perfusion  with  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  aCE  inhibitors,  but  it  is  not  clear  wnether 
they  are  related  lo  ACE  inhibition,  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  lactaling  rals  contains  radioactivity  following  administration  ol  i<C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk.  Because  many  drugs  are  secreted  in  human  milx,  caution  should  be 
exercised  when  VASOTEC  is  given  lo  a nursing  mother 
Pediatric  Use.  Salely  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  salety  in  more  than  10,000  patients,  including  over  1000 
palients  treated  tor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  2987  patients 

HYPERTENSION:  The  most  trequeni  clinical  adverse  experiences  in  controlled  trials  were,  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%),  nausea  (1 4%),  rasn  (1 4%).  cough  (1 3%),  orthostatic  etfecls  (1 2%),  and  asthenia  (1 1%.) 
HEART  FAILURE  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were,  dizzi- 
ness (7.9%),  hypotension  (6  7%),  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2,2%),  chest  pain  (21%),  and 
diarrhea  (2 1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were  latigue  (T8%).  headache  (1 8%).  abdominal  pain  (1 6%),  asthenia  (1,6%),  orthostatic  hypo- 
tension (16%),  vertigo  (1 6%).  anoina  pectoris  (1.5%),  nausea  (13%).  vomiting  (13%).  bronchitis  (1.3%),  dyspnea 
(1 3%),  urinary  tract  infection  (1 3%),  rash  (1 3%),  and  myocardial  inlarction  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
(1.5%  lo  1%  ot  patients  with  hypertension  or  heart  lailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category; 

Cardiovascular  Cardiac  arrest;  myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  palients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarction, 
rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena.  anorexia,  dyspepsia,  constipation,  glossitis, 
NervousIPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection. 

Skin.  Herpes  zoster,  pruritus,  alopecia,  flushing,  pholosensitivily 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia:  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manitestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  of  therapy 

Angioedema.  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0,2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ot  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  Ireat- 
ment  with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately,  (See  WARNINGS.) 
Hypotension  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0,5%  of  patients 
following  the  initial  dose  or  during  extended  therapy  Hypoiension  or  syncope  was  a cause  lor  discontinuation  ot  therapy 
in  01%  ol  hypertensive  palients  In  heart  lailure  patients,  hypoiension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 
ot  patients  Hypotension  or  syncope  was  a cause  for  discontinuation  ot  therapy  in  1 9%  ot  patients  wilh  heart  lailure. 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes.  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ot  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  palients 
with  renal  artery  stenosis.  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  of 
VASOTEC  and/or  other  concomitanl  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ot  patients 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ot  approximately  0,3  g % 
and  1 u vol  %,  respectively)  occur  Irequenlly  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists.  In  clinical  trials,  less  than  01%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  ( Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests.  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension.  In  patients  who  are  currently  being  treated  wilh  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  belore  beginning  therapy  with  VASOTEC  lo  reduce  the  likelihood  ot  hypotension  (See 
WARNINGS ) It  Ihe  patient  s blood  pressure  is  nol  controlled  wilh  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2,5  mg  should  be  used  under  medical  supervision  lor  al  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  nol  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  4()  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  Ihe  antihypertensive  effect  may  dimmish  toward  Ihe  end  ol  the  dosing  interval. 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  If  blood  pressure  is  not  con- 
trolled wilh  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adiuslmenl  in  Hypertensive  Patients  with  Renal  Impairment:  The  usual  dose  ot  enalapril  is  recommended  lor 
patients  wilh  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL),  For  patients  wilh 
creatinine  clearance  s30  mUmin  (serum  creatinine  33  mg/dL),  the  lirsi  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ot  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 
2.5  mg  once  or  twice  daily  After  the  initial  dose  ot  VASOTEC,  Ihe  palieni  should  be  observed  under  medical  supervision 
for  al  Feast  two  hours  anci  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions.)  It  possible,  the  dose  ot  Ihe  diuretic  should  be  reduced,  which  may  diminish  Ihe  likelihood 
of  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  ol  VASOTEC  does  nol  preclude  subsequent  careful 
dose  titration  wilh  Ihe  tlrug,  lollowing  effective  management  ol  the  hypotension  The  usual  Iherapeulic  dosing  range  lor 
the  treatment  ol  heart  failure  Is  5 to  2(fmg  daily  given  in  two  divided  doses.  The  maximum  daily  dose  is  40  mg  unce-daily 
dosing  has  been  effective  in  a conIrolleiJ  study,  but  nearly  all  patients  in  this  study  were  given  40  mg,  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  Iwice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  failure  (NYHA  Class  IV),  patients  were 
treated  wilh  2.5  to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Ettects  ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response,  (See  WARNINGS ) 

Dosage  Adjustment  in  Heart  Failure  Patients  wilh  Renal  Impairment  or  Hyponatremia  In  heart  lailure  patients  wilh 
hyponatremia  (serum  sodium  <130  mEq/L)  or  wilh  serum  creatinine  >1,6  mg/dL,  therapy  should  be  initialed  al  2,5  mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  F'RE- 
CAUTIONS,  Drug  Interactions  ) The  dose  may  be  increased  lo  2 5 mg  b i d..  then  5 mg  b i d.  and  higher 
as  needed,  usually  al  intervals  ol  lour  days  or  more,  it  al  Ihe  time  ol  dosage  adjustment  there  is  nol  MSD 
excessive  hypoiension  or  signiticanl  deterioration  ol  renal  function  The  maximum  daily  dose  is  40  mg  |\/]gpQK 

For  more  detailed  inlormalion.  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion  Merck  SHARft 

Sharp  & Dohme.  Division  ot  Merck  & Co..  Inc  . West  Point.  PA  19486  j6vsi8R2r8i7)  DOHME 


Te.\(L'iMeciicine 


Contents 


VOLUME  85  AUGUST  1989 


Devoted  to  the  interest  of  the  medical 
profession  and  public  health  in  Texas 
BOARD  OF  PUBLICATION 
Drue  O D 'OCare,  MD.  Fon  VConh 


Chairman  ■ 

Elgin  VC'are.Jr,  MD.  Dallas 

N ice  Chairman 

ViciorJ  Weiss. Jr.  MD.  San  Antonio 

Secreiar> 

ARTICLES 

36  Echinococcal  disease  of  the  extfahepatic  biliary  tract 

Ralph  Paone,  MD;  Leo  Mercer,  MD;  Carlos  Miranda,  MD;  William  Gordon 

McGee,  MD 

Alan  C.  Baum,  MD,  Houston 

E Rubin  Bernhard,  Jr.  MD.  San  Antonio 
).  Forrest  Fitch.  MD,  McAllen 
lames  M Graham,  MD.  Austin 

40  Suicide  of  AIDS  patients  in  Texas:  a preliminary  report 

R.  Todd  Plott,  MD;  Susan  D Benton,  MD;  William,)  Winslade,  PhD,  JD 

Harold  R.  High.  MD.  Cuero 

Ted  L Rankin,  MD.  Longv  ie^’ 

Max  C.  Butler.  MD,  Houston 

TMA  President 

Vt  illiam  Gordon  McGee.  MD.  El  Paso 

TMA  President  Elect 

46  Panic  disorder:  diagnosis  and  treatment 

Michael  O'Boyle,  MD,  PhD 

52  Chest  wall  hamartoma  of  infancy 

Capt  Elizabeth  A.  Buss,  MC,  USAF;  Maj  V.C. 

Smith,  MC,  USAF;  Melvin  D.  Smith,  MD 

TMA  Past  President 

Bern'  P Stephenson.  MD.  Houston 
Secreiar\vTreasurer 

EDITORIALS  , 

8 Economics,  disease  burden  US-Mexico  border 

Laurance  N.  Nickey,  MD 

Sam  A.  Ncxon.  MD.  Houston 

Speaker  of  the  House 

MarkJ.  Kubala.  MD.  Beaumont 

9 Medical  federation’s  help  is  key  to  improving  health  care  system 

Max  C.  Butler,  MD 

EXECITIN'E  MCE  PRESIDENT 

Robert  G Micke\'.  Austin 

EDITORIAL  STAFF 

FEATURE  , 

28  Trouble  on  the  border:  international  health  problems  merge  at  the  Rio 
Grande 

Donna  B Jones 

1801  N Lamar  Blvd,  Austin  ^8"'01  " 

Telephone  (SI 2)  477-6704 

Rae  Vajgert.  Managing  Editor 

Jim  Busby.  Articles  Editor 

MEDICINE 

AND  THE  LAW 

56  Consent  requirements  for  treatment  of  minors 

Helene  Alt  Thompson,  JD 

Kathy  Trombatore,  Production  Manager/ 
Editorial  Assistant 

Patt\'  Mullins.  Administrative  Secretarsv 
Production  Assistant 

SOCIO- 

ECONOMICS 

OF  MEDICINE 

60  Delegates  approve  protocol  for  third-party  telephone  review 

Nancy  W.  Dickey,  MD 

ADN'ERTISING  STAFF 

1801  N Lamar  Blvd,  Austin  ^8701 

Judi  T Cantor,  Ach’eriising  Direaor 

Diane  L.  Bolling,  Classified  Manager 

EDITORIAL  COMMITTEE 

John  A.  Mangos.  MD.  San  Antonio 

Chairman 

Peter  C.  Canizaro.  MD.  Lubbock 

William  J deGroot,  MD.  Galveston 

Mar\in  Forland.  MD.  San  Antonio 

Frank  H Gardner.  MD.  Galveston 

G Richard  Holt.  MD,  San  Antonio 

Glen  E,  Joumeay.  MD,  Austin 

Pars'iz  Malek-Ahmadi.  MD.  Lubbock 

Martin  N Raber.  MD.  Houston 

Alice  L Smith,  MD.  Dallas 

Ciro  V,  Sumaya.  MD.  San  Antonio 

David  A Swanson.  MD.  Houston 

Luther  B Travis.  MD.  Galveston 

Surendra  K.  Varma,  MD.  Lubbock 

SUBSCRIPTIONS 

1801  N Lamar  Blvd,  Austin  78701 
c/0  Business  Office 

Te.\as  Medicine  ( ISSN  0040-4470)  is  pub- 
lished monthly  by  the  Texas  Medical  Asso- 
ciation. 1801  N Lamar  Blvd.  Austin.  TX 
*’8^01. 

Subscription  rates  are;  Members.  $16  per 
year,  nonmembers  and  institutions,  $20 
per  year,  foreign,  $24  US  currenc\’;  single 
copy.  $2  plus  $16  sales  tax  ' 

Second  class  postage  paid  at  Austin.  Texas. 
POSTMASTER;  Send  address  changes  to 
Texas  Medicine.  1801  N Lamar  Blvd. 

Austin.  TX  *^8^01.  , 

NEWS 

TMA  in  action 

15  TMA  fall  conference  focuses  on 
issues  of  the  next  decade 

15  Workshop  addresses  legalities  of 
practicing  medicine 

15  Computerized  placement  service 
goes  into  operation  this  fall 

16  Consulting  services  help  assure  a 
successful  practice 

16  New  logo  available  to  members  for 
use  on  professional  materials 

16  TMA  lapel  pins  recognize  leaders  in 

Texas  medicine 

AMA  in  action 

16  AMA  meets  in  Chicago,  approves 

Texas  re.solutions 

17  HCFA  gives  indehnite  extension  on 
1CD-9-CM  implementation 

18  AMA  commends  post  ofhce  for 
withdrawing  proposed  ban 

Health  line 

18  TMA  cosponsors  cancer  prevention 
reference  manual 

18  CDC  sponsors  household  HW 
surv'ey  in  Dallas  Countv’ 

19  TMA,  TMAA  to  sponsor  Drug  Free 
America  Week 

19  TMA  library  offers  new  toxic 
chemical  databa.se 

19  Gallup  survey  reports  on  drug 
substitution  effects 

Medical  economics 

20  Federal  judge  dismisses  lawsuit  to 
permanently  halt  recoupment 

20  Texas  physicians  give  $159  million 
in  free  care  to  indigent 

21  TMA  members  to  lead  Textcs  Medical 
Foundation 

21  JCAHO  sets  new  standards  for 

HMOs,  effective  Aug  1 

Capital  comments 

21  Rural  health,  AIDS  laws  take  effect 
Sept  1 

22  AMA  activities  target  tobacco  use, 
associated  hazards 

22  Newsmakers 

24  Deaths 

DEPARTMENTS 

13  Letters 

54  More  on  the  subjects 

62  Medicine  in  literature 

74  Information  for  authors 

75  Continuing  education  directory 

The  articles  published  in  Texas  Medicine 
represent  the  opinions  of  the  authors,  and 
do  not  necessarily  reflect  the  official  pol- 
io’ of  the  Texas  Medical  Association 

Publication  of  an  advertisement  is  not  to 
be  considered  an  endorsement  or  ap- 

ON  THE  COVER 

This  month's  cover  focuses  on  US-Mexico 
border  health  issues.  "Trouble  on  the 
border:  international  health  problems 
merge  at  the  Rio  Grande"  (page  28)  was 

written  by  Donna  B Jones  An 
accompanying  editorial,  by  Laurance  N 
Nickey,  MD,  appears  on  page  8.  Cover 
design  b\'  Ed  Triggs. 

the  product  or  service  involved. 

Copyright  © 1989  by  the  Texas  Medical 
Association  O^'ned  and  issued  monthly 
by  the  Association. 

POSTMASTER:  Please  direct  correspon- 
dence to  Rae  Vajgert.  Managing  Editor. 

1801  N Lamar  Blvd,  Austin.  TX  ■’8"'01  i 

COMING 

NEXT  MONTH 

Scheduled  for  the  September  issue  of 

Texas  Medicine  are  articles  on  health  care 
spending  in  Texas  from  1980  to  1986, 
isolated  testicular  relapse  in  adult  acute 

myelogenous  leukemia,  current  concepts 
in  breast  reconstruction  after  mastectom\-, 
and  pediatric  AIDS 

DAW 


DISPENSE  AS  WRITTEN 


The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 


Sign  on  the 

“Dispense  as  written”  line. 


Specify 


The  cut  out  “V"  design  is  a registered  trademark  of  Roche  Products  Inc 


The  one  you  know  best. 


10-mg 


scored  (ablets 


Roche  Products 

Roche  Products  Inc 
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SPAN-FF® 

106  mg  Elemental  Iron 


^ LEXiS'Pharmaceuticals.  Inc. 

100  Congress  Avenue  Austin,  Texas  78701 


From  the  Lone  Star  State,  a new 
name  in  pharmaceuticals  has 
emerged,  LEXIS  Pharmaceuticals 
combines  innovations  with  a 
sense  of  pride  that  goes  with 
anything  Texan.  We  invite  you 
to  join  those  supporting  this 
dynamic  new  company, 
managed  with  worldwide 
experience,  and  dedicated  to 
quality  products. 


SPAN-FF' 

provides  more  Ferrous  Fumarate 
(325  mg.)  than  many  other  iron 
products  currently  marketed.  A 
daily  iron  deficiency  supplement 
in  a sustained-action  capsule. 


FURONATALFA"" 

a complete  and  affordable 
combination  of  vitamins  and 
minerals  for  today's  woman 
during  pregnancy  and  lactation. 


HISTAMIC”' 

antihistamine/decongestant 
capsules.  Provides  1 2-hour  relief 
of  nasal  congestion  and  eusta- 
chian  tube  congestion. 


Support  LEXIS.  A shining  new 
spirit  in  pharmaceuticals,  and 
proud  to  call  Texas  home. 


For  additional  information,  call 
LEXIS  ;Tiarmaceuticals,  Inc. 

800-346-7455 


FURONATAL  FA."» 

Prenatal  Multivitamin  with  Minerals 


HISTAMIC"'' 

Antihistamine/Decongestant 


SPAN-FF® 


106  mg  Elemental  Iron 
Description 

Each  SPAN-FF  capsule  contains  325  mg  Ferrous  Fumarate  specially  encased  in  bead  form  for  optimal  dispersion 
of  the  iron  content,  thereby  minimizing  the  potential  intolerance,  while  increasing  the  solubility  and  making 
available  a maximum  amount  of  solute  iron  SPAN-FF  is  tasteless,  odorless,  and  will  not  stain  the  teeth  These 
properties,  combined  with  the  high  availability  of  Elemental  Iron,  make  SPAN-FF  unique  m action  and  flexible  m 
administration 

Indications 

SPAN-FF  IS  intended  for  use  in  the  treatment  of  iron-deficiency  anemias,  a maintenance  hematimc  for  those 
patients  needing  a daily  iron  supplement  to  maintain  normal  hemoglobin  levels,  frequent  blood  donors,  and  for 
anyone  who  must  use  a diet  of  inadequate  iron  content 

SPAN-FF  IS  indicated  prophylactically  m pregnancy  and  during  lactation  Pregnant  women  need  additional  iron 
to  replace  the  approximately  400  mg  contributed  to  the  fetus  during  gestation,  especially  during  the  last  two-thirds 
of  pregnancy  In  most  cases,  greater  absorption  occurs  during  the  last  trimester  of  pregnancy  rather  than  the 
first  However,  treatment  delayed  until  the  last  trimester  many  times  will  not  correct  the  anemia 


The  use  of  well-tolerated  Ferrous  Fumarate  provides  high  levels  of  elemental  iron  with  a low  incidence  of  gastric 
distress 

Precautions 

Peptic  ulcer,  regional  enteritis,  and  ulcerative  colitis  may  be  aggravated  by  Ferrous  Fumarate  as  by  other  ferrous 
salts  Severe  iron  poisoning  can  occur  with  overdosage,  particularly  m children 

Suggested  Dosage 

For  adults  and  children  12  or  more  years  of  age  One  capsule  daily  or  as  directed  by  a physician 

How  Supplied 

NDC  0454-3002-01  bottles  of  100 

NDC  0454-3002-04  professional  sample  bottles  of  4 

Storage 

Store  at  controlled  room  temperature  15  to  30®C  (59  to  86®F) 


FURONATALFA™® 


Prenatal  Multivitamin  with  Minerals 

Actions 

Folic  acid  is  one  of  the  important  hematopoietic  agents  necessary  for  proper  regeneration  of  the  blood-forming 
elements  and  their  functioning.  Folic  acid,  given  by  mouth,  stimulates  the  production  of  RBC's,  WBC's,  and 
platelets  m persons  suffering  from  certain  megaloblastic  anemias 

Indications 

Folic  ac'd  IS  effective  m the  treatment  of  megaloblastic  anemias  due  to  a deficiency  of  folic  acid  as  may  be  seen 
in  tropical  or  nontropical  sprue,  in  anemias  of  nutritional  origin,  pregnancy,  infancy,  or  childhood 

Contraindications 

Folic  acid  (pteroyigtufamic  acid)  is  contraindicated  in  patients  with  untreated  and  uncomplicated  pernicious 
anemia  and  in  those  with  anaphylactic  sensitivity  to  folic  acid.  Iron  therapy  is  contraindicated  in  patients  with 
hemachromatosis  and  patients  with  iron  storage  disease  or  the  potential  for  iron  storage  disease  due  to  chronic 
hemolytic  anemia  (e  g , inherited  anomalies  of  hemoglobin  structure  or  synthesis  and/or  red  cell  enzyme  deficien- 
cies, efc  ),  pyndoxine  responsive  anemia  or  cirrhosis  of  fhe  liver  Cyanocobaiamin  is  contraindicated  in  patients 
with  sensitivity  to  cobalt  or  to  cyanocobaiamin  (vitamin  B-12) 

Warnings 

Pernicious  anemia  should  be  ruled  out  before  starting  treatment  While  folic  acid  corrects  the  blood  picture  of 
pernicious  anemia,  it  does  not  ameliorate  the  attendant  neurological  involvement  Resistance  to  treatment  may 
be  due  to  depressed  hematopoiesis,  alcoholism,  the  presence  of  antimetabolic  drugs  or  to  deficiencies  of 
vitamins  Iron  deficiency  anemia  may  be  due  to  occult  blood  loss  the  cause  of  which  should  be  determined  and 
treated  appropriately 

Precautions 

Folic  acid  (pteroylglutamic  acid)  and  vitamin  B-l2microbiologic  blood  assays  are  invalidated  by  the  administration 
of  most  antibiotics,  methotrexate  or  pyrimethamine  Folic  acid  (pteroylglutamic  acid)  is  not  effective  m reversing 
the  toxic  effects  of  methotrexate  Folinic  acid  (5-formyltetrahydrofolic  acid)  must  be  used  in  that  situation  Black 
tarry  stools  may  be  due  either  to  occult  Gl  bleeding  or  iron  therapy  or  both  Fohc  acid  m doses  above  0 1 mg 
daily  may  obscure  pernicious  anemia  m that  hematologic  remission  can  occur  while  neurological  manifestations 
remain  progressive  Supplementation  of  the  diet  by  milk  or  other  dietary  sources  of  calcium  may  be  advisable 

Adverse  Reaaions 

Allergic  reactions  have  been  reported  following  both  oral  and  parenteral  administration  of  folic  acid 

Dosage  and  Administration 

One  tablet  daily  after  a meal,  or  as  directed  by  a physician 


Overdosage 

The  average  human  lethal  dose  of  iron  is  about  200-250  mg  tron/kg  body  weight  In  the  case  of  a 4-kg  infant, 
this  IS  about  800  mg  iron  or  about  2 grams  anhydrous  ferrous  sulfate  or  ferrous  fumarate 

How  Supplied 

Bottles  of  100  tablets  debossed  with  the  product  code  '7777  " A child  resistant  cap  is  standard  on  bottles  of 
100  and  sample  bottles  of  4 tablets  as  a safeguard  against  accidental  ingestion 

NDC  0454-7777-01  bottles  of  100 

NDC  0454-7777-04  professional  sample  bottles  of  4 

Storage 

Store  at  controlled  room  temperature  15  to  30*C  (59  to  86“F) 

Description 

Each  tablet  contains 

For  pregnant  or  lactating  women 

Percentage  of  Recommended  Dietary  Allowance  (RDA) 


Vitamin  A (as  Acetate) 

8000  1 U 

(RDA) 

(160%) 

Vitamin  C (as  Ascorbic  Acid) 

90  mg 

(112  5%) 

Thiamine  (as  Thiamine  Mononitrate  Vitamin  B,) 

2 55  mg 

(170%) 

Riboflavin 

3 mg 

(187%) 

Niacinamide  . . 

20  mg 

(125%) 

Calcium  (as  Calcium  Carbonate) 

02g 

(16  5%) 

Iron  (as  Ferrous  Fumarate) 

65  mg 

(100%) 

Vitamin  D? 

400  I .U 

(80%) 

Vitamin  E (as  dl-Aipha  Tocopheryl  Acetate) 

30  lU 

(214%) 

Vitamin  B^  (as  Pyndoxme  Hydrochloride) 

10  mg 

(385%) 

Folic  Acid 

1 mg 

(125%) 

Vitamin  8,2  (Cyanocobaiamin) 

12  meg 

(300%) 

Iodine  (as  Potassium  Iodide) 

1 50  meg 

(86%) 

Magnesium  (as  Magnesium  Oxide) 

100  mg 

(22%) 

Zinc  (as  Zinc  Oxide) 

25  mg 

(125%) 

HISTAMIC'"^ 

Antihistamine/Decongestant 
Indications  and  Usage 

HISTAMIC  provides  12-hour  relief  of  nasal  congestion  and  eustachian  tube  congestion  associated  with  the 
common  cold,  sinusitis,  and  acute  upper  respiratory  infections  Also  indicated  for  symptomatic  relief  of  perennial 
and  seasonal  allergic  rhinitis,  vasomotor  rhinitis  Decongestants  in  combination  with  antihistamines  have  been 
used  to  relieve  eustachian  tube  congestion  associated  with  acute  eustachian  salpingitis,  aerotitis  and  serous 
otitis  media 

Contraindications 

Patients  with  severe  hypertension,  severe  coronary  artery  disease,  patients  on  MAO  inhibitors,  narrow  angle 
glaucoma,  urinary  retention,  peptic  ulcers,  or  during  an  asthmatic  attack  Also  contraindicated  in  patients  with 
hypersensitivity  or  idiosyncrasy  to  sympathomimetic  amines  or  antihistamines 

Warnings 

Antihistamines  may  impair  mental  and  physical  abilities  required  for  the  performance  of  potentially  hazardous 
tasks,  such  as  driving  a vehicle  or  operating  machinery,  cause  drowsiness,  and  may  impair  mental  alertness  in 
children 

Precautions 

Caution  should  be  used  in  patients  with  diabetes,  hypertension,  cardiovascular  disease,  increased  intraocular 
pressure,  hyperthyroidism,  prostatic  hypertrophy,  or  patients  with  a history  of  bronchial  asthma  SEE  CONTRAIN- 
DICATIONS 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  HISTAMIC  It  is  also  not  known  whether  HISTAMIC 
can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproductive  capacity  HISTAMIC 
should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers 

It  IS  not  known  whether  the  drugs  in  HISTAMIC  are  excreted  in  human  milk  Due  to  the  potential  for  serious 
adverse  reactions  m nursing  infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue 
the  product,  taking  into  account  the  importance  of  the  drug  to  the  mother 


Adverse  Reactions 

Hyperreactive  individuals  may  display  ephednne-like  reactions  such  as  tachycardia,  palpitations,  headache, 
dizziness  or  nausea  Patients  sensitive  to  antihistamines  may  experience  mild  sedation  Sympathomimetics  have 
been  associated  with  certain  untoward  reactions  including  restlessness,  tremor,  weakness,  pallor,  respiratory 
difficulty,  dysuria,  insomnia,  hallucination,  convulsions,  CNS  depression,  arrythmias  and  cardiovascular  collapse 
with  hypotension  Possible  side  effects  of  antihistamines  are  drowsiness,  restlessness,  dizziness,  weakness,  dry 
mouth,  anorexia,  nausea,  vomiting,  headache,  nervousness,  blurring  of  vision,  polyuria,  heartburn,  dysuria  and, 
very  rarely,  dermatitis 

Dosage  and  Administration 

One  HISTAMIC  capsule  every  12  hours  for  adults  and  children  over  12  years  of  age 

How  Supplied 

NDC  0454-3603-01  bottles  of  100  Capsules 

NDC  0454-3603-04  professional  sample  bottles  of  4 capsules 

How  Supplied 

Orange,  clear  HISTAMIC  Susfamed-action  Capsules 
Imprint  MMI/MMI 

NDC  0454-3603-01.  bottles  of  100  Capsules 

NDC  0454-3603-04  professional  sample  bottles  of  4 capsules 

Storage 

Store  at  controlled  room  temperature  15  to  SO^C  (59  to  86°F) 

# LEXlS’Pharmaceuticals,  Inc. 

100  Congress  Avenue  Austin,  Texas  78701 


At  Medical  Protective,  lighting  for  our 
doctors  is  our  number  one  priority'.  know 
we're  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsuipassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  law^'ers  in  your  area.  We 
will  never  wa\«r  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  Witli  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serv’e  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


Senntig  Texas  Physicians  Since  1916. 


Offices  in  Dallas,  Bruce  Grim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L,  Wayne  Kirk, 
Rick  D.  Bolin,  .John  Bedingfield,  (713)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisinan,  (512)  490-1081 


Editorials 


Economics,  disease  burden 
US-Mexico  border 

ITie  US-Mexico  border  is  2,000  miles  long,  and  half  of  that  dis- 
tance is  the  border  between  Texas  and  its  .southern  neighbor. 
Four  US  and  six  Mexican  states  share  this  border. 

Five  of  the  .seven  poorest  US  cities  lie  on  the  US-Mexico 
border.  Even  .so,  it  is  readily  apparent  that  the  Rio  Grande 
River  divides  two  dramatically  difterent  economies:  the  most 
advanced  and  industrialized  nation  in  the  world  and  a country’ 
struggling  with  poverty  and  debt.  In  1979,  23  Mexican  pesos 
were  approximately  equivalent  to  one  US  dollar;  by  1989  the 
dollar  could  purcha.se  2,400  pe.sos. 

In  1900,  about  36,000  people  lived  along  our  common 
border  from  Brownsville  and  Matamoros  to  San  Ysidro,  (ialif, 
and  Fijuana.  Today  our  combined  population  approximates  6 
million.  El  Paso  (600.000)  and  Juarez  ( 1.2  million)  share  the 
border’s  largest  single  population  base.  Mexico’s  serious  social 
and  economic  problems  have  forced  a tremendous  migration 
of  individuals  and  families  from  .southern  Mexico  trying  des- 
perately to  find  a better  way  of  life  along  the  border.  I his 
population  shift  has  taxed  local  communities  on  both  sides  of 
the  Rio  Grande  to  provide  potable  water,  .sewage  disposal, 
health  facilities,  and  other  amenities  that  most  Americans  take 
for  granted.  I’he  development  of  colonicis  ( developments, 
many  of  them  illegal  and  nonconlbrming,  without  benefit  of 
water  or  sewage  di.sposal ) have  sprung  up  on  both  sides  of  the 
border  in  enormous  numbers,  bringing  with  them  the  poten- 
tial for  serious  public  health  problems. 

With  32  — 40  million  border  cro.ssings  into  El  Paso  each  year, 
the  El  Paso-Juarez  area  is  the  second  largest  port  of  entr^’  in 
the  free  world.  What  affects  the  health  of  one  side  immediately 
affects  the  other. 

In  many  areas,  the  subsurface  groundwater  is  contaminated 
by  bacteria  and  perhaps  chemicals.  I’his  is  secondary-  to  rapid 
transformation  of  a once  rural  and  sparsely  developed  land  to 
an  urban  one  containing  carelessly  and  illegally  subdivided 
land  with  uncontrolled  sewage  and  the  resultant  potential  for 
contamination  of  drinking  water. 

El  Paso  has  been  ringed  by  unregulated  and  uncontrolled 
S growth.  As  many  as  50,000  people  live  in  350  colonias  in  the 

county,  most  of  which  did  not  exist  a decade  ago.  In  the  small 

community  of  .San  Elizario,  Tex — once  a colonia — 35%  of  the 
children  have  already  been  infected  by  hepatitis  A by  age  8, 
and  85%  to  90%  of  the  population  by  age  35,  according  to  in- 
formation from  a Texas  medical  center.  Fhese  same  conditions 
may  be  as  bad  or  worse  in  the  Lower  Rio  Grande  Valley. 

The  incidence  of  shigella  dysentery’  is  several  times  greater 
along  the  border  than  in  the  US  generally.  Tuberculosis  is  alive 
and  thriving,  and  even  Hansen’s  disease  is  to  be  seen  along  our 
southern  border.  I’hese  are  disea.ses  most  Americans  relegate 
to  the  third  world.  However,  they  readily  occur  in  our  border 
regions — the  “Other  Texas”  or  the  “Forgotten  Texas.” 

Fry  ing  to  remedy  this  problem  through  local  taxpayers  with 
an  inordinately  low  tax  base  is  ludicrous.  If  we  are  to  protect 


our  citizens  who  reside  along  the  Rio  Grande,  we  must  have 
state  and  federal  tax  dollars  and  hard  decisions  by  local  gov- 
ernment agencies  to  firmly  regulate  sewage  disposal  and  envi- 
ronmental problems  along  the  border.  If  these  regulations  are 
not  forthcoming,  we  can  expect  a tremendous  increase  in  the 
expenditure  of  tax  dollars  to  help  treat  the  many  who  even- 
tually will  seek  medical  care  that  they  may  not  be  able  to 
afford. 

With  the  increase  in  population  has  come  an  enormous  in- 
crea.se  in  industry-  and  the  development  of  the  maquiladoras, 
or  “twin  plants.”  In  El  Pa.so  alone  there  are  240  industries  on 
both  sides  of  the  border.  They  are  regulated  on  the  US  side  by 
the  Environmental  Protection  Agency,  local  laws,  and  several 
Texas  agencies.  Flowever,  there  is  very  little,  if  any,  govern- 
ment regulation  of  these  companies  on  the  Mexican  side.  Po- 
tentially serious  environmental  problems  such  as  air  pollution 
and  toxic  wastes  that  may  affect  trans-border  pollution  are 
abundant.  The  Mexican  priority  may  well  be  survival  of  indi- 
viduals and  families  rather  than  control  of  pollution.  But  indu.s- 
try-  must  be  held  re.sponsible  for  environmental  issues  on  both 
sides  of  the  border,  not  just  the  northern  side. 

We  cannot  throw  stones  across  the  border  at  our  neighbors. 
We  need  carefully  considered,  constructive  ideas  and  subse- 
quent institution  of  helpful  programs.  Perhaps  the  answer  is 
the  development  of  a binational  environmental  commission 
that  has  the  authority  of  both  nations,  much  like  the  Inter- 
national Boundary-  and  Water  Commission,  which  has  been 
operating  effectively  for  more  than  100  years.  The  Texas  Medi- 
cal A.ssociation  and  the  American  Medical  As.sociation  have  en- 
dorsed this  position  and  will  encourage  Congress  to  create  the 
commission. 

d’hote  is  another  glimmer  of  hope  for  the  border  population: 
A Border  1 lealth  Conference  .sponsored  by  the  Texas  Medical 
Association  is  to  be  held  in  El  Paso,  the  center  of  the  US-Mexi- 
can  border,  on  August  23  and  24.  It  will  help  address  impor- 
tant public  health  issues.  'I’he  keynote  speaker  will  be 
Cxjngressman  Ronald  Coleman,  D-El  Paso.  Like  TMA’s  and 
AMA’s  endorsement  of  the  binational  commission,  this  confer- 
ence will  be  a most  important  first  step — a meeting  of  con- 
cerned individuals  from  the  four  states  bordering  Mexico.  We 
encourage  you  to  attend  the  conference  and  to  continue  your 
support  of  a binational  commission. 

lAURANCE  N.  NICKl-Y,  MD 

t'.hairman,  Texa.s  Medical  Association  Council  on  Public  Health,  222  S Campbell 
St,  El  Paso,  TX  79901 

Editor’s  note;  For  program  and  registration  information  about  the 
Border  Health  Conference,  contact  the  staff  of  the  Texas  Medical  Asso- 
ciation’s Department  of  Public  Health,  1801  N Lamar  Blvd,  Austin,  TX 
78^0 1 , phone  (512)  477-6704,  ext  255. 


Texas  Medici) te 


Medical  federation’s  help  is  key 
to  improving  health  care  system 

Hic  dust  has  settled  from  the  1989  TMA  and  AMA  annual  ses- 
sions. Your  opinions  were  heard  and  your  delegates  voted  to 
continue  the  policy  of  voluntar)  membership  in  the  American 
Medical  Association.  The  debate  was  intense  and,  ;ifter  all  were 
heard,  the  vote  was  taken.  However,  a new  strength  and  leader 
ship  emerged  as  each  delegate  pledged  to  encourage  their 
peers  to  renew  their  efforts  to  bring  all  physicians  and  medical 
students  into  full  membership  in  America’s  three  levels  of  or- 
ganized medicine. 

Like  legs  on  a tripod,  the  national,  state,  and  counn’  medical 
societies  support  and  stabilize  each  other;  neither  one  nor  two 
can  stand  alone.  On  uneven  ground,  one  leg  or  another  may 
have  to  extend  or  retract;  all  three  are  needed  to  support  their 
mutual  responsibilities, 

A current  major  concern  for  all  physicians  across  the  coun- 
tr\-  is  the  mounting  threat  to  the  American  system  of  health 
care.  The  AMA  Board  of  Trustees,  in  a report  to  the  AMA  House 
of  Delegates  in  June,  recognized  "pre.ssures  for  radical  restruc- 
turing of  the  health  care  system  are  increasing.  ” More  and 
more,  the  public  hears  a litany  of  complaints  about  our  current 
system  and  the  virtues  of  systems  used  in  other  countries. 

The  AMA  trustees  believe  our  health  care  ,system  can  be  im- 
proved and  strengthened  without  being  disrupted  and  de- 
stroyed, ITiey  stress  that  special  efforts  are  needed  to  foster  a 
national  policy  debate,  putting  forth  a plan  to  strengthen  our 
health  care  system  and  provide  remedies  for  its  present  short- 
comings. Accordingly,  in  the  interest  of  all  physicians,  the 
AMA  has  given  high  priority  to  tho.se  activities  addressing  the 
inadequacies  and  criticisms  of  the  present  system. 

The  AMA’s  program  calls  for  ( 1 ) reform  and  expansion  of  the 
Medicaid  program  to  ensure  uniform  eligibility,  uniform  mini- 
mum benefits,  and  broad  access  for  recipients  through  ade- 
quate physician  and  hospital  reimbursement  levels;  ( 2 ) health 
insurance  coverage  for  the  working  uninsured  through  meth- 
ods such  as  a phased  in  requirement  that  all  employers  provide 
health  insurance  coverage  to  their  full-time  employees;  and 
( 3 ) formation  of  a National  Ciommission  on  Medicare  to  ana- 
lyze the  program’s  strengths  and  weakne.sses  and  develop  rec- 
ommendations for  broad  system  reform. 

Various  strategies  will  be  utilized  in  the  campaign.  The  com- 
munications strategy’  will  present  the  campaign  to  the  public, 
the  profession,  the  media,  busine,ss,  and  legislators.  Key  mes- 
sages will  include  advantages  of  the  current  system  and  disad- 
v'antages  of  more  government  controls,  as  well  as  a more  real- 
istic view,  including  the  di,sadvantages,  of  systems  in  other 
countries  such  as  Canada.  (A  study  of  the  (;anadian  health  care 
system  was  presented  to  the  AMA  House  of  Delegates  in  June. ) 

Legislatively,  the  AMA  will  seek  bipartisan  sponsorship  of  its 
reform  initiatives,  and  intensive  efforts  will  be  made  to  educate 
lawmakers  as  to  the  advantages  of  the  AMA’s  proposals  in  terms 
of  better  care  for  US  citizens. 

Research  also  will  be  an  important  part  of  these  activities. 


providing  a comprehensive  data  base  from  market  research 
and  polls  of  the  public  and  the  profession.  Always  in  the  pic- 
ture will  be  the  potential  for  litigation  while  balancing  the  nec- 
essities of  preserving  patient  rights  and  retaining  the  autonomy 
of  the  practicing  physician  in  the  practice  climate. 

Broad-based  support  for  this  campaign  is  necessary’,  and  al- 
ready the  AMA  has  met  with  representatives  of  major  health 
organizations.  Business  and  other  influential  groups,  too,  must 
be  fully  informed  and  their  help  enlisted. 

Making  a better  and  stronger  health  care  .system  for  this  na- 
tion is  a bold  and  imaginative  venture  that  is  beyond  the  .scope 
of  local  and  state  medical  societies,  and  yet  it  must  have  cre- 
ativity, energy  , moral  support,  and  belief  in  possible  success 
from  the  nation’s  physicians  as  a whole,  as  members  of  the 
family  of  medical  organizations,  and  as  individuals. 

ITiere  is  a critical  role  for  all  in  the  medical  federation  in 
this  campaign.  State  and  local  societies  will  be  asked  to  present 
the  mes.sage  at  the  local  level  to  patients  and  physicians  alike. 

You  may  be  asking,  "Where’s  the  money  coming  from?”  The 
AMA  trustees  have  approved  use  of  substantial  funds  from  the 
1989  budget  and  up  to  S2.3  million  from  reserves.  The  issue  is 
patient  care  across  the  nation  and  for  future  generations,  and 
in  putting  its  money  on  the  line  for  that,  the  AMA  is  saying, 
“This  is  important.  This  we  believe.” 

With  surveys  show  ing  strong  support  from  both  member 
and  nonmember  physicians  for  this  campaign,  the  AMA  Board 
of  I’rustees  believes  it  is  appropriate  to  offer  all  physicians  a 
chance  to  be  a part  of  this  comprehensive  venture.  Therefore, 
nonmembers  will  be  offered  an  opportunity  to  join  the  AMA, 
w'ith  the  specilic  pledge  that  their  1989  new-member  dues  will 
be  used  exclusively  to  support  the  campaign. 

Now'  is  the  time  for  physicians  to  consider  whether  they 
want  to  be  members  of  the  w hole  family  of  medicine,  or  re- 
main as  shirttail  relatives — distantly  and  indefinitely  related. 

I'he  AMA  needs  every  one  of  us.  And  we  need  the  strength 
and  stability  of  the  AMA  both  as  our  third  leg  and  as  a place 
where  all  of  us,  all  over  the  country,  can  come  together,  poi)l 
our  talent  and  resources,  and  create  a better  way — an  Ameri- 
can way — to  provide  for  the  health  care  of  Americans. 

1 urge  each  of  you  to  support  this  vital  campaign  through 
your  membership  and  by  encouraging  other  physicians  to  join 
the  AMA 

MAX  C:  BU  l’LLR,  MD 

President.  Icxas  Medical  Association.  1801  N lamar  Itlvd.  Austin.  T.X  ■’8"’()1 
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Extra  SnaNen  pain  reuif 

wmumiXTRA 

PRBCRIBING  REmiCnOHS 


Plus . . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 


Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN*  ^ 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.^ 


[ 


* (hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750  mg) 


Tablet  for  tablet , 

the  most  potent  analgesic  you  can  phone  in 
da]^ime,  nighttime,  weekends. 

“(hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  formingl  and  acetaminophen  500  mg)  ‘ 

1.  Data  on  file,  Knoll  Pharmaceuticals 

2.  Standard  industry  new  prescription  audit.  Data  on  file,  Knoll  Pharmaceuticals  ,Ci  1989,  BASF  K&F  Corporation 

Please  see  adjacent  page  for  brief  summary  of  prescribing  information.  5821/5-89 
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(hydrocodone  brtofticrts  Smg  fWarnirtg  May  be  habit  forming] 
and  ocefamlnophen  500  mg) 

~vicodin 

(hydrocodone  bitortfote  7 5mg  [Warning  May  be  habit  torming] 
and  ocetomifKiphen  750  mg) 


INDICATIONS  AND  USAGE;  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone 

WARNINGS; 

Allergic-Type  Reactions;  VICOOIN/VICODINESTabletscontain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-refated  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODINA/ICODIN  E5  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODINA/ICODtN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  In  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  namsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adequate  ana  well-controlled  studies  in 
pregnant  women.  VICODIN/  ViCODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenk  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  andexcessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  Is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  Infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established- 

ADVERSE  REAQIONS; 

The  most  freouently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System : Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  aniil  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODINA/ICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression;  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing,  if  significant 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE; 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  ill).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVEROOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage. dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  anij  sometimes  bradycardia  and  hypo- 
tension In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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Saturday,  September  16 
Stouffer  Austin  Hotel  Austin,  Texas 


a Hear  American  Medical  Association  President 
Dr  Alan  Nelson  and  other  outstanding  speakers. 

■ Keep  abreast  of  key  issues:  medicine  and  the  law, 
public  health,  legislation,  health-care  evaluation,  and 
Texas’  medical  marketplace. 

■ Discover  how  to  develop  a hassle-free  practice. 

■ As  A TMA  member,  receive  free  registration. 

Don’t  miss  this  opportunity  to  hear 
the  latest  on  medical  issues! 

For  registration  information,  call  TMA  at 
512/477-6704,  ext  236. 
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Association 


PHYSICIANS  CARING  FOR  TEXANS 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 

SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 
F.  E.  SEALE.  M.D.,  MEDICAL  DIRECTOR 

STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 
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Texas  Medicine 


We  must  regain  respect 

Is  legislation  needed  to  ensure  proper  medical  care  for  the 
postoperative  cataract  patient?  Are  our  own  standards  now  in- 
adequate? ITie  Redder  s Digest  publishes  an  article  impugning 
some  in  our  specialty  ! Every  day  the  mail  brings  another  offer 
for  the  best  marketing  ploy,  patient  newsletter,  or  practice 
building  “hawker  " implying  that  if  we  don’t  hurry  and  join  up 
we  ll  be  left  out.  Precertification,  recertification,  the  Harvard 
RBR\  S study,  advertising,  ethics,  peer  review,  government- 
established  standards  of  care. 

All  of  these  and  many  more  affect  each  of  us  every’  day.  It 
seems  the  practice  of  medicine  was  once  simpler,  and  we  en- 
joyed more  the  respect  of  our  patients  and  colleagues.  We 
were  physicians — we  were  a profession.  Our  reputation  and 
the  respect  of  our  colleagues  was  earned  over  time  by  hard 
work,  good  patient  care,  and  word  of  mouth.  What  was  ethical 
was  an  important  question.  The  ultimate  goal  was  the  benefit 
and  welfare  of  the  patient — not  the  financial  gain  or  market- 
ability of  the  practitioner. 

Now  the  government  increasingly  controls  reimbursement 
directly'  and  indirectly.  Instead  of  our  own  professional  stan- 
dards, we’re  held  to  someone  else’s  cookbook  standards  of 
care  (government  or  insurance  carriers).  Clerks,  paramedicals, 
and  paralegals  look  over  our  work  to  make  certain  we’re  ad- 
hering to  bureaucratic  standards  that  they,  not  we,  establi.shed. 
Some  newly  trained  physicians  aspire  immediately  to  a style  of 
living  and  level  of  income  unobtainable  and  unthought  of  by 
some  of  our  medical  colleagues  even  after  a lifetime  of  prac- 
tice. Postoperative  patient  care  is  turned  over  to  nonmedical 
practitioners  and  termed  good  or  adequate.  T\'  and  radio  have 
replaced  word  of  mouth  and  peer  referral.  There’s  no  longer  a 
question  of  “what  is  ethical?” — now  it  is  only  “what  is  legal?” 
And  things  legal  are  not  necessarily  ethical. 

VC  e no  longer  set  our  standards  of  care,  nor  are  we  seem- 
ingly able  to  control  our  peers  who  legally,  but  often  un- 
ethically, work  to  lower  our  professional  standards.  We  do  not 
control  our  reimbursement  or  our  fees.  Medical  care  is  in- 
creasingly rendered  by  nonphysicians  out  of  our  control.  Have 
we  ceased  to  be  a profession,  have  we  become  a trade — or  a 
business  only?  Are  our  patients  now  clients  or  customers?  For 
some,  the  patient-physician  relationship  seemingly  is  not  de- 
sired and  never  exists.  The  patient’s  value  is  in  the  income  he 
can  generate  to  the  physician.  The  phy  sician’s  value  is  in  the 
advertising  revenue  he  can  generate  to  the  marketing  manager. 
Tlie  practitioner  must  expand  his  “market  ” increasingly  with 
more  patients  or  more  charges  to  pay  for  the  IV  and  paper  ad- 
vertisements, limousines,  and  such.  It  becomes  a vicious  cycle. 
The  cost  of  care  to  government  and  private  insurance  corre- 
spondingly escalates.  The  quality  of  care  often  suffers;  the  pa- 
tient frequently  can’t  even  remember  who  did  his  surgery’.  ITie 
physician  gains  monetarily  but  loses  the  respect  of  his  peers, 
and  the  entire  profession— all  of  us— sufifer  and  lose  re.spect. 
Even  our  profe.ssional  organizations — to  whom  we  would  look 
for  standards — are  threatened  by  “restraint  of  trade  ” suits  for 
attempting  to  set  and  enforce  codes  of  ethical  conduct.  Is  the 


“silent  majority”  of  practicing  physicians  still  a majority  or 
have  we  indeed  been  passed  by?  Should  we  jump  into  the 
water  and  go  along  where  the  new  flow  of  medicine  takes  us, 
or  should  we  stand  alone  with  our  finger  in  the  dike  and  some- 
how attempt  to  change  the  direction  of  the  flow? 

Perhaps  the  majority  of  us  have  not  changed  and  will  find 
strength  in  resisting  together  those  forces  that  have  alienated 
us  from  our  patients  and  have  separated  our  patients  from  a 
continuing  and  quality’  medical  care— that  only  a physician  can 
and  should  provide.  We  must  continue  to  place  the  welfare  of 
the  patient  as  our  prime  concern.  Somehow  we  must  again 
make  ethics  and  peer  respect  desirable  among  our  profession. 
If  we,  as  physicians,  don’t  stand  up  for  what  is  right  and  find 
some  way  to  control  and  eliminate  inappropriate  surgery’,  in- 
adequate and  inappropriate  postoperative  care,  fee  splitting 
networks,  and  kickback  arrangements,  it  most  assuredly  will  be 
done  for  us  all.  The  decisions  are  complex  and  difficult  but 
must  be  made.  'Hie  questions  are  many  and  the  answers  are 
few.  We  have  an  obligation  to  our  own  profession  and  code  of 
conduct.  Ethical  standards  are  a goal  to  be  sought;  they  don’t 
just  happen. 

It  may  well  be  that  second  opinion  programs,  though  oner- 
ous to  many,  are  necessary'  to  control  those  with  dubious  prac- 
tices, There  may  be  other  answers,  yet  to  be  reasoned  and 
promulgated.  But  whatever,  we  must  work  as  a profession  to- 
ward re-establishing  and  attaining  the  goals  sought  when  we 
entered  medical  training — to  comfort  the  sick,  to  heal  when 
possible,  and  to  do  no  harm.  Our  professional  reputation  for 
integrity  and  respect  takes  years  to  earn,  but  as  we  are  seeing 
in  medicine  now,  can  be  lost  overnight. 

RONALD  J.  PINKENBURG,  MD 

President,  Texas  Ophihalntologieal  Association,  c/o  Eddie  Barker.  Managing  Edi- 
tor, Perspectives,  PO  Box  191229,  Dallas.  TX  ^5219 
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Professors  seek  studies  of 
intercessory  prayer  13 

We  are  involved  in  a study  of  the  therapeutic  effects  of  inter- 
cessory’ prayer  and  are  interested  in  hearing  from  anyone  who 
has  conducted  such  work.  If  you  have  carried  out  such  a study 
but  have  never  published  the  results,  could  you  please  contact 
us?  If  you  have  not  personally  been  involved  in  such  a study 
but  know  people  who  have,  would  you  please  share  their 
names  and  addre,sses  with  us?  Thank  you  for  your  consideration. 

MICHAEL  ZIMMERMAN,  PhD 

Professor  of  Biolog)-  and  Associate  Dean  of  the  College  of  Arts  and  Sciences, 

Oberlin  College,  Oberlin,  OH  44074,  telephone  (216)775-8-00  or  ( 2 1 6 ) 

775-8315. 
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Medical  Assodation 
Office  Overhead 
Insurance  Plan 


Because  you  supported  this  Plan,  it  was 
possible  to  add  the  following  new  benefits, 
at  no  increase  in  cost: 

IPairttM  ©nsaiMfliy 

Benefits  may  be  paid  up  to  six  months,  at  up  to  one- 
half  the  monthly  benefit  in  force,  for  partial  dis- 
abilities commencing  prior  to  age  65.  Physicians 
become  eligible  if,  upon  returning  to  work,  they  are 
restricted  in  the  duties  they  are  able  to  perform,  or 
in  the  event  they  are  working  on  a reduced  time 
basis  of  at  least  50  percent. 
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No  charges  will  be  made  for  continued  participation 
in  the  Plan  while  monthly  benefits  are  being  paid  for 
total  or  partial  disability,  commencing  with  the  first 
quarterly  billing  date  after  monthly  benefits  begin. 

There  is  strength  in  numbers.  If  you  hove  need  of 
Office  Overhead  Insurance,  join  your  colleagues  in 
the  TMA  Plan. 

Call  1-800-252-9318  for  Brochure  and  Application 
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TMA  IN  ACTION 


TMA  fall  conference  focuses 
on  issues  of  the  next  decade 

Medicare,  public  health  concerns,  and 
professional  liability.  These  and  other 
issues  facing  the  medical  profession  in 
the  coming  decade  are  the  focus  of  Texas 
Medical  Association’s  1989  Fall  Leader- 
ship Conference  Saturday,  Sept  1 6,  at  the 
Stouffer  Austin  Hotel. 

With  the  1990s  just  around  the  corner, 
the  conference  is  designed  to  help  physi- 
cians “Facing  the  Challenges  of  the  New 
Decade.”  The  conference,  free  to  TMA 
members,  begins  at  9:30  am. 

Kicking  off  the  day’s  activities  will  be  a 
speech  by  American  Medical  Association 
President  Dr  Alan  Nelson.  In  his  keynote 
address,  he’ll  share  insights  about  effec- 
tive medical  leadership. 

Dr  Dennis  O’Leary’,  president  of  the 
Joint  Commission  on  Accreditation  of 
Healthcare  Organizations,  will  be  on 
hand  to  discuss  future  trends  in  evalu- 
ating quality  care.  Kirk  Johnson,  general 
counsel  for  the  AMA,  will  discuss  legal 
issues  facing  the  medical  profession. 

Noted  health  educator  and  mass  media 
analyst  Dr  Alan  Blum  will  use  facts  and 
humor  to  address  one  of  the  country’s 
major  public  health  issues — smoking — 
and  how  it  is  presented  in  the  media.  Dr 
Blum  is  the  founder  of  Doctors  Ought  to 
Care  (DOC),  a national  organization  that 
pioneered  in  the  purchase  of  satirical 
counter-advertising  in  the  mass  media  to 
ridicule  tobacco  promotions. 

Attorney  George  F.  (Rick)  Evans,  Jr, 
will  explain  successful  medical  malprac- 
tice defense  during  the  luncheon,  spon- 
sored by  the  Texas  Medical  Liability’ 

Trust.  He  is  with  Groce,  Locke,  and  Heb- 
don  in  San  Antonio.  Each  official  confer- 
ence participant  will  receive  one 
complimentary  ticket  to  the  luncheon. 

An  afternoon  session  will  assist  physi- 
cians in  “Developing  a Hassle-Free  Prac- 
tice.” Physicians  will  receive  tips  to 
reduce  the  hassles  brought  on  by  Medi- 
care, reduce  liability  risk,  and  create  a 
more  efficient  offiee.  George  Conomikes 
of  Conomikes  Associates,  an  authority  on 
medical  office  management,  will  be 
among  the  speakers  at  this  session. 


Dr  Nancy  Dickey,  Richmond,  will  lead 
a session  to  help  physicians  evaluate  the 
role  of  their  practice  in  today’s  changing 
ethical  environment.  She  is  a member 
and  former  chair  of  the  AMA’s  Council  on 
Ethical  and  Judicial  Affairs.  Dr  Dickey  re- 
cently was  elected  to  serve  on  the  AMA 
Board  of  Trustees,  the  first  woman  to 
do  so. 

A conference  registration  packet  has 
been  mailed  to  TMA  and  county  medical 
society  leaders.  Other  members  may  ob- 
tain a packet  from  TMA  at  1801  N Lamar 
Blvd,  Austin,  I’X  7870 1 , phone  (512) 
477-6704,  extension  236. 


Workshop  addresses  legalities 
of  practicing  medicine 

Recognizing  that  the  practice  of  medi- 
cine demands  understanding  of  certain 
legal  principles,  Texas  Medical  Associa- 
tion’s Committee  on  Liaison  with  the 
State  Bar  of  Texas  will  present  a work- 
shop that  explains  those  principles.  ITie 
program  is  scheduled  for  Eriday  and  Sat- 
urday, Oct  6 and  7,  at  the  Marriott  Man- 
dalay at  Las  Colinas  in  Irving. 

Among  the  topics  attorneys  and  physi- 
cians will  address  are:  hospital  transfer 
rules/emergency  care  issues,  peer  review, 
legal  aspects  of  birth  and  death,  patients’ 


rights/public  health  issues,  hospital 
issues,  Medicare  fraud  and  abuse  amend- 
ments of  1987,  and  state  civil  monetary 
penalties. 

Further  information  on  the  workshop 
is  available  from  the  Office  of  the  General 
Counsel,  Texas  Medical  Association, 

1801  N Lamar  Blvd,  Austin,  TO  78701, 
phone  (512)  477-6704,  extension  145. 


Computerized  placement  service 
goes  into  operation  this  fall 

Texas  Medical  Association’s  comput- 
erized physician  placement  service  is  ex- 
pected to  be  fully  operational  this  fall. 
Developed  in  cooperation  with  the  Texas 
Academy  of  Family  Physicians  ( TAFP), 
the  service  will  better  assist  physicians  in 
finding  practice  locations. 

The  Texas  Physician  Placement  Ser- 
vice, approved  by  the  TMA  Board  of 
Trustees  in  May,  merges  the  current 
placement  services  of  TMA  and  TAFP. 

The  new  service  will  match  practice  op- 
portunities in  Texas  with  physicians 
wanting  to  relocate. 

ITie  service  will  inform  physicians  of 
practice  opportunities,  support  the  posi- 
tions of  I’MA  and  TAFP  on  access  to 
health  care  in  Texas,  strengthen  relations 
with  other  health  care  providers,  en 
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“Well,  he  certainly  cured  my  optimism.  " 


Volume  85  August  1989 


hance  the  images  of  I'MA  and  I'AFP  to 
nonmember  physicians  desiring  to  relo- 
cate in  Texas,  and  generate  revenue  for 
the  two  groups. 

Participation  in  the  recruitment  pro- 
gram is  free  to  all  physicians  wanting  to 
relocate  in  Texas.  Practices  listing  with 
the  service  will  pay  a registration  fee. 

Further  information  is  available  from 
the  Texas  Physician  Placement  Service, 
1801  N Lamar  Blvd,  Austin,  TX  78701, 
phone  ( 512  ) 477-6704,  extension  263. 


Consulting  services  help  assure 
a successful  practice 

Texas  Medical  Association’s  Practice 
Consulting  Services  are  available  to  help 
physicians  improve  their  marketing,  staff 
development  efforts,  billing  procedures, 
enhance  third  party  payment,  and  a num- 
ber of  other  programs. 

ITie  association  has  endorsed  the  con- 
sulting services  of  C^onomikes  Associates, 
Inc,  and  Harold  Whittington  & Associ- 
ates, who  can  help  physicians  with  the 
business  aspects  of  running  a succe.s,sful 
practice. 

Further  information  on  these  services 
is  available  from  Texas  Medical  Associa- 
tion, Office  of  Practice  Management  Ser 
vices,  1801  N Lamar  Blvd,  Austin,  i’X 
7870 1 , phone  (512)  477-6704. 


New  logo  available  to  members 
for  use  on  professional  materials 

ITie  new  Texas  Medical  As.sociation  logo 
is  available  for  members  to  use  on  their 
office  stationery,  invoices,  and  other  pro- 
fessional materials. 

In  March,  FMA  launched  a major  visi- 
bility and  public  relations  campaign.  Part 
of  the  program  involved  developing  a 
graphic  look  that  more  accurately  por- 
trayed the  leadership  role  of  physicians 
and  the  association.  ITic  result  is  the  red 
half  star  seen  on  FMA  materials.  It  is  ac- 
companied by  a theme  line  that  identifies 
members  as  "Physicians  Caring  for 
Texans.” 

To  order  the  artwork,  members  should 
write  TMA,  Public  Relations  Department, 
1801  N Lamar  Blvd,  Airstin,  TX  78701, 
phone  (512)  477-6704.  ITie  art  is  free  of 
charge  and  includes  guidelines  on  its  use. 


TMA  lapel  pins  recognize 
leaders  in  Texas  medicine 

Texas  Medical  Association  invites  its 
members  to  be  recognized  as  leaders  in 
Texas  medicine  with  a TMA  lapel  pin.  In- 
troduced during  annual  session  in  Fort 
Worth  in  May,  the  pins  symbolize  mem- 
bers’ commitment  to  be  active  partici- 
pants in  the  medical  community. 

Pins  may  be  ordered  from  FMA’s  Mem- 
bership Department,  1801  N Lamar  Blvd, 
Austin,  FX  78701.  Hie  pins  cost  SIO, 
plus  S2  for  postage  and  handling.  (;hecks 
should  be  made  payable  to  TMA. 


AMA  IN  ACTION 


AMA  meets  in  Chicago, 
approves  Texas  resolutions 

Following  tradition,  Texas  resolutions  to 
the  American  Medical  Association  suc- 
cessfully were  adopted  as  AMA  policy 
when  delegates  from  throughout  the 
country’  met  in  June  in  Chicago. 

I'he  resolutions,  initiated  by  the  Texas 
Medical  Association  House  of  Delegates 
in  May,  dealt  with  medical  student  debt. 
Medicare,  and  acce.ss  to  health  services 
for  the  uninsured  In  addition,  the  AMA 
approved  a 1988  TMA  re.solution  sup- 
porting creation  of  an  international  com- 
mission to  address  health  i,ssues  along  the 
United  States-Mexico  border.  Hie  resolu- 
tion had  been  under  study  by  the  AMA 
Board  of  Trustees. 

The  AMA  House  of  Delegates  elected 
Nancy  Dickey,  MD,  a Richmond  family 
practitioner,  to  the  association’s  board  of 
trustees  as  the  first  woman  member  in  its 
history'. 

mf:dic;arf: 

ITie  AMA  adopted  two  of  five  Texas  reso- 
lutions that  addre.ssed  Medicare  regula- 
tions and  procedures.  TTie  first  resolution 
asked  the  AMA  to  introduce  legislation  to 
a.ssure  due  process  for  hospitals  facing 
Medicare  decertification.  'I’he  policy  calls 
for  a preliminary’  hearing  to  be  made 
available  for  hospitals  before  termination 
of  the  ho.spital’s  Medicare  participation 
agreement.  I'he  second  adopted  resolu- 


tion asked  AMA  to  seek  legislation  requir- 
ing that  practicing  physicians  be 
included  on  Medicare  ho,spital  survey 
teams.  Current  Health  Care  Financing  Ad- 
ministration ( HCd'A ) rules  do  not  require 
the  inclusion  of  practicing  physicians  on 
the  survey  team. 

A third  Texas  resolution  addressed  de- 
nials of  payment  related  to  alleged  ‘‘sub- 
standard care.  ” Texas’  positions  were 
included  in  a substitute  resolution  incor- 
porating the  concerns  of  delegates  from 
throughout  the  country.  As  a result,  AMA 
will  seek  withdrawal  of  HCFA’s  proposed 
rule  on  denial  of  payment  for  substan- 
dard quality  care  and  review  of  benefi- 
ciary complaints.  Delegates  also  called 
for  AMA  to  seek  withdrawal  of  the  pro- 
posed model  letter  for  notifying  benefici- 
aries of  quality  denials.  I’he  AMA  also 
approved  the  Texas  position  stating  that 
“if  adequate  due  proce.ss  considerations 
are  not  provided  in  any  final  Substandard 
Quality'  (4ire  regulations,  the  AMA  (shall ) 
use  all  available  options,  including  pos- 
sible legal  action,  to  prevent  further  im- 
plementation until  said  considerations 
are  addre.ssed  ” AMA  aLso  will  work  to  as- 
sure that  quality  of  care  decisions  under 
these  regulations  are  made  known  by 
identifiable  PRO  physician  reviewers. 


Richmoml  fcimily  //hysicuin  Nancy  Dickey.  MD.  is 
the  first  woman  to  he  elected  to  the  American 
.Medical  Association  Board  of  Trustees 
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based  on  their  clinical  experience  and 
judgement  rather  than  reliance  on  “man 
dated  written  criteria.”  In  addition,  the 
AMA  will  work  to  as.sure  that  PRO  physi- 
cian reviewers  making  a quality  denial 
are  required  to  consult  with  a physician 
in  the  same  specialty  and  practice  situa- 
tion before  final  action  on  any  quality 
denial. 

ITie  AMA  also  adopted  Texas’  proposal 
that  AMA  support  the  current  level  of  di- 
rect and  indirect  funding  for  graduate 
medical  education  costs  paid  by  Medi- 
care. AMA  will  strongly  urge  Congress  to 
support  the  current  level  of  funding. 
Texas  delegates  stated  that  proposed  cuts 
by  the  Administration  would  affect  se- 
verely the  ability  of  teaching  hospitals 
and  community-based  programs  to  pro- 
vide education  to  residents  and  quality 
care  to  patients. 

Drawing  yet  another  spate  of  recom- 
mendations from  physicians  across  the 
country  were  new  mandated  regulations 
on  1CD-9-CM  diagnostic  codes  for  Medi- 
care claims.  All  three  Texas  positions  on 
this  issue  were  adopted:  ( 1 ) support  for 
legislation  to  repeal  or  ‘‘substantially 
ameliorate”  the  threat  of  federal  civil 
money  penalty  liability  for  failure  to  uti- 
lize 1CD-9-CM  coding  in  Medicare  claims; 
(2)  to  amend  the  quasi-criminal  Medi- 
care civil  money  penalty  process  by 
providing  those  charged  with  civil  of- 
fenses the  same  rights  available  to  defen- 
dants in  criminal  proceedings;  and  (3) 
that  the  AMA  Board  of  Trustees  review 
all  other  Medicare  civil  monetary  penalty 
provisions  and  assess  the  reasonableness 
of  these  fines  and  the  process  available  to 
physicians  to  challenge  civil  fines  levied 
against  them.  Findings  are  to  be  reported 
to  the  AMA  House  during  its  interim 
meeting  in  December  1989.  Tbe  House 
of  Delegates  also  asked  that  the  AMA 
make  every  effort  to  assure  that  HCFA’s 
implementation  of  the  coding  require- 
ment be  undertaken  with  a view  to  mini- 
mizing compliance  difficulties  to 
physicians  and  their  office  staffs. 

STUDENT  DEBT 

Also  approved  was  a Texas  proposal  that 
AMA  study  the  potential  impact  of  stu- 
dent debt  on  current  and  future  residents 
and  on  young  physicians,  including  the 
effect  on  the  choice  of  medicine  as  a ca- 
reer by  minorities  and  students  from 


low-income  families.  Preliminary  data  re 
vealed  that  levels  of  debts  for  students 
and  residents  continue  to  e.scalate,  and 
that  average  medical  school  debt  for  first- 
year  residents  is  approximately  540,000. 
In  addition,  TMA  noted  that  current  and 
proposed  income  tax  laws  are  adding  to 
financial  hardships  of  students  and 
residents. 

UNINSURED  AND  MEDICALLY 
INDIGENT 

Another  topic  of  growing  concern,  evi- 
denced by  resolutions  from  several  states 
and  a report  from  the  AMA  Board  of 
Trustees,  is  the  plight  of  the  uninsured 
and  medically  indigent  patient.  Texas 
called  on  AMA  to  study  all  available  ap- 
proaches for  providing  health  services 
for  the  uninsured  before  endorsing  one. 

Instead,  the  AMA  adopted  a report  of 
the  AMA  Board  of  Trustees  on  this  topic, 
but  amended  the  board  report  to  include 
tbe  substance  of  the  Texas  recommenda- 
tion. ITie  amendment  also  asked  that 
AMA  work  with  business  groups  to  de- 
velop approaches  that  are  best  suited  to 
the  needs  of  small  employers.  ITie  House 
further  supported  a phased-in  require- 
ment that  employers  ( limited  initially  to 
larger  employers ) provide  health  insur- 
ance coverage  within  the  private  sector 
for  all  full-time  employees,  with  coverage 
expanding  over  several  years  and  with  a 
program  of  dimini.shing  tax  credits  or 
other  incentives  to  avoid  adverse  effects 
on  employers. 

UNITED  STATES-MEXICO  BORDER 
HEALTH 

In  June  1988,  Texas  asked  the  AMA  to 
support  the  concept  of  a permanent 
United  States-Mexico  border  environ 
mental  health  commission.  The  issue  was 
referred  for  study,  and  the  AMA  Council 
on  Scientific  Affairs  reported  to  the 
House  this  year.  Texas  argued  success- 
fully that  current  solutions  to  border 
health  problems  are  “inadequate,  frag- 
mentary and  are  not  coordinated  by  the 
two  nations.”  The  final  report  from  the 
AMA  House  of  Delegates  incorporates 
this  statement,  and  ( 1 ) observes  that  the 
AMA  finds  the  environmental  health 
problems  of  the  US-Mexico  border  to  be 
of  major  magnitude  and  ( 2 ) calls  upon 
AMA  to  advise  Congress  that  a perma- 
nent US-Mexico  border  commission  is  es- 


sential for  the  concerted  action 
nece.ssaty’  to  deal  with  this  major  threat 
to  the  health  of  both  nations. 

In  other  action  during  the  annual 
meeting,  the  AMA  announced  a major  na- 
tional campaign  to  strengthen  the  US 
health  care  system  and  provide  remedies 
for  its  shortcomings.  The  broad-based 
campaign  will  use  communications  and 
legislative  and  research  strategies  to 
achieve  four  objectives: 

1.  To  provide  a comprehensive  cost- 
effective  program  of  access  to  health  care 
that  builds  on  the  present  pluralistic 
system. 

2.  To  remedy  the  gaps  in  health  care 
coverage  while  maintaining  the  many 
benefits  available  to  a large  percentage  of 
Americans. 

3.  To  reduce  the  burden  on  patients 
and  physicians  of  unncce,ssarily  complex 
paperwork  a.ssociated  with  government 
and  private  insurance  programs  and  the 
excessive  cost  of  the  present  professional 
liability  system. 

4.  To  present  to  the  American  people, 
to  Congress  and  the  Administration,  to 
the  federation  of  medicine  and  physi- 
cians, and  to  various  interest  groups  the 
advantages  of  the  US  health  system. 

HCFA  gives  indefinite  extension 
on  ICD-9-CM  implementation 

In  re.sponse  to  concerns  voiced  by  the 
American  Medical  Association,  the  Health 
C>are  Financing  Administration  has  ex- 
tended indefinitely  the  implementation 
date  for  ICD-9-CM  compliance. 

The  AMA  repeatedly  had  told  HCFA 
that  the  originally  scheduled  implemen- 
tation date  of  April  1 for  compliance  was 
unrealistic  because  many  physicians 
were  unaware  of  the  new  requirement 
contained  in  the  Medicare  Catastrophic 
Act  of  1988.  Further,  the  association  ar 
gued,  physicians  needed  appropriate 
time  to  become  familiar  with  the  coding 
.system  and  to  train  office  staff  on  using 
the  procedures. 

ITie  AMA  reports  that  in  a series  of 
meetings  between  association  represen- 
tatives and  HCFA  staff,  the  agency  recog- 
nized the  merits  of  AMA’s  arguments  and 
acceded  to  its  request  for  a grace  period. 
As  a result  compliance  was  delayed  until 
June  1.  AMA  continued  to  push  for  a fur- 
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ther  extension  of  time  due  to  the  short 
notice  given  to  physicians  and  the  sub- 
stantial time  necessary  to  convert  to  the 
new  system. 

AMA  has  carried  out  several  activities 
to  inform  and  educate  physicians  about 
the  requirement.  The  association  spon- 
sored two  meetings  for  medical  society 
representatives  and  Medicare  carriers  as 
part  of  its  cooperative  efforts  to  inform 
the  profession  about  the  change. 

According  to  reports  from  AMA,  HCFA 
says  the  transition  to  ICD-9-CM  coding  is 
progressing  very  satisfactorily.  Carriers 
reported  that  more  than  90%  of  physi- 
cian claims  contained  diagnosis  codes  in 
April.  However,  many  physicians  fail  to 
link  the  codes  to  the  serv  ices  rendered, 
HCFA  adds. 


AMA  commends  post  office 
for  withdrawing  proposed  ban 

Fhe  American  Medical  Association  has 
commended  the  US  Postal  Service  for 
withdrawing  a proposed  ban  on  the  mail- 
ing of  etiologic  agents. 

The  USPS  proposed  a ban  on  such 
mailings  last  June,  the  association  re- 
ports. Subsequently,  the  AMA  com- 
mented that  such  a ban  would  have 
serious  adverse  effects  on  health  care  de- 
livery and  would  damage  critical  public 
health  programs. 

A letter  to  USPS  from  AMA  Executive 
Vice  President  James  H.  Sammons,  MD, 
said  that  a revised  proposal  from  USPS 
earlier  this  year  eliminates  mo.st  of  the 
difficulties  that  would  have  resulted  from 
a ban. 

The  AMA  suggested  that  the  revised 
proposal  be  further  modified  so  that 
packaging  requirements  preserve  the  dis- 

tinction  between  etiologic  agents  and 

clinical  specimens  or  biological  products. 

“Even  when  the  USPS  was  proposing  to 
ban  the  mailing  of  etiologic  agents  en- 
tirely, it  would  still  have  allowed  the 
mailing  of  clinical  specimens  and  biologi- 
cal materials  in  two-part  containers,”  the 
letter  said.  “To  now  require  the  same 
three-part  packaging  for  etiologic  agents 
and  clinical  specimens/biological  agents 
would  place  a needless  economic  burden 
on  those  in  the  health  care  community 
who  ship  such  materials.” 


HEALTH  LINE 


TMA  cosponsors  cancer 
prevention  reference  manual 

In  a mailing  scheduled  to  begin  this 
month,  up  to  5,000  primary  care  physi- 
cians in  Texas  will  receive  a copy  of  “Re- 
Cap:  Recommendations  for  Cancer 
Prevention,”  a manual  cosponsored  by 
TMA  and  its  Physician  Oncolog>'  Educa- 
tion Program,  The  University'  of  Texas 
M.D.  Anderson  Cancer  Center,  and  the 
Texas  Cancer  Council. 

ITie  long-term  goal  of  this  joint  project 
is  to  aid  the  primary’  care  practitioner  in 
increasing  the  practice  of  office-based 
primary’  and  secondary  cancer 
prevention. 

ITie  manual  is  designed  in  an  attrac- 
tive, user-friendly  format  for  quick  “at  a 
glance”  locating  of  information.  It  in- 
cludes four  components: 

— A synthesis  from  the  current  litera- 
ture of  site-specific  cancer  risk  factor  in- 
formation to  enable  the  physician  to 
characterize  and  profile  the  risk  status  of 
his  patient  population.  ITie  major  cancers 
discussed  are  breast,  cervical,  colorectal, 
endometrial,  bead  and  neck,  lung, 
melanoma,  prostate,  and  testicular. 

— A consensus  of,  and  rationale  for,  na- 
tionally recognized  and  recommended 
cancer  screening  guidelines. 

— Listings  of  self-help  materials  and 
community  assistance  programs  for  pa- 
tient education. 

— Regular  updates  to  provide  physi- 
cians with  current  scientific  information 
about  appropriate  and  effective  interven- 
tions, and  new  risk  factor  data. 

According  to  Catherine  Edwards,  PhD, 
director  of  the  TMA  Department  of  Pub- 
lic Health  and  the  Physician  Oncology 
Education  Program,  the  distribution  plan 
for  tbe  manual  calls  for  the  first  5,000 
copies  to  be  mailed  to  Texas  family  and 
general  practitioners.  “The  goal  is  to  dis- 
tribute ReCap  to  all  primary  care  physi- 
cians in  Texas.  To  accomplish  this  within 
budgetary  constraints,  we  will  target  our 
mailings.  With  fiscal  year  1989  we  are 
able  to  reach  5,000  family  and  general 
practitioners.  When  additional  funds  are 
made  available,  we  plan  to  mail  copies  of 


the  manual  to  general  internists,  obstetri- 
cians and  gynecologists,  and  general 
surgeons.” 

CDC  sponsors  household  HIV 
survey  in  Dallas  County 

The  National  Center  for  Health  Statistics, 
a part  of  the  Centers  for  Disease  Control, 
has  chosen  Dallas  County  as  the  pre  test 
site  for  a national  household  sero- 
prevalence  survey. 

The  survey,  scheduled  to  begin  Aug 
14,  will  determine  the  number  of  adults 
in  Dallas  County’s  general  population 
who  are  infected  with  the  human  immu- 
nodeficiency virus  (HfV).  It  also  will  help 
determine  whether  it  is  feasible  to  con- 
duct a planned  national  survey  of  50,000 
adults. 

The  study  is  being  conducted  in  coop- 
eration with  the  Dallas  County  Health 
Department,  a 29-member  Community 
Advisory  Panel,  and  Research  Triangle 
Institute. 

The  survey  will  produce  a sample  of 
about  2,200  respondents  from  a sample 
of  about  3,400  households  throughout 
the  county.  Participation  in  the  survey 
will  be  voluntary,  and  the  survey  will  be 
completely  anonymous.  Consequently, 
HfV  test  results  will  not  be  available  to 
the  respondents,  but  interested  partici- 
pants will  be  referred  to  local  counseling 
and  HFV  testing  sites  for  a second  test,  if 
so  desired. 

A letter  from  the  Surgeon  General  will 
be  mailed  to  each  household  selected  for 
the  survey  before  the  survey  team  ar- 
rives. The  team  will  consist  of  an  inter- 
viewer and  a phlebotomist,  who  will  visit 
the  selected  house,  randomly  choose  a 
respondent,  obtain  permission,  obtain  a 
blood  specimen,  and  ask  the  respondent 
to  privately  complete  a behavior 
questionnaire. 

A S50  incentive  payment  will  be  given 
to  individuals  who  provide  a blood 
sample  and  complete  the  questionnaire. 

For  further  information  about  the  sur- 
vey, contact  Charles  Haley,  MD,  Dallas 
County  epidemiologist  at  the  Dallas 
County  Health  Department,  (214) 
920-7910. 
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TMA,  TMAA  to  sponsor 
Drug  Free  America  Week 

In  an  effort  to  demonstrate  the  commit- 
ment of  the  medical  communin'  to  stop 
drug  abuse,  the  Texas  Medical  Associa- 
tion and  the  Texas  Medical  Association 
Auxiliar)'  are  calling  for  physician  sup- 
port of  Drug  Free  America  Week  in 
Texas. 

The  week,  Oct  22  — 29,  ties  in  with  the 
national  Drug  Free  America  Week 
campaign. 

The  “red  ribbon”  component  of  the 
campaign  consists  of  asking  every  physi- 
cian, office  staff,  and  auxiliary  member  to 
wear  during  the  week  a red  ribbon  bear- 
ing the  TMA/TMAA  names,  the  Texas  slo- 
gan, “Join  Me — I’m  Drug  Free!”  and  the 
tagline,  “Texas  Medicine  Cares  About  A 
Drug  Free  Texas.”  Ribbons  also  will  be 
available  in  physicians’  offices  for  pa- 
tients, and  the  ribbons  will  be  distributed 
to  auxiliary  members,  hospital  front-desk 
personnel,  community  leaders,  and 
students. 

The  educational  component  includes 
the  distribution  of  brochures  and  hotline 
cards.  Physicians  with  expertise  about 
drug  abuse  and  its  effects  will  be  asked  to 
speak  in  public  schools. 


Auxiliaries  are  being  asked  to  take  up 
the  initiative  locally  and  will  be  mailed 
“how-to  ” kits  from  TMA  in  mid-August. 
More  information  about  the  campaign  is 
available  from  local  auxiliaries  or  from 
the  TMA  Auxiliary’  at  ( 512 ) 477-6704, 
ext  160  or  162. 


TMA  library  offers  new 
toxic  chemical  database 

The  Texas  Medical  Association  Memorial 
Library  now  offers  TMA  members  access 
to  a new  National  Library’  of  Medicine 
( NLM ) databa,se  of  toxic  wastes,  selected 
companies  that  release  them,  and  the 
amount  and  location  of  those  releases. 
The  database — the  Toxic  Chemical  Re- 
lease Inventory,  or  FRI — includes  toxic 
waste  data  submitted  by  companies  to 
the  Environmental  Protection  Agency 
(EPA),  as  required  by  law. 

When  the  database  was  opened  for  use 
in  June,  it  listed  information  from  ap- 
proximately 17,500  companies  that 
“manufacture,  process,  or  otherwi.se  use” 
more  than  predetermined  amounts  of 
any  of  320  toxic  chemicals,  according  to 
NLM.  Only  companies  using  more  than 
this  “threshold  ” amount  and  those  with 


more  than  ten  employees  are  required  to 
report  this  information  to  EPA.  In  addi- 
tion, NLM  says,  TRl  provides  the  amount 
of  each  chemical  tran.sferred  to  waste 
sites  for  each  reporting  company. 

TRI  aLso  notes  names  and  addresses  of 
waste-treatment  sites  and  data  on  treat- 
ment methods  and  efficiency,  according 
to  NLM. 

In  June,  the  database  contained  only 
company  information  filed  for  1987.  An 
NLM  spokesman  said  EPA  required  com- 
panies to  submit  their  1987  data  by  July 
1988.  The  1988  deadline  was  July  of  this 
year.  When  the  1988  data  will  be  added 
is  not  known,  he  said. 

TRI  is  one  of  several  NLM  databases 
available  through  the  Texas  Medical  As- 
sociation or  individual  subscription.  For 
additional  information  about  the  service, 
call  TMA  librarians  at  ( 5 1 2 ) 477-6‘’04  or 
write  Texas  Medical  Association  Memo- 
rial Library,  1801  N Lamar  Blvd,  Austin, 
rX  78701. 

Microcomputer  users  who  have  a 
modem,  communications  .software,  and 
NLM  pa,ssword  may  reach  TRI  directly  by 
telephone.  I’he  cost  of  receiving  NLM 
data  varies  according  to  a formula  that  in- 
cludes “connect  time  ” and  the  number  of 
characters  downloaded,  but  NLM  says 
the  average  cost  per  hour  is  about  S26 
from  9 am  to  4 pm  ( Central  Standard 
Lime ) Monday  through  Friday,  and  about 
S19  at  other  times.  NLM  charges  nothing 
for  passwords  and  gives  the  new  sub- 
scriber S40  in  connect  time.  Information 
about  TRI  and  how  to  obtain  an  NLM 
pa.s.sword  can  be  obtained  by  calling 
( 800 ) 638-8480  or  ( 301 ) 496-653 1 or 
by  writing  the  National  Librar)-  of  Medi- 
cine, 8600  Rockville  Pike,  Bethesda,  MD 
20894. 


Gallup  survey  reports 
on  drug  substitution  effects 

As  many  as  1.2  million  patients  nation- 
wide may  have  been  adversely  affected 
when  drugs  were  substituted  for  the  pre- 
scriptions written  by  their  physicians, 
physician  survey  results  indicate.  The  re- 
sults were  reported  in  the  May  12,  1989 
issue  oi  American  Medical  News. 

The  survey,  ‘Physicians  and  Drug  Pre 
,scribing  Issues  in  Hospitals  and  HMOs,” 
was  prepared  by  the  Gallup  organization 


"Is  there  a doctor  and  a prima  ballerina  in  the  house?  " 
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for  the  AMA  and  conducted  in  December 
1988,  and  January'  1989.  Telephone  inter- 
views were  conducted  with  814  ran- 
domly selected  physicians  in  general/ 
family  practice,  internal  medicine,  or  car- 
diology who  currently  were  seeing 
patients  and  routinely  writing  prescrip- 
tions. They  were  asked  to  estimate  the 
extent  to  which  drug  substitutions  ad- 
versely affected  the  recovery  of  their 
patients. 

ITie  AMA  undertook  the  study  because 
physicians  have  felt  that  drug  substitu- 
tion policies  may  be  more  dangerous  in 
an  outpatient  setting  where  patients  are 
less  intensively  monitored  than  in  a hos- 
pital or  other  inpatient  setting,  Donald  R. 
Bennett,  MD,  PhD,  director  of  the  AMA’s 
Division  of  Drugs  and  Toxicology,  said  in 
the  AM  Neivs  report. 

ITie  physicians  estimated  that  the  re- 
covery' of  5,641  patients  was  delayed  or 
impaired  as  a result  of  drug  substitutions. 
Extrapolated  to  all  physicians  nation- 
wide, the  results  indicate  that  1.2  million 
patients  may  have  suffered  due  to  pre- 
scription drug  substitutions,  the  report 
says.  However,  these  results  are  based  on 
physician  impressions  that  may  or  may 
not  be  accurate,  Bennett  notes. 

“This  is  a survey  based  on  opinions, 
not  documented  evidence,”  he  said. 
“Therefore  it  does  not  nece.ssarily  docu- 
ment the  linkage  between  the  adverse 
event  and  the  drug  substitution  process. 
But  causality  studies  are  very'  difficult  and 
costly  to  do,  and  we  feel  that  the  current 
study  can  ,serve  as  a warning  that  this  is 
an  area  that  should  be  reviewed.” 

ITie  study  also  examined  attitudes  to- 
ward four  major  types  of  prescription 
drug  dispen,sation  policies: 

— Prescription  drug  formularies  ( a list 
20  of  drugs  for  which  a substitution  can 
be  made ). 

— Mandatory  generic  substitutions 
( dispensing  the  same  chemical  com- 
pound in  place  of  the  brand  name  drug). 

— Therapeutic  substitutions  (where  a 
chemically  different  compound  is  sub- 
stituted for  the  prescription  drug). 

— Step  care  protocols  (where  a com- 
pound in  a class  of  drugs  has  to  be  pre- 
scribed first,  before  a compound  in 
another  class). 

With  the  exception  of  step  care  pro- 
tocols, of  which  physicians  overwhelm- 
ingly disapprove,  the  study  found  that 


overall,  physicians  approve  more  of 
hospital-based  programs  than  those  in 
an  HMO. 

Physicians  report  they  are  more  in- 
volved in  establishing  policies  that  allow 
a pharmacist  to  make  a substitution  for  a 
prescription  drug  in  hospitals  than  in 
HMOs,  and  say  they  are  less  likely  to  be 
contacted  when  a substitution  is  likely  to 
be  made  in  an  HMO  setting. 


MEDICAL  ECONOMICS 


Federal  judge  dismisses  lawsuit 
to  permanendy  halt  recoupment 

ITie  Fifth  Circuit  (2ourt  of  Appeals  has 
dismissed  Texas  Medical  A.s,sociation’s 
lawsuit  to  permanently  halt  the  Health 
Care  Financing  Administration’s  (HCFA) 
recoupment  of  more  than  SI  3 5 million 
in  alleged  overpayments  to  Texas  physi- 
cians and  Medicare  beneficiaries.  TMA 
and  a number  of  other  plaintiffs  won  an 
injunction  barring  the  recoupment  for  al- 
most two  years  while  the  issue  worked 
its  way  through  the  courts.  At  pre,ss  time, 
TMA  and  its  outside  legal  counsel  were 
reviewing  available  legal,  legislative,  and 
regulatory'  options. 

'Hie  alleged  overpayments  occurred 
during  July  1985  to  April  1986,  after 
HCFA  converted  Medicare  codes  for  phy- 
sician services.  To  expedite  the  conver- 
sion, Blue  Cross  and  Blue  Shield  of  Texas 
( BCBS),  the  state’s  Medicare  carrier,  paid 
for  some  procedures  on  the  basis  of  a 
statewide  fee  schedule  rather  than  his- 
torical customary  and  prevailing  charge 
data.  Contending  that  the  use  of  the  fee 
schedules  was  illegal,  HCFA  began  the  re- 
coupment effort  in  August  1987.  TMA, 
the  Texas  Ophthalmological  Association, 
Texas  Academy  of  Family  Physicians, 
Texas  Society  of  Internal  Medicine,  Travis 
County'  Medical  Society,  1 1 physicians, 
one  medical  clinic,  and  four  Medicare  re- 
cipients a,ssert  that  BCBS  exercised  a 
legal  option  in  basing  payments  on  the 
fee  schedule  and  the  payments  were 
correct. 

US  District  Judge  James  R.  Nowlin 
granted  a preliminary  injunction  on  Oct 
29,  1987,  and  HCFA  subsequently  ap- 


pealed to  the  Fifth  Circuit  Court  of  Ap- 
peals in  New  Orleans.  On  June  27,  1989, 
Circuit  Judge  John  R.  Brown  dismissed 
the  suit,  based  on  two  grounds:  ( 1 ) di- 
rections to  BCBS  were  not  judicially  re- 
viewable  regulations  or  instructions,  and 
( 2 ) the  decision  by  BCBS  to  pay  for  some 
procedures  using  a statewide  fee  sched- 
ule was  a matter  for  administrative  re- 
view by  an  HCFA  hearing  officer. 

As  strategy'  unfolds,  the  association  will 
advise  the  5,000  physicians  involved  in 
the  recoupment  of  what  steps  to  take. 

Texas  doctors  give  $159  million 
in  free  care  to  indigent 

In  1987,  Texas  physicians  provided  al- 
most $159  million  in  free  care  to  indi- 
gent patients,  a .survey  by'  Texas  Medical 
Association  shows. 

The  survey,  conducted  in  early  1989, 
also  shows: 

1 . Each  Texas  physician  treats  on  aver- 
age 95  indigent  patients  a year.  ITie  num- 
bers range  from  48  patients  for  internists 
to  1 58  patients  for  radiologists. 

2.  On  the  assumption  that  the  average 
charge  for  an  initial  office  visit  for  new 
patients  is  $61.44,  each  physician  pro- 
vided a minimum  of  $5,836.80  in  free 
care,  ba,sed  on  the  con,servative  assump- 
tion that  the  physician  saw  each  patient 
only  once  a year.  The  numbers  range 
from  $2,373  for  each  pathologist  to 
$12,921  for  each  anesthesiologist. 

3.  The  specialty  providing  indigent 
care  with  the  greatest  dollar  value  (as  a 
group)  was  psychiatry'  at  $23. 8 million. 
Surgeons  provided  $19  million  worth  of 
services  to  indigent  patients;  anesthe- 
siologists, $17.4  million;  family  practi- 
tioners, $16  million;  obstetricians/ 
gynecologists,  $15.1  million;  internists, 
$13  million;  radiologi,sts,  $12.3  million; 
pediatricians,  $10  million;  and  pa- 
thologi,sts,  $3.2  million.  Respondents 
who  identified  their  specialty  as  “other” 
contributed  $28.8  million  worth  of  ser- 
vices to  the  indigent. 
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TMA  members  to  lead 
Texas  Medical  Foundation 

Texas  Medical  Association  members  have 
been  selected  to  fill  three  of  four  leader- 
ship positions  in  the  Texas  Medical  Foun- 
dation. I MF's  bt'ard  of  trustees  reelected 
James  Forrest  Fitch,  MD,  a family  practi- 
tioner from  McAllen,  to  serve  a two-year 
term  as  president  and  chairman  of  the 
board.  Drue  O.D.  Ware,  MD,  a general 
practitioner  from  Fort  Worth,  was  re- 
elected TMF  vice-president.  And,  John  W. 
Meyer,  MD,  a family  practitioner  from 
Hondo,  was  newly  elected  to  serve  as 
TMF  treasurer. 

Also  elected  to  office  was  Royce  K. 
Keilers,  DO,  a general  practitioner  from 
LaGrange,  who  will  serve  as  TMF 
secretary’. 

The  18-member  board  comprises 
16  physicians  and  two  consumer 
representatives. 

Dr  Fitch  has  been  a member  of  I MF's 
board  of  trustees  for  five  years.  Dr  Ware 
previously  served  as  TMF  ,secretar\’  and 
has  been  a member  of  the  TMF  board  of 
trustees  for  seven  years.  Dr  Meyer  has 
been  on  the  TMF  board  of  trustees  for 
one  year,  and  also  serves  as  chairman  of 
I MF’s  Regional  Quality  Assurance  Com- 
mittee for  the  San  Antonio  area. 

The  foundation  elected  three  TMA 
nominees  to  membership  on  the  board: 
Elgin  W.  Ware,  Jr,  MD,  Dallas;  D.  Clifford 
Burross,  MD,  Wichita  Falls;  and  William 
H.  Mack,  MD,  Houston. 

TMF  is  a physician-directed  organiza- 
tion offering  medical  peer  review  ser- 
vices. The  foundation  is  the  official  peer 
review  organization  for  Medicare  in  the 
state  of  Texas.  TMF  was  chartered  as  a 
private,  independent  organization  by  the 
Texas  Medical  Association  in  1972  to 
represent  Texas  physicians  in  the  devel- 
opment of  health-care  programs  under 
contract  with  both  public  and  private 
sectors.  The  Texas  Osteopathic  Medical 
Association  joined  TMA  in  support  of 
TMF  in  1975. 


JCAHO  sets  new  standards 
for  HMOs,  effective  Aug  1 

Effective  Aug  1 , the  Joint  Commission  on 
Accreditation  of  Healthcare  Organiza- 
tions will  use  new  standards  to  evaluate 


the  performance  of  health  maintenance 
organizations  (HMOs)  and  other  entities 
that  offer  managed  care  services. 

‘‘Qualify’ — not  cost — is  the  central 
issue  with  HMOs,”  Joint  Commission 
President  Dennis  S.  O’Leary,  MD,  said. 
‘‘Meeting  these  standards  and  achieving 
accreditation  demonstrates  a managed 
care  plan’s  realistic  commitment  to 
providing  quality’  services.” 

The  new  managed  care  standards  em- 
phasize the  importance  of  gathering  pa- 
tient care  information  and  using  this 
information  to  stimulate  quality'  improve- 
ment. Eundamental  to  such  a system  is 
the  collection  of  selected  data  on  patient 
outcomes,  provider  performance,  and  re- 
source consumption,  and  the  communi- 
cation of  these  results  to  organizational 
leaders.  The  new  standards  also  under 
line  the  need  to  solicit  feedback  on 
quality  from  their  members,  and  to  rou- 
tinely evaluate,  among  other  key  factors, 
patient  access  to  physicians  and  enrollee 
.satisfaction. 

“With  more  objective  information  on 
clinical  quality  and  patient  satisfaction  at 
hand,  health  plan  managers  should  be 
able  to  make  better  decisions  in  evalu- 
ating physicians,  targeting  cost  control 
programs  and  improving  care,  ” Dr 
O’Leary  said. 

To  be  eligible  to  apply  for  accredita- 
tion, an  organization  must  have  been  in 
business  at  least  18  months.  I’he  organi- 
zation also  must  undergo  financial  audits 
on  a regular  basis  and  maintain  insol- 
vency protection. 

Fhe  new  standards  were  developed  by 
an  advisory’  committee  made  up  of  man 
aged  care,  insurance,  and  public  experts, 
and  were  sent  to  approximately  4,800  in- 
dividuals and  organizations  for  review 
and  comment.  'I’he  final  standards  reflect 
the  comments  received. 


CAIUTAI.  COMMENTS 


Rural  health,  AIDS  laws 
take  effect  Sept  1 

The  Omnibus  Rural  Health  C^are  Rescue 
Act  and  the  Omnibus  AIDS  Bill  are 
among  a host  of  bills  from  the  "’Ist  Texas 
Legislature  that  take  effect  Sept  1 . 

Despite  his  opposition  to  provisions 
for  liability’  relief  to  physicians  who  treat 
indigent  patients.  Gov  Bill  Clements 
signed  the  rural  health  bill.  House  Bill  18, 
on  June  16.  I'he  bill  includes  provisions 
to  increase  health  care  manpower  in 
rural  areas,  creates  an  office  of  rural 
health  within  the  Texas  Department  of 
Health,  and  increa.ses  Medicaid  pay  ments 
to  rural  hospitals.  The  bill  also  creates  a 
statewide  trauma  system,  authorizing  the 
state  health  department  to  designate  fa- 
cilities as  trauma  centers. 

'The  liability’  provisions  call  for  the 
state  to  pay  up  to  SIOO.OOO  in  malprac- 
tice claims  against  physicians  who  spend 
at  least  10%  of  their  practice  treating 
Medicaid  or  other  indigent  patients. 
'Those  provisions  al.so  require  expert  wit- 
nesses in  malpractice  cases  to  be  practic- 
ing physicians,  rather  than  ‘professional 
witne.s.ses,”  and  authorizes  judges  to  in- 
form jurors  that  a bad  outcome  is  not  in 
itself  proof  of  negligence. 

The  AIDS  bill.  Senate  Bill  959,  estab- 
lishes or  expands  programs  for  AIDS  test 
ing,  treatment,  counseling,  and  edu- 
cation. It  also  designates  the  state  health 
department  as  a clearinghouse  for  AIDS 
information  and  funding,  and  allows 
criminal  prosecution  of  HIV-infected 
people  who  intentionally  engage  in  con- 
duct likely  to  infect  others. 

I'he  governor  al.so  signed  a number  of 
other  bills.  I'nless  otherwise  noted,  the 
following  take  effect  Sept  1 : 

TIB  150“’ — adds  anabolic  steroids  and 
growth  hormones  to  list  of  controlled 
substances  and  makes  posse.ssion  of  those 
substances  punishable  as  a Cdass  B 
misdemeanor. 

SB  2.57 — regulates  the  practice  of 
chiropractic. 

SB  662 — requires  continuing  educa- 
tion for  registered  nurses  and  licen.sed 
vocational  nurses  as  a condition  for  re 
newal  of  a registration  certificate. 
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SB  595 — changes  some  of  the  qualifi- 
cations for  applicants  taking  the  examina- 
tion for  certification  as  psychologists. 

SB  788 — allows  physicians  to  provide 
drug  samples  they  receive  from  phar- 
maceutical companies  free  to  patients. 
Effective  immediately. 

SB  1 345 — authorizes  voluntary'  distri- 
bution by  physicians  of  information  on 
alternatives  to  surgery  for  treating  breast 
cancer.  Effective  immediately. 

SB  1 1 5 — raises  the  legal  age  for  pur- 
chase of  tobacco  products  from  1 6 to  1 8. 

HB  541 — establishes  an  office  of  the 
long-term  care  ombudsman  in  the  Texas 
Department  on  Aging. 

HB  1 1 59 — requires  pharmacists  to 
take  continuing  education  as  a require- 
ment for  renewal  of  their  licenses. 

HB  2352 — regulates  tanning  facilities 
and  requires  posting  of  warnings  of  pos- 
sible health  hazards. 

HB  2484 — establishes  a council  on  mi- 
nority' health  affairs. 

HCR  1 3 — requests  the  US  Congress  to 
propose  legislation  to  increase  Medicare 
payments  to  rural  hospitals. 

HCR  92 — directs  the  Texas  College 
and  University  System  Coordinating 
Board  to  study  all  issues  and  concerns  re- 
lating to  the  nursing  shortage. 

SB  4l — requires  all  motorcyclists  to 
wear  helmets. 

HB  468 — allows  clinical  diagnosis  of 
Alzheimer’s  disease  by  a physician  to 
meet  requirements  of  proof  of  organic 
disease  under  health  insurance  policies. 

HB  1345 — expands  income  eligibility 
and  increases  payments  to  physicians  and 
hospitals  under  the  Medicaid  program. 

HB  2972 — creates  an  office  of  Texas- 
Mexico  health  and  environmental  issues 
within  the  Texas  Department  of  Health. 

HB  318 — increases  income  eligibility 
for  nursing  home  and  community  care 
under  the  Medicaid  program. 

AMA  activities  target 
tobacco  use,  associated  hazards 

Tobacco  use  and  its  associated  health 
hazards  are  the  targets  of  recent  Ameri- 
can Medical  Association  activities  in 
Washington,  DC.  In  two  major  communi- 
cation efforts,  the  association  has  pro- 
posed legislation  that  would  advance  the 
movement  toward  a smoke-free  society'. 


On  June  2,  the  AMA  reported  that  it 
had  presented  all  members  of  Congress 
with  a copy  of  the  final  report  of  the 
January  “Tobacco  Use  in  America  ” con- 
ference, funded  and  co-sponsored  with 
The  University'  of  Texas  M.D.  Anderson 
Cancer  Center.  ITie  report  enunciates 
federal  legislative  recommendations  on 
nine  tobacco-related  issues  and  includes 
background  papers  on  the  issues.  The 
conference  was  initiated  by  Rep  Mike  An- 
drews ( D-Tex ),  a member  of  the  newly- 
created  Congressional  Task  Force  on 
Tobacco,  whose  mission  is  to  enact  legis- 
lative measures  that  can  help  achieve  a 
smoke-free  society  by  2000. 

Later  in  June,  the  AMA  and  nearly  30 
other  national  medical  and  public  health 
organizations  told  federal  lawmakers  that 
raising  the  federal  excise  tax  on  ciga- 
rettes by  25  cents  a pack  will  not  only 
boost  tax  revenues,  but  also  strengthen 
public  health. 

lliere  is  a strong  base  of  public  and 
scientific  support  for  hiking  the  tax,  the 
groups  said  in  a letter  sent  to  all  mem- 
bers of  Congress.  They  cited  a recent 
Gallup  poll  indicating  that  76%  of  the 
public  strongly  favors  increasing  the  ex- 
cise tax  on  tobacco  products  and  83%  of 
opinion  leaders  agree. 

“Our  support  for  a cigarette  excise  tax 
increase  is  based  on  studies  which  con- 
sistently have  found  that  an  increase  in 
this  tax  will  discourage  consumption  of 
tobacco  products,”  the  letter  continued. 
ITie  AMA  reports  that  one  study,  pub- 
lished by  University  of  Michigan  econo- 
mist Kenneth  Warner,  concluded  that  a 
l6-cent  increase  would  encourage  nearly 
3.5  million  Americans,  mostly  children 
and  teenagers,  to  either  quit  or  not  start 
smoking.  Such  findings  suggest  that  a 
cigarette  excise  tax  increase  is  among 
the  most  important  health  disease  pre- 
vention initiatives  that  Congress  can 
pursue. 

The  co-signers  of  the  Congressional 
communication  also  called  attention  to 
the  fact  that  the  original  impact  of  the 
excise  tax  long  since  has  dwindled  due 
to  inflation.  “We  think  it  is  worth  remem- 
bering, ” the  groups  said,  “that  the  federal 
excise  tax  has  been  increased  only  once 
in  the  past  38  years.  The  current  tax  has 
not  kept  up  with  inflation.  As  the  General 
Accounting  Office  recently  reported,  the 
tax  would  have  to  be  increased  by  three 


and  one-half  times  to  adjust  for  inflation 
in  cigarette  taxes  since  1965.” 


NEWSMAKERS 


SUSAN  COX,  MD,  assistant  professor  of 
obstetrics  and  gynecology  at  The  Univer- 
sity of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas,  was  the  national  recipient  of 
the  1988-89  Searle-Donald  F.  Richardson 
Memorial  Prize  for  the  second  year  in  a 
row.  Dr  Cox  received  the  award  for  a 
paper  entitled,  “Biomolecular  Markers  in 
Infected  Premature  Labor.” 

LOUIS  H.  GREEN,  MD,  Houston,  was  one 
of  the  winners  of  the  1989  University  of 
Houston  Distinguished  Alumni  Awards. 

Dr  Green,  one  of  the  original  residents  of 
heart  surgeon  Michael  DeBakey,  MD,  is  a 
Baylor  College  of  Medicine  surgeon,  pro- 
fessor, and  surgical  consultant  to  several 
Texas  Medical  Center  Hospitals. 

ROBERT  B.  GROSSMAN,  MD,  Houston, 
recently  was  elected  chairman  of  the 
American  Board  of  Neurological  Surgery. 
Dr  Grossman  is  professor  and  chairman 
of  the  department  of  neurosurgery  at 
Baylor  College  of  Medicine. 

Two  Texas  second-year  family  practice 
residents  were  among  the  20  winners  of 
this  year’s  Mead  Johnson  Awards  for 
Graduate  Education  in  Family  Practice. 
TIMOTHY  HOLDER,  MD,  Corpus  Christi, 
and  JEFFREY  YOUNG,  MD,  Lubbock, 
were  chosen  for  their  scholastic  achieve- 
ment, leadership  qualities,  and  commit- 
ment to  family  practice. 

LEO  E.  HOLLISTER,  MD,  received  the 
Nathan  B.  Eddy  Memorial  Award  for  Ex- 
cellence in  Drug  Abuse  Research  at  the 
recent  51st  annual  scientific  meeting  of 
the  Committee  on  Problems  of  Drug  De- 
pendence. Dr  Hollister  is  medical  direc- 
tor of  the  Harris  County  Psychiatric 
Center. 

WILLIAM  H.  KING,  MD,  Galveston,  re- 
cently received  the  Harris  L.  Kempner,  Sr, 
Award,  for  his  contributions  to  and  sup- 
port of  the  minority  members  of  the 
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1 989  graduating  class  of  the  School  of 
Medicine  at  The  University  of  Texas 
Medical  Branch  ( UTMB ) at  Galveston.  Dr 
King  is  assistant  professor,  anesthe- 
siology, at  U I’MB.  The  award  is  named  for 
Harris  L.  Kempner  Sr,  the  first  recipient, 
in  recognition  of  the  Kempner  family’s 
long-standing  support  of  minority  stu- 
dents at  UTMB. 

WM.  GORIX)N  McGEE,  MD,  El  Paso,  was 
named  the  recipient  of  the  Philip  R. 
Overton  Award,  given  by  the  Texas  Medi- 
cal Foundation  (TMF).  The  award  memo- 
rializes Philip  R.  Overton,  who  served  as 
TMF  legal  counsel  for  more  than  10 
years.  It  recognizes  those  physicians  who 
have  provided  meritorious  service  to 
medical  peer  review  in  Texas.  Dr  McGee, 
TMA  president-elect,  is  currently  a TMF 
board  member.  He  served  on  the  TMF 
board  of  trustees  for  1 2 years  and  as  TMF 
president  for  3 years. 

WILLIAM  MILLER.  MD,  professor  of  inter 
nal  medicine  in  the  pulmonary  research 
unit  at  The  University  of  Texas  South- 
western Medical  Center  at  Dallas,  is  the 
recipient  of  the  1989  Award  of  Excel- 
lence given  by  the  American  Association 
of  Cardiovascular  and  Pulmonary'  Re- 
habilitation. ITie  award  will  be  presented 
later  this  year. 

JERF  MITCHELL,  MD,  has  been  chosen 
the  1989-90  chairman-elect  for  the 
Southwest  Regional  Heart  Committee  of 
the  American  I leart  Association.  Dr 
Mitchell  is  professor  of  internal  medicine 
and  physiology  and  director  of  the  Harrv' 
S.  Moss  Heart  Cienter  and  Pauline  and 
Adolph  Weinberger  Laboratory  for  Car- 
diopulmonary Research  at  The  University 
24  of  Texas  Southwestern  Medical  Center  at 
Dallas. 


SANFORD  A.  RUBIN,  MD,  was  chosen  by 
the  fourth-year  class  at  The  University  of 
Texas  Medical  Branch  at  Galveston  to  re- 
ceive the  James  W.  Powers  Memorial 
Award,  in  recognition  of  his  excellence 
in  teaching.  This  is  the  fourth  time  and 
the  second  consecutive  year  that  Dr 
Rubin  has  been  honored  by  the  fourth 
year  medical  class  with  this  award. 

EDWARD  B.  SINGLETON,  MD,  Houston,  re 
cently  was  presented  a special  award  in  a 


ceremony  honoring  his  33  years  of  ser- 
vice to  Baylor  College  of  Medicine. 

JAN  VAN  EYS,  MD,  has  been  chosen 
president  of  the  board  of  trustees  of  The 
Institute  of  Religion.  Dr  Van  Eys  is  chair- 
man of  the  department  of  pediatrics  at 
ITie  University  of  Texas  Medical  School 
at  Houston  and  holds  the  Mosbacher 
Chair  in  Pediatrics  at  ITie  University  of 
Texas  M.D.  Anderson  Cancer  Center. 

WILLIAM  L.  WINTERS,  JR,  MD,  Houston, 
has  been  elected  president-elect  of  the 
American  College  of  Cardiology.  He  will 
assume  presidency  of  the  organization  in 
March  1990.  Dr  Winters  is  clinical  pro- 
fessor of  medicine  at  Baylor  College  of 
Medicine. 


DEATHS 


HENRY  BERGMAN,  MD,  Nederland,  a 
.specialist  in  diabetes.  Died  June  3,  1989; 
age  89.  Dr  Bergman  graduated  in  1928 
from  the  College  of  Medicine  of  Stefan 
Batory  University  in  Poland.  He  served  an 
internship  and  residency  at  University 
Hospital  in  Wilno,  Poland.  Dr  Bergman 
served  two  years  in  the  medical  service 
of  the  Polish  Army  during  World  War  II. 
He  began  his  practice  of  medicine  in  the 
US  in  1931. 

CHARLES  NOIAN  BROWN,  JR,  MD,  car- 
diologist in  The  Woodlands.  Died  June  6, 
1989;  age  4l  . Dr  Brown  was  a 1976 
graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  He  served 
an  internship  and  internal  medicine  resi- 
dency at  Duke  University  Medical  Center 
in  Durham,  NC,  and  a cardiology  fellow- 
ship at  ITie  University  of  Texas  Health 
Science  Center  at  Dallas.  He  had  prac- 
ticed in  Metairie,  La,  before  moving  his 
practice  to  Texas  last  year. 

BEN  R.  EPPRIGHT,  MD,  retired  Austin 
dermatologist.  Died  June  3,  1989;  age  88. 
Dr  Eppright  received  his  medical  degree 
in  1923  from  ITie  University  of  Texas 
Medical  School  at  Galveston.  He  served 
an  internship  at  Robert  B.  Green  Hospital 


in  San  Antonio,  and  received  postgradu- 
ate training  at  the  New  York  Skin  and 
Cancer  Institute. 

JOE  T.  GILBERT,  MD,  Austin  general  sur- 
geon. Dr  Gilbert  was  a 1929  graduate  of 
The  LIniversity  of  Pennsylvania  School  of 
Medicine.  He  began  his  practice  in  Austin 
in  1931.  Dr  Gilbert  was  an  honorary 
member  of  Texas  Medical  Association. 

JAMES  EDWARD  HUNTER,  MD, 
Bridgeport  general  practitioner.  Died 
June  3,  1989;  age  38.  In  I960  Dr  Hunter 
graduated  from  The  University  of  Texas 
Southwestern  Medical  School  in  Dallas. 
His  internship  was  at  St  Joseph’s  Hospital 
in  Fort  Worth.  Dr  Hunter  had  practiced 
in  Bridgeport  since  1961. 

JOHN  L.  JENKINS,  MD,  retired  Dallas  eye, 
ear,  nose,  and  throat  specialist.  Died  June 
7,  1989;  age  90.  Dr  Jenkins  received  his 
medical  degree  in  1922  from  the  Univer- 
sity of  Nebraska.  He  began  his  practice  in 
Dallas  in  1924  and  retired  last  summer 
after  64  years  in  private  practice.  Dr 
Jenkins  was  a life  member  of  Texas  Medi- 
cal Association. 

BEN  E.  KNOLLE,  MD,  retired  Rosenberg 
general  practitioner.  Died  June  8,  1989; 
age  77.  Dr  Knolle  was  a 19.36  graduate  of 
The  University  of  Texas  Medical  Branch 
at  Galveston.  After  an  internship  at  the 
University  of  Pittsburgh  Medical  Center, 
he  served  a residency  at  Memorial  Hospi- 
tal in  Houston.  During  World  War  II,  Dr 
Knolle  was  in  the  US  Army.  He  was  a life 
member  of  Texas  Medical  Association. 

ROBERT  A.  MASTERS,  MD,  retired  San 
Antonio  family  practitioner.  Died  June  4, 
1989;  age  63  Dr  Masters  received  his 
medical  degree  from  ITie  University  of 
Texas  Medical  Branch  at  Galveston  in 
1933.  He  served  an  internship  at  Santa 
Rosa  Hospital  in  San  Antonio. 

LEWIS  K TESTER,  MD,  retired  San  An- 
gelo eye,  ear,  nose,  and  throat  specialist. 
Died  June  6,  1989;  age  85.  Dr  Tester  was 
a 1929  graduate  of  ITie  University  of 
Kansas  Medical  School.  He  served  an  in- 
ternship at  the  University  of  Wisconsin 
General  Hospital  and  a residency  at 
Bellevue  Hospital  in  New  York  City.  Dur- 
ing World  War  II  he  served  in  the  US  Air 
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C'.orps  in  the  Philippines.  Dr  Tester  was 
a life  member  of  Texas  Medical 
Association. 

BICH  NGl’>’EN  Vli,  MD,  Houston  family 
physician.  Died  April,  1989;  age  S5.  Dr 
Vii  graduated  in  1964  from  Saigon  Fac- 
ulU’  of  Medicine  in  Vietnam.  He  served 
an  internship  and  residency  at  Saigon 
University  Hospital,  and  an  additional  re- 
sidency in  the  VC’ichita  Falls  Family  Prac- 
tice Residency  Program. 

NORRIS  A.  WIMBERLY,  MD,  Tyler  inter- 
nist. Died  May  12,  1989;  age  64.  Dr  Wim 
berly  received  his  medical  degree  in 
1947  from  the  Medical  College  of  Ala- 
bama. After  an  internship  at  Walter  Reed 
Army  Hospital  in  Washington,  DC,  he 
served  a residency  at  Temple  University 
Hospital  in  Philadelphia. 
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Feature  I Trouble  on  the  border*. 

international  health  problems 
merge  at  the  Rio  Grande 


“Mosquitoes  don  't  have  green  cards,  ’’ 
Laurance  N.  Nickey,  MD,  says.  That  is  Dr 
Nickey’s  way  of  saying  that  disease  and 
environmental  pollutants  do  not  recog- 
nize the  political  boundary  that  sepa- 
rates Texas  from  Mexico.  Dr  Nickey, 
director  of  the  El  Paso  CAty’ -County 
Health  District  and  chairman  of  Texas 
Medical  Association  's  Council  on  Public 
Health,  is  a native  and  lifelong  resident 
of  the  city.  He  is  an  expert  OJi  the  public 
health  problems  that  plague  El  Paso  and 
the  cjther  cities  along  the  international 
border,  all  of  which  are  exacerbated  by 
abject  poverty  and  a burgeoning  popu- 
lation. Dr  Nickey  works  tirelessly  to 
bring  these  problems  to  the  attention  of 
Texas  physicians,  legislators,  and  other 
opittion  leaders  because,  as  he  says, 

"Out  here,  we  feel  like  were  the  forgot- 
ten Texans.  “ 

Texas  Medicine  News  Editor  Donna  B. 
Jones  recently  travelled  to  West  Texas  to 
view  firsthand  the  living  conditions  in 
El  Paso  and  Ciudad  Juarez,  El  Paso's  sis- 
ter city  in  Mexico.  Two  representatives 
of  the  El  Paso  City-Cotoity  Health  Dis- 
trict conducted  a wide-ranging  tour  of 
the  area,  and  she  caught  up  with  Dr 
Nickey  on  a flight  from  El  Paso  to 
Austin. 


As  an  early  morning  flight  to  Austin 
takes  to  the  air,  Laurance  N. 
Nickey,  MD,  admires  the  barren 
beauty  of  the  desert  highlands  surround- 
ing his  native  El  Paso.  The  unwelcoming 
landscape  is  dotted  with  defiant  shrub- 
bery'. The  plane  rises  above  the  rugged 
Franklin  Mountains.  “1  love  it  here,”  the 
third-generation  El  Pasoan  says. 

His  deep-rooted  affection  is  evident  as 

Dr  Nickey  sets  about  healing  El  Paso’s 

public  health  afflictions.  His  itinerary  in 
Austin  includes  a stop  at  Texas  Medical 
Association’s  headquarters  to  finalize 
plans  for  a conference  that  addresses  the 
health  problems  that  are  unique  to  El 
Paso  and  the  other  cities  and  states  on 
the  United  States-Mexico  border.  As  di- 
rector of  the  El  Paso  City-County  Health 
District,  Dr  Nickey  spends  10  to  14 
hours  a day  wrestling  the  city’s  fiercest 
foe:  poverty  that  makes  a healthy  exis- 
tence secondary'  to  mere  survival. 
Despite  the  financial  problems  that 


plague  this  community',  Dr  Nickey  says, 
“(The  health  department ) is  getting  a lot 
accomplished — very  slowly  because  we 
have  a poor  tax  base.  But,  we  re  getting  a 
lot  done.”  Still,  a lot  remains  to  be  done, 
and  Dr  Nickey  faces  the  task  with  the 
same  determination  as  the  desert  flora. 
“We  re  going  to  work  toward  solutions, 
rather  than  focusing  on  negative  aspects,” 
he  promises. 

A number  of  public  health  problems 
related  to  disease  and  the  environment 
are  cry  ing  for  solutions  in  El  Paso 
County,  as  well  as  the  other  1 5 Texas 
counties  that  line  the  state’s  border  with 
Mexico.  I’he  border  area  rate  of 
amebiasis  is  more  than  three  times  that 
of  the  nation,  and  the  incidence  of 
shigellosis  in  the  area  is  more  than  twice 
that  nationwide.  The  incidence  rate  of 
hepatitis  A is  almost  twice  as  high  in  the 
border  area,  and  unspecified  strains  are 
reported  at  almost  seven  times  the  na- 
tional rate.  Statistics  for  1987  show  that 
tuberculosis  occurs  at  a rate  almost  twice 
as  high  as  that  in  the  nation.  I’he  inci- 
dence of  syphilis  was  1.5  times  as  high  as 
the  national  incidence  rate  in  1986.  Also 
of  concern  in  the  border  area  are  obesity', 
diabetes,  and  gallbladder  disease,  non- 


communicable  health  problems  that  have 
a high  incidence  among  Mexican- 
Americans,  who  comprise  73%  of  the 
population  on  the  border. 

Dr  Nickey  speculates  that  the  official 
reported  communicable  disease  rates 
from  United  States  and  Texas  health  au- 
thorities understate  the  problem.  “Many 
people  feel  much  more  comfortable 
going  across  the  river  (to  Mexico)  to 
seek  medical  care  because  they  are  cul- 
turally more  at  ease,”  he  explains. 

Magnify  ing  the  significance  of  the  com- 
municable and  noncommunicable  health 
problems  is  a booming  population  on 
both  sides  of  the  Rio  Grande  River.  “El 
Paso  in  the  last  decade  has  had  a 32%  in- 
crease in  its  population,  which  is  enor- 
mous,” Dr  Nickey  says.  “But  the  increase 
in  Juarez,  El  Paso’s  sister  city'  in  Mexico, 
is  1 34% , which  is  absolutely  staggering, 
'["he  residents  of  Juarez  have  escaped 
their  infrastructure.  I'hey  can’t  keep  up 
with  roads,  they  can’t  keep  up  with  elec- 
tricity’, they  can’t  keep  up  with  indoor 
potable  water,  they  can’t  keep  up  with  in- 
door sewage  connections,  they  can’t 
keep  up  with  medical  facilities,  or  any- 
thing else.” 

At  the  same  time  that  he  insists  that 


Laurance  N.  Ntcker.  Ml),  director.  El  Paso  City 
County  Health  District  (Photo  by  Terre  Shreve) 
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the  El  Paso  Cit\  -(x)iinty  Health  Depart- 
ment is  underfunded  and  underst;ifted, 

Dr  Nickey  concedes  the  situation  is 
worse  in  Mexico.  “Juarez  has  twice  our 
population,  but  one  eighth  of  our  budget 
in  terms  of  real  dollars,”  he  says. 

Two  countries  come  together 

Mexico’s  struggle  becomes  El  Paso’s 
struggle  when  Mexican  nationals  cro.ss 
the  border  to  give  birth  to  American  citi- 
zens. “As  soon  as  that  baby  takes  one 
breath,  or  as  soon  as  that  baby  hxs  one 
heartbeat,  he  is  an  immediate  American 
citizen,  and  an  immediate  Texan,  and  he’s 
entitled  to  virtually  all  of  the  accoutre- 
ments thereof,  ” Dr  Nickey  says. 

Environmental  problems  also  bring  El 
Paso  and  Juarez  together.  But  it  is  an  in- 
equitable partnership.  “Remember,  we 
share  an  air  shed  with  a neighbor  that 
does  not  have  air  pollution  as  a priority,” 
Dr  Nickey  says.  “Their  priority  on  many 
occasions  is  survival.  ITiey  need  to  have  a 
little  fire  in  their  house  to  keep  their 
babies  from  freezing  to  death,  and  to 
make  hot  food.”  To  generate  the  life- 
saving heat,  the  impoverished  Juarez 
residents  burn  any  available,  flammable 
substance,  without  regard  to  the  environ- 


mental consequences.  “Air  pollution  is 
not  quite  the  same  thing  as  it  is  on  this 
side,”  Dr  Nickey  says. 

Open  garbage  dumps  in  Juarez  are  an- 
other source  of  concern  for  air  quality. 
Occasionally,  the  dumps  are  set  afire. 
“They  just  burn  it,  and  the  prevailing 
winds  take  it  back  to  the  El  Paso  area,” 
Raul  V.  Munoz,  Jr,  says.  Mr  Munoz  is  the 
health  district’s  environmental  and  com- 
munity- health  services  chief. 

Industrial  polluters  in  Mexico  exacer- 
bate the  problem.  Two  brick  factories, 
one  in  Mexico  and  one  in  New  Mexico, 
separated  by  several  hundred  feet  and 
the  international  border,  illustrate  a dra- 
matic disparity,  “One  has  to  follow  all  the 
Environmental  Protection  Agency  regula- 
tions, and  the  other  one  doesn’t,  ” says  Ar- 
turo Iktrras,  the  health  engineering 
section  chief  for  the  El  Paso  City-County 
Health  District. 

Mr  Munoz  fears  that  “twin  plants”  also 
contribute  to  the  problem.  Known 
locally  by  their  Spanish  name  ma- 
quiladoras, the  plants  are  the  manu- 
facturing arms  of  industries  whose 
administrative  offices  are  in  the  United 
States.  More  than  200  such  companies 
have  settled  in  Juarez  to  take  advantage 


TMA  to  present  border 
health  conference, 

Aug  23-24  in  El  Paso 

Health  care  professionals  and  government 
leaders  from  the  four  US-Mexico  border 
states  will  gather  in  El  Paso  ’Wednesday 
and  Thursday,  Aug  23-24,  to  consider  the 
public  health  problems  that  are  unique  to 
the  region.  Texas  Medical  Association  is 
sponsoring  the  conference  in  cooperation 
with  the  Texas  Department  of  Health. 

“1  envision  a conference  that  will  address 
health  and  environmental  issues  and  well 
may  spur  on  all  of  the  issues,”  Laurance  N. 
Nickey,  MD,  said.  Dr  Nickey,  director  of 
the  El  Paso  City-County  Health  District 
and  chairman  of  TMA’s  Council  on  Public 
Health,  has  worked  closely  with  TMA’s 
f4iblic  Health  Department  in  developing 
the  program.  “Medicine  is  recognizing 
that  there  is  a problem  on  the  border,” 
he  added.  “Now  we  have  to  find  good, 
thoughtful  solutions  to  those  problems — 
solutions  that  are  beneficial  to  both  sides 
of  the  border.  ” llie  conference  is  ex- 
pected to  bring  the  border  states  together 
in  a network,  as  well  as  produce  a net- 
work of  professionals  who  address  health 
and  environmental  problems  along  the 
border,  including  private  physicians,  envi- 
ronmentalists, engineers,  and  public 
health  officials. 

The  program  will  address  issues  that  im- 
pact California,  Arizona,  New  Mexico,  and 
Texas.  It  examines  resource  coordination, 
volunteer  and  community  programs,  and 
the  roles  of  hospitals,  health  departments 
and  private  physicians. 

At  press  time,  the  roster  of  speakers 
included  Dr  Nickey,  Texas  Health  Com- 
missioner Robert  Bernstein,  MD,  and  Con- 
gressman Ron  Coleman,  D-El  Paso.  Repre- 
sentatives of  the  US-Mexico  Border  Health 
Association  and  the  Pan  American  Health 
Organization  also  will  participate. 

Further  information  on  the  border  health 
conference  is  available  from  Catherine 
Edwards.  PhD,  Fhiblic  Health  Department, 
1801  N Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)  477-6704,  ext  255. 


Raul  V.  Mufjoz,  Jr,  MPH,  chief.  Environmental  and 
Community'  Health  Sert'ices,  El  Pmo  City'-County 
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Arturo  Porras,  PE.  section  chief.  Health  Engineering, 
El  Paso  City-County  Health  District  (Photo  by  Terre 
Shreve) 


of  low  production  costs,  the  result  of 
cheap  labor  and  lax  enforcement  of  envi- 
ronmental laws.  Mr  Munoz  observes, 
“The  environmental  laws  in  Mexico  are 
very’,  very'  good.  The  enforcement  is  just 
not  there.  The  Secretariat  of  Urban  De- 
velopment and  Ecology  (SEDUE  ),  which 
is  the  equivalent  of  our  EPA,  has  one  rep- 
resentative in  Juarez,  and  she  can’t  do  it 
all.  One  person  is  simply  not  enough.  We 
have  no  idea  what  solvents  the  twin 
plants  are  using,  what  chemicals  they’re 
using,  what  air  controls  they’re  using, 
how  they  ’re  disposing  of  their  materials. 
We  don’t  even  know  what  to  monitor  for 
because  we  don’t  know  what  they’re 
using” 

Dr  Nickey  adds,  “I  think  within  the 
confines  of  reality — and  by  that,  1 mean 
money — the  Mexican  government  is  try- 
ing to  do  every  thing  they  possibly  can 
do.  But,  everyone  has  to  recognize  that 
there  is  an  enormous  difference  in  the 


economic  conditions  on  one  side  and  the 
other.  There  are  things  that  are  just  not 
practical” 

When  the  maquiladoras’  products  are 
transported  from  factories  in  Juarez  to 
warehouses  in  El  Paso,  air  quality  further 
deteriorates  as  18-wheeler  truck  engines 
idle,  waiting  for  hours  in  lines  that 
stretch  as  far  as  the  eye  can  see  to  cross 
one  of  three  international  bridges  that 
span  the  Rio  Grande  River.  The  trucks 
join  a host  of  Mexican  vehicles  that  pre- 
date manufacturers’  requirements  for 
emissions  controls,  waiting  to  cross  the 
bridge  to  work  in  El  Paso. 

The  situation  contributes  to  El  Paso’s 
failure  to  meet  EPA  ozone  and  carbon 
monoxide  standards.  “It  paints  a bad  pic- 
ture of  the  city,”  Mr  Porras  says.  Mr 
Munoz  adds  that  as  part  of  a national 
strategy'  to  reduce  particulate  matter,  mil- 
lions of  dollars  will  be  spent  to  pave  22 
miles  of  El  Paso’s  dusty  roads  while  Mexi- 


Donkeys  rest  in  an  open  itump  in  Ciudad  Juarez. 
(Photo  by  Terre  Shreve) 
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A summer  windstorm  stirs  up  dust  in  Ciudad 
Juarez  (Photo  by  Terre  Shreve) 


can  roads  remain  unpaved.  “It  costs 
about  $25,000  a mile  to  pave,  and  it’s  not 
going  to  have  any  impact.  There’s  a 
quariy  over  there  with  absolutely  no 
controls,”  he  says,  gesturing  toward  the 
Mexican  side  of  the  Rio  Grande  River. 
“The  prevailing  winds  during  the 
w inter — and  most  of  the  time — take  the 
dust  right  downtown  to  our  monitoring 
sites.  So,  we  get  blamed  for  it,  although 
we’re  not  creating  the  problem.” 

“The  Clean  Air  Act,”  Mr  Munoz  says, 
“addresses  the  impact  of  the  United 
States  on  a foreign  country,  but  not  the 
other  way  around.  So,  EPA  has  no  policy  , 
no  guidance,  and  no  directives  to  look  at 
this  international  problem.  . . . You  see 
thousands  of  kilometers  of  unpaved  sur- 
faces in  Mexico.  What  effect  are  we 
going  to  have?  I’m  not  saying  we 
shouldn’t  do  it.  We  should  do  it.  It  helps 
with  the  runoff,  so,  it  has  some  effect.  But 
air  quality  is  the  poorest  reason  for  pav- 
ing our  streets  because  it’s  not  going  to 
have  any  impact  at  all.” 

Agua  Negra 

In  addition  to  air  pollution,  the  problems 
created  by  Mexico’s  lack  of  sewage  treat- 
ment have  international  implications. 
Running  along  the  outskirts  of  downtown 
Juarez  parallel  to  the  Rio  Grande  River 
and  about  200  yards  south  of  its  banks  is 
an  18-mile-long  ditch  that  is  the  course 
of  the  notorious  Agua  Negra — black 
water.  It  is  a graphic  name  for  the  water 
that  transports  raw  sewage  to  unknown 
destinations.  “Some  of  this  raw  sewage 
empties  into  the  Rio  Grande,  some  of  it 
empties  into  cotton  fields,  or  we  don’t 
know  what  other  types  of  fields — I hope 
it’s  not  produce  fields,”  Dr  Nickey  says. 

Mr  Munoz  and  Mr  Porras  are  con- 
cerned that  the  untreated  sewage — the 
only  visible  contaminant,  but  possibly 
not  the  only  contaminant — impacts  the 
ground  water  supply  the  two  countries 
share.  “There’s  a big  bucket  of  water 
underground,  ” Mr  Porras  explains. 
“They’ve  got  a straw  in  it,  and  we’ve  got 
a straw  in  it.” 

The  Agua  Negra  is  one  of  the  largest 
mosquito  harborages  on  the  North 
American  continent.  Dr  Nickey  says.  “We 
go  over  to  that  ditch — we  don’t  do  it  by 
the  federal  government,  we  don’t  do  it 
by  the  state  government,  we  do  it  by  a 
handshake.  We  go  over  there  and  spray 


The  notorious  Agua  Negra  carries  raw  sewage  aiong 
the  outskirts  of  Ciudad  Juarez  (Photo  by  Terre 
Shreve) 
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that  ditch  for  mosquitoes  every'  working 
day.  If  we  don’t  do  it,  they  cannot  do  it. 
ITiey  don’t  have  the  manpower,  and  they 
don’t  have  the  equipment.  The  mos- 
quitoes don’t  carry  green  cards,  and  they 
don’t  know  which  way  is  north  or  south. 
And,  as  consequence  of  this  vector  con- 
trol program,  we  have  a very’  low  inci- 
dence of  mosquito-borne  encephalitis  in 
this  area.” 

Las  colonias 

Just  as  the  air  and  the  water  of  the  two 
cities  and  nations  are  indistinguishable,  it 
is  impossible  to  distinguish  the  colonias 
of  El  Paso  from  the  shantytowns  of 
Juarez.  The  residents  of  the  colonias 
rummage  a hodgepodge  of  materials  and 
build  their  own  homes.  The  hou.ses  line 
dusty  streets.  They  resemble  patchwork 
quilts — different  colored  bricks  com- 
bined with  adobe,  and  wooden  frame 
rooms  added  as  an  afterthought. 

The  United  States  General  Accounting 
Office  describes  the  settlements  in  more 
official  terms:  “These  substandard  hous- 
ing subdivisions  in  rural  districts  consist 
of  small  plots  of  land  with  few  or  no 
roads  and  polluted  water  and  inadequate 
sewage  facilities;  colonias  are  in  unincor- 
porated parts  of  counties,  adjacent  to 
American  cities  and  tow  ns  along  the 
border.  . . . Because  colonias  exist  in  un- 
incorporated parts  of  counties,  local  ju- 
ri,sdictions  have  not  been  obligated  to 
provide  water  and  sewage  services,  and 
the  new  owners  have  lacked  the  financial 
means  to  acquire  such  services.”  In  1987, 
the  Texas  Water  Development  Board  es- 
timated that  1 5,000  people  live  in  80 
colonias  in  El  Paso  County'. 

Dr  Nickey  estimates  that  between 
28,000  and  50,000  El  Paso  County  resi- 
dents currently  live  under  these  condi- 
tions. Bringing  the  statistics  down  to  a 
powerful  single  example,  he  points  to  a 
photograph  of  a hand-driven  well  that 
draws  water  from  about  1 6 feet  below 
the  ground.  “Look  at  the  drum  this  well 
water  is  going  into,”  he  says.  “That’s  a 
toxic  chemical  drum  that  came  from  an- 
other country.  About  30  seconds  after 
this  picture  was  made,  a little  girl  came 
along,  scooped  up  the  water  in  a dipper, 
and  drank  from  it.” 

Another  photograph  reveals  an  above- 
ground sewer  pipe  that  drains  into  a “pit 
privy”  about  1 5 feet  below  ground. 


Nearby  is  a pressure-driven  well  that 
draws  water  from  about  the  same  depth. 
“The  man  who  lives  in  this  house  is 
bathing  his  baby',  washing  his  clothes, 
washing  his  dinner  dishes,  and  maybe 
drinking  his  own  waste,”  Dr  Nickey  says. 
“By  education,  we’re  try  ing  to  teach 
people  that  they  need  to  drink  hauled-in 
water.  TThey  need  to  drink  bottled  water, 
and  use  this  water  for  other  purposes 
after  it’s  been  boiled.” 

Public  response 

Such  educational  programs  are  only  a 
part  of  El  Paso’s  response  to  the  public 
health  crisis.  The  City-County  Health  Dis- 
trict has  a number  of  programs  that  are 
improving  the  situation.  Dr  Nickey  is 
“extraordinarily  proud”  of  the  Improved 
Pregnancy  Outcome  Program  that  pro- 
vides prenatal  care,  mostly  to  indigent 
patients.  A social  service  program  has  re- 
duced the  amount  of  time  required  to 
enter  the  public  health  care  delivery’  sys- 
tem. Dr  Nickey  reports  that  the  county  is 
the  state’s  second  largest  participant  in 
the  Feeding  Special  Supplemental  Food 
Program  for  Women,  Infants,  and  Chil- 
dren (WIC).  The  department  also  fur- 
nishes indigents  dental  care  and 
immunizations,  oversees  vector  control, 
and  monitors  3,525  food  handling  estab- 
lishments. The  animal  control  division 
wards  off  the  threat  of  rabies,  destroying 
between  20,000  and  24,000  dogs  and 
cats  a year.  Ehe  health  department  also 
operates  a certified  public  health 
laboratory. 

But  more  help  is  needed  in  El  Paso  and 
the  other  Texas  cities  along  the  state’s — 
and  the  nation’s — southern  perimeter. 
“I’his  is  an  international  problem,”  Dr 
Nickey  insists.  “And,  it  takes  international 
ways  of  looking  at  it.  The  federal  govern- 
ment needs  to  intervene.  The  Texas  gov- 
ernment needs  to  help  out.  And,  all 
physicians  certainly  need  to  be  aware  of 
the  problems  along  the  border.  There  are 
enormous  problems  with  infectious  dis- 
ease, with  sewage  waste  disposal,  with 
potable  water,  with  diseases  of  the  third 
world  that  may  not  be  evident  in  north 
central  Texas.  These  are  problems  that 
cause  a lot  of  concerned  people  a lot  of 
anxious  moments.” 

Among  those  concerned  people  are 
the  physicians  of  the  Webb-Zapata-Jim 
Hogg  County  Medical  Society,  who  pre- 


sented a resolution  to  Texas  Medical  As- 
sociation’s House  of  Delegates  requesting 
TMA  and  the  American  Medical  Associa- 
tion to  urge  Congress  to  establish  and 
support  a permanent  United  States- 
Mexico  border  environmental  health 
commission.  As  envisioned  by  the  county 
medical  society'  the  commission  would 
assist  Mexico  and  the  United  States  in 
planning,  developing,  financing  and  im- 
plementing programs  to  address  environ- 
mental health  problems  in  communities 
on  both  sides  of  the  US-Mexico  Border. 

The  AMA  had  the  proposal  under  study 
for  a year,  and  in  a report  issued  this  June 
acknowledged  that  current  solutions  to 
border  health  problems  are  “inadequate, 
fragmentary,  and  are  not  coordinated  by 
the  two  nations.”  The  report  calls  on  the 
association  to  advise  Congress  that  a per- 
manent US-Mexico  Border  Commission  is 
essential. 

In  addition  to  lending  its  support  to 
the  creation  of  a hinational  commission, 
Texas  Medical  Association  will  focus  at- 
tention on  the  border  when  it  sponsors  a 
conference  in  August. 

Among  the  other  organizations  that  are 
addressing  the  issues  surrounding  public 
health  along  the  US-Mexico  border  are 
the  Texas  Association  of  Municipal 
Health  Officials,  Texas  Environmental 
Health  Association,  US-Mexico  Bor- 
der Health  Association,  National  Environ- 
mental Health  A.ssociation,  and  the  Inter- 
national Good  Neighbor  Council. 

These  organizations  have  helped  bring 
the  problems  to  the  attention  of  state  and 
national  lawmakers.  Subsequently,  on  Oct 
3,  1 988,  President  Reagan  signed  into 
law  the  Rio  Grande  Pollution  Correction 
Act,  Public  Law  100-465,  which  provides 
the  Secretary  of  State,  acting  through  the 
International  Boundary  and  Water  Com- 
mission, authority  to  enter  into  agree- 
ments with  Mexico  to  correct  the 
international  problems  of  pollution  of  the 
Rio  Grande. 

However,  Congress  rejected  four  other 
bills  relating  to  border  health:  ( 1 ) HR 
3524,  the  “Colonia  Water  and  Sewage 
Service  Act,”  providing  water  and  sewage 
facilities  to  the  colonias-,  (2)  HR  4606, 
calling  for  the  establishment  of  a United 
States-Mexico  Border  Regional  Commis- 
sion to  coordinate  and  fund  programs  in 
health,  water  resources,  housing,  educa- 
tion, and  sewage  treatment;  (3)  HR  5462, 
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the  “Border  Region  Housing  and  C'om- 
mnniU’  Development  Act,”  the  housing 
portion  of  HR  4606,  whieh  the  House  of 
Representatives  considered  separately; 
and  (4)  HR  SI 56,  which  would  have  au- 
thorized a series  of  F.PA  demonstration 
projects  for  sewers  and  water  .supplv  to 
colottias  in  six  Texas  border  counties. 

Hie  “'Ist  Texas  Legislature  in  its  regu- 
lar session,  which  ended  May  29,  1989, 
approved  SlOO  million  in  loan  and  grant 
assistance  to  help  provide  basic  water 
and  sewage  services  to  colonias.  ITie 
measure  also  gives  counties  the  authority 
for  the  first  time  to  ban  new  subdivisions 
that  do  not  hav'e  basic  water  and  sewer 
lines.  On  June  16,  the  governor  signed 
another  product  of  the  regular  legislative 
session,  a bill  creating  an  office  to  coor- 
dinate joint  Texas-Mcxico  health  and 
environmental  issues  in  the  Texas  De- 
partment of  Health. 


Dr  Nickey  is  plea.sed  with  the  progre.ss 
that  has  been  made  at  both  the  national 
and  state  levels.  I fowever,  he  warns  that 
problems  will  continue  to  emerge  as 
long  as  Mexican  nationals  flock  to  the 
border  area,  which,  despite  its  problems, 
is  relatively  ;ilflucnt  in  a country  w'hose 
economy  is  in  crisis.  “'Hiey  re  seeking  a 
better  life  for  themselves — something 
you  or  1 would  do  for  our  own  families,” 
he  says. 

The  future 

As  Dr  Nickey’s  flight  draws  closer  to  its 
destination,  he  spies  an  airline  ticket  on 
the  floor  in  front  of  his  seat.  The  profes- 
sional instincts  of  a man  who  practiced 
pediatrics  36  years  and  the  personal  in- 
stincts of  a father  of  seven  surface,  and 
Dr  Nickey  surmises  that  the  ticket  be- 
longs to  a boy  seated  in  front  of  him.  He 
returns  the  ticket  and  reminds  the  young 


passenger  to  remain  on  the  plane  when  it 
lands  in  Austin. 

In  the  fashion  of  a man  who  has  dem- 
onstrated his  concern  for  the  future  of 
the  world  through  his  devotion  to  chil 
dren,  Dr  Nickey  expre.s.ses  his  concern 
for  the  future  of  the  Texas-Mexico 
border  in  terms  of  children.  “The  poten 
tial  for  environmental  contamination  and 
pollution  in  this  area  is  just  terrific,  and 
we've  got  to  get  a handle  on  it,”  he  says, 
and  he  thinks  of  his  own  grandchildren, 
who  are  the  fifth  generation  of  his  family 
to  live  in  El  Paso.  "If  w'e  don't  get  a 
handle  on  it,  we  re  going  to  lo.se  it.  And,  1 
won't  suffer,  but  my  grandchildren  or  my 
great-grandchildren  may  suffer  terribly, 
'ITiat's  a very  important  consideration.” 

DONNA  B.  JONES 

News  Editor 
Texas  Medicine 


El  Paso's  colonias  are  home  to  at  least  15.000. 
( Photo  by  Terre  Shreve) 
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Congress  Wants  To  Regulate 
Physician  Investment  And 
Reduce  Reimbursement  Rates. 


Is  That  What  You  Want? 

Congress  has  plunged  headlong  into  restricting 
physician  ownership  of  outpatient  diagnostic  imaging 
centers  and  other  healthcare  facilities.  Congress  is  also 
imposing  significant  reductions  in  physician  payments. 

By  denying  imaging  centers  access  to  capital  from 
physician  investors  and  cutting  reimbursement,  pohey 
makers  could  hmit  patient  access  to  competitively 
priced,  high  quahty  healthcare. 

Get  The  Facts  At  A Special  Briefing. 

An  analysis  and  open  discussion  of  the  “Ethics  In 
Patient  Referrals  Act  of  1989,”  safe  harbor  regulations, 
and  reimbursement  developments  given  by: 


MICHAEL  A.  ROMANSKY,  ESQ. 
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Washington,  D.C. 

Government  Relations  Counsel  to  the  American 
Imaging  Association 
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American  Imaging 
Association 

2 Vantage  Way,  Suite  500  • Nashville,  TN  37228 
1-800-242-5461  • (615)  255-7594  • FAX  (615)  256-8877 


The  American  Imaging  Association  is  a trade  association 
representing  Outpatient  Imaging  Centers,  Mobile  Diagnostic 
Services,  and  Associated  Physicians  and  other  professionals 
dedicated  to  the  conduct  of  high  quality,  cost-effective 
imaging  services  throughout  the  country. 
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Cystic  hydatid  disease  of  the  liver  is  uncommon  in 
the  United  States.  It  is  caused  by  the  larval  cestode 
Echinococcus  granulosusi  One  complication  of  this 
disorder  is  rupture  of  the  hepatic  hydatid  into 
the  biliary  ducts.  There  have  been  few  reported 
cases  of  this  complication  of  hydatid  disease  m the 
US  literature.  We  describe  a case  of  this  disorder 
and  briefly  review  the  literature. 

KTV  WORDS:  CA'STIC  Ln-DATID  DISEASE,  ECHINOCOCCUS 
GRANULOSUS.  LIVER,  ABDOMINAL  PAIN,  COMMON  BILE  DUCT. 


Echinococcal  disease  of  the  liver  is  an  unusual 
finding  in  patients  presenting  with  abdominal 
pain  in  the  United  States,  Although  relatively 
rare  in  this  country',  it  is  a common  problem  in  the 
Middle  East,  Ear  East,  South  America,  and  Eastern 
Europe.  The  disease  is  caused  by  the  larval  cestode 
Echinococcus  granulosus.  Symptoms  include  ab- 
dominal pain  and  often  jaundice.  Surgery  is  the  only 
definitive  treatment.  One  complication  of  hepatic 
hydatid  disease  is  rupture  of  the  cysts  into  the  com- 
mon bile  duct.  Although  this  occurs  in  about  5%  of 
cases  ( 1 ) of  hepatic  hydatid  disease,  there  have 
been  few  papers  from  the  US  literature  reporting 
this  complication  (2). 

We  report  a case  of  echinococcal  disease  of  the 
liver  with  rupture  into  the  common  bile  duct. 

Case  report 

A 29-year-old  Mexican  dairy  farm  worker  presented 
with  a 10-year  history'  of  mid-epigastric  abdominal 
pain  that  became  worse  during  the  2 days  prior  to 
admission.  His  pain  was  severe,  sharp,  and  radiated 
to  the  right  side  of  his  back.  The  patient  had  mul- 
tiple episodes  of  vomiting  the  day  before  admission, 
although  he  denied  hematemesis.  He  gave  no  his- 
tory of  fever,  acholic  stool,  choluria,  or  jaundice.  His 
medical  history  was  significant  for  a possible  stom- 
ach ulcer  diagnosed  in  Mexico.  The  patient  had  no 
surgical  or  family  history  of  gallbladder  disease.  On 
physical  examination  his  blood  pressure  was  1 20/80 
mm  Hg,  pulse  rate  was  80  beats/min,  and  tempera- 
ture was  36.7°C  (98°E).  Rectal  examination  was 
negative  for  occult  blood.  Laboratory  results  in- 
cluded a white  blood  cell  count  of  7,400,  including 
4 eosinophils;  total  bilirubin  level  of  1.6  mg/dL  (27 
|xmol/L),  serum  SGPT  level  of  156  lU/L,  and  a lactic 
dehydrogenase  level  of  252  lU/L.  Chest  roentgeno- 
gram showed  a left  plural  effusion,  and  abdominal 
films  revealed  a calcification  in  the  right  upper 
quadrant.  Ultrasonography  of  the  upper  abdomen 
was  interpreted  as  being  consistent  with  chole- 
lithiasis. Upper  gastrointestinal  endoscopy  showed 
gastritis  but  no  ulcers  in  the  stomach  or  duodenum. 

At  laparotomy,  a large  mass  was  found  involving 
the  left  lobe  of  the  liver  and  undersurface  of  the 


diaphragm  (Eig  1 ).  Stones  were  also  found  in  the 
gallbladder.  Cholecystectomy  was  performed  and 
intraoperative  cholangiography  showed  dilated  bili- 
ary ducts  and  a filling  defect  in  the  distal  common 
bile  duct.  On  exploration  of  the  common  duct,  a 
yellowish  cystic  mass  was  found  and  cleared  from 
the  duct.  A T-tube  catheter  was  placed  in  the  com- 
mon bile  duct  and  a left  hepatic  lobectomy  was 
required  for  removal  of  the  mass.  Pathologic  exami- 
nation of  the  liver  and  common  bile  duct  masses  re- 
vealed echinococcal  cysts  (Fig  2).  The  patient  had 
an  uneventful  postoperative  course  and  was  well 
when  examined  five  years  after  surgery. 

Parasite  and  pathology 

ITie  echinococcal  tapeworm  is  the  smallest  orga- 
nism of  the  cestode  family,  measuring  5 to  5 mm  in 
length.  It  has  four  segments,  one  of  which  contains 
ova  and  one  that  is  used  for  attachment  to  the  host 
( 3 ).  In  endemic  areas,  dogs  become  infected  with 
the  organism.  ITie  worm  attaches  to  the  mucosa  of 
the  small  intestine,  matures,  and  eventually  spills 
into  the  stool  (4).  Humans  become  infected  by  eat- 
ing polluted  vegetables  or  drinking  contaminated 
water.  After  ingestion  by  man,  the  ova  migrate  to 
the  duodenum  where  the  alkaline  pH  dissolves  the 
outer  shell  of  the  Echinococcus  ( 5 ).  From  here,  the 
ova  penetrate  the  mucosa  of  the  intestine  and  mi- 
grate through  the  portal  system  to  the  liver. 

'Hie  exact  manner  in  which  a hydatid  cyst  of  the 
liver  ruptures  into  the  biliary  ducts  is  not  known, 
but  this  phenomenon  occurs  in  approximately  5% 
of  cases.  It  is  thought  that  the  wall  of  the  bile  ducts 
are  interrupted  by  the  cyst  and  a small  leakage, 
therefore,  occurs.  Since  the  pressure  differential  be- 
tween the  hydatid  cyst  fluid  and  bile  is  approxi- 
mately 40  cm  of  water,  fluid  drains  from  the  cyst 
into  the  bile  ducts  until  equilibrium  is  reached  (6). 
Alternatively,  the  small  leak  of  hydatid  cyst  fluid  into 
the  bile  ducts  may  initiate  a chronic  cholangitis. 
Continued  pressure  from  the  cyst  may  cause  dila- 
tion of  ductal  pores  and  frank  rupture  of  the  cyst 
into  the  biliary  tree  (6). 

Although  hydatid  disease  is  infrequently  seen  in 
the  United  States,  it  is  endemic  in  some  parts  of  the 
world.  South  America,  the  Far  East,  the  Middle  East, 
and  Eastern  Europe  are  areas  where  this  disease  is 
common  (7).  In  fact,  the  most  common  surgical  dis- 
ease in  Iraq  is  echinococcosis  ( 3 )•  Other  parts  of 
the  world  where  echinococcal  disease  is  found  in- 
clude Australia,  Japan,  and  Canada.  Cameron  (8) 
notes  that  10%  of  the  Indian  population  of  British 
Columbia,  and  40%  of  those  residing  in  the  Yukon 
territory  have  been  infected  by  the  parasite  (9). 

The  diagnosis  of  echinococcal  disease  is  made  by 
history,  physical  examination,  laboratory  tests,  and 
radiographic  studies.  Pain  is  the  most  common 
symptom,  occurring  in  90%  of  cases.  Right  upper 
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quadrant  abdominal  tenderness  is  the  usual  finding 
on  physical  examination.  Laborator)’  tests  include 
Casoni's  test  which  involves  intradermal  injection  of 
hydatid  fluid.  A positive  result  consists  of  an  ur- 
ticarial papule  and  occurs  in  60%  to  70%  of  pa- 
tients with  h\  datid  disease. 

Immunoelectrophoresis  and  complement  fixation 
studies  are  available  and  yield  positive  results  in 
80%  to  90%  of  cases  ( 10).  An  indirect  hemag- 
glutinin test  may  also  be  used.  Eosinophilia  is  pres- 
ent in  40%  of  cases  (10). 

Radiographic  studies  include  ultrasonography, 
CAT  scan,  angiography,  and  radioactive  isotope 
scans.  It  has  been  shown  that  liver-spleen  scans  are 
positive  in  up  to  90%  of  cases  (10).  Recently,  endo- 
scopic retrograde  cholangiography  has  been  used  to 
assess  the  disease  and  the  relationship  of  the  biliary 
ducts  to  the  cyst  (11). 

Treatment 

ITie  surgical  treatment  of  echinococcal  disease  of 
the  liver  with  rupture  into  the  bile  ducts  is  contro- 
versial. Traditional  operative  management  includes 
cholecystectomy,  exploration  of  the  common  duct 
with  evacuation  of  debris,  and  eventual  placement 
of  a T-tube  catheter.  Operative  cholangiography  is 
then  performed  to  ensure  clearing  of  the  common 
bile  duct  and  to  study  the  liver  in  cases  of  multiple 
cysts.  If  the  hepatic  cyst  is  large  or  multicentric  but 
involves  only  a single  lobe,  hepatic  lobectomy  or 
segmentectomy  is  the  procedure  of  choice.  If  a 
small  cyst  is  noted,  capitonnage  may  be  performed. 
ITiis  involves  packing  oft  of  the  operative  field  and 
injecting  a 20%  saline  solution  into  the  cyst.  The  re- 
maining walls  of  the  cyst  are  approximated  starting 
from  the  bottom  working  outward  (12).  Alter- 
natively, a piece  of  omentum  with  adequate  blood 
supply  can  be  placed  in  the  cavity  to  eliminate  dead 
.space  (13).  Another  method  of  treating  the  hepatic 
cyst  is  pericystectomy  which  involves  removal  of 
the  cyst  wall  with  a rim  of  normal  hepatic  par- 
enchyma. Internal  drainage  of  the  cavity  can  be 
accomplished  by  a pericystogastrostomy  or  peri- 
cystojejunostomy  using  a Roux-en-Y  loop  (14).  In 
high-risk  patients  endoscopic  retrograde  sphinc- 
terotomy followed  by  medical  treatment  with  me- 
bendazole has  been  successful  (15). 

In  .summary,  a case  of  echinococcal  dise.tse  of  the 
liver  with  rupture  in  the  common  bile  duct  has 
been  presented.  Although  it  is  unusual  to  see  echi- 
nococcal disease  in  this  country,  one  should  be 
aware  of  the  disorder  and  realize  that  it  is  relatively 
common  in  other  parts  of  the  world. 
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To  learn  more  about  the  Plexus  Conference,  please  contact  Allen  Childs,  M.D., 
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The  incidence  of  suicide  in  patients  with  the  diag- 
nosis  of  acquired  immunodeficiency  syndrome 
(AIDS)  in  the  state  of  Texas  during  the  period  he 
tiveen  January'  1986  and  August  198~'  was  deter- 
mined. AIDS  patients  were  found  to  have  a rate  of 
suicide  higher  than  expected  when  compared  to 
the  general  population.  The  results  of  this  study 
document  this  trend  ivhich  has  important  implica- 
tions in  the  care  of  the  growing  number  of  pa- 
tients with  AIDS. 

KTV  WORDS;  ACQUIRED  IMMUNODEFICIENCT  .SYNDROME, 
SUICIDE 


The  morbidity  and  mortality  of  the  acquired 
immunodeficiency  syndrome  (AIDS)  has 
alerted  physicians  to  the  potentially  high  in- 
cidence of  suicide  in  AIDS  patients.  The  rea.sons  for 
this  are  not  surprising.  Several  studies  suggest 
chronic  or  terminal  illness  alone  may  increase  sui- 
cide risk  ( 1,2 ).  Many  AIDS  patients  have  a history'  of 
risk-taking  behavior  such  as  promi.scuous  sexual 
habits,  intravenous  drug  or  substance  abuse,  and 
criminal  activity'.  The  diagnosis  of  AIDS  carries  a 
strong  social  stigma  that  may  cause  patients  to  lose 
their  family  and/or  social  support  system.  Because 
the  illness  is  progressive,  patients  may  become  dis- 
abled and  subsequently  unemployed  during  the 
most  productive  years  of  life.  Financial  burdens  and 
medical  expenses  may  further  increase  the  stress  of 
patients’  lives. 

ITiis  article  reports  the  incidence  of  suicide  in  pa- 
tients with  the  diagnosis  of  AIDS  in  Texas  during  the 
20-month  period  from  January'  1 986  through  August 
1987.  Our  objective  is  to  evaluate  what,  if  any,  in- 
crease in  risk  of  suicide  is  associated  with  the  diag- 
nosis of  AIDS  in  the  same  population. 


cases  of  AIDS  were  reported  to  the  bureau.  Thus  a 
total  of  2,255  patients  were  reported  living  with 
AIDS  during  some  portion  of  the  study.  Of  these  pa- 
tients, 1,143  ( 50.7%  ) died  during  the  study  period. 

Results 

SUICIDE  IN  THE  GENERAL  POPULATION 
The  death  certificates  filed  with  the  TDH  Bureau  of 
Vital  Statistics  in  Austin,  Tex,  for  1986  were  re- 
viewed for  all  causes  of  death  ( 3 ).  The  number  of 
deaths  resulting  from  all  causes  was  1 18,637  in 
1986.  ITie  Texas  mid-year  estimated  population  for 
1986  was  16,682,000.  The  calculation  of  a simple 
rate  gives  71 1.2  deaths  per  100,000  estimated 
population.  ITie  number  of  deaths  that  resulted 
from  suicide,  2,269,  was  used  to  calculate  a rate  of 
13.6  suicides  per  100,000  population  for  1986. 

During  1986,  suicide  ranked  as  the  eighth  leading 
cause  of  death  in  Texas  and  accounted  for  1 .9%  of 
all  deaths  that  year  in  Texas.  The  frequency  of  sui- 
cide varied  greatly  among  age  groups  (Fig  1 ).  No 
suicides  were  reported  in  children  under  the  age  of 
10.  The  age  group  with  the  greatest  number  of  sui- 
cides, a total  of  520,  was  25-34  years  old.  For  all 
age  groups  and  races  ( black  and  white ),  suicides  by 
males  outnumbered  those  by  females.  The  number 
of  suicides  in  whites  outnumbered  that  of  blacks 
2,l4l  to  128,  respectively. 

The  number  of  suicides  in  the  general  population 
for  the  8 months  of  1 987  included  in  our  study  was 
not  available;  however,  it  seems  reasonable  to  as- 
sume that  the  rate  for  these  8 months  was  very  simi- 
lar to  that  of  1986.  The  rate  of  suicide  per  100,000 
in  Texas  between  1971  and  1986  has  fluctuated  be- 
tween a high  of  14.0  in  1977  to  a low  of  1 1.3  in 
1971.  ITie  suicide  rate  over  the  three-year  period, 
1984-1986,  remained  relatively  stable  at  13-5, 

13-7,  13-6,  re.spectively  (3). 
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Methods 

IDENTIFICATION  OF  AIDS  PATIENTS 
ITie  definition  of  AIDS  in  this  study  is  the  same  as 
that  used  by  the  state  of  Texas  in  its  mandatory'  re- 
porting program  of  AIDS.  Usually  AIDS  is  diagnosed 
by  a physician  after  the  patient  tests  seropositive  for 
the  human  immunodeficienc'y  virus  (HIV ) and  has 
certain  opportunistic  infections  or  tumors. 

ITie  registry’  of  the  Texas  Department  of  Health 
( TDH ),  Bureau  of  AIDS  and  Sexually  Transmitted 
Disease  (STD ) Control,  was  reviewed  for  the  num 
ber  of  AIDS  cases  reported.  Erom  1980,  when  the 
registry  was  established,  through  August  1987, 

2,738  cases  were  reported;  of  these,  59-4%  ( 1,626) 
had  died  (by  the  end  of  August  1987).  Our  survey 
included  only  those  patients  who  survived  with 
AIDS  during  the  study  period.  There  were  404 
living  patients  when  the  study  began  (Jan  1,  1986). 
During  the  subsequent  20-month  period,  1,851  new 


SUICIDE  IN  AIDS  PATIENTS 

Fhe  death  certificates  filed  in  the  TDH  Bureau  of  Vi- 
tal Statistics,  which  contained  the  diagnosis  of  sui- 
cide as  the  cause  of  death,  were  reviewed  for  the 
additional  diagnosis  of  AIDS.  Prior  to  January  1987, 
TDH  identified  persons  with  AIDS  as  having  an  un- 
specified lymphoma  or  a deficiency  of  cell-mediated 
immunity'  because  the  code  specifying  the  AIDS  di- 
agnosis had  not  yet  been  implemented. 

According  to  the  death  certificates  recorded  in 
the  Bureau  of  Vital  Statistics,  five  of  the  2,255  AIDS 
patients  who  lived  during  the  2()-month  study  pe- 
riod committed  suicide.  A number  of  suicide  deaths 
in  AIDS  patients  may  go  unreported  due  to  unrecog- 
nized suicide,  undiagnosed  disease,  and  social  and 
emotional  factors.  Therefore,  the  calculated  rate  of 
suicide  deaths  in  AIDS  patients  can  be  said  to  be 
221.7  per  100,000  AIDS  patients  (95%  confidence 
level  is  from  2.4  to  418.0  per  100,000  AIDS  pa- 
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tients).  It  should  be  kept  in  mind  that  this  rate  is 
stated  here  with  a limited  statistical  confidence 
level  due  to  the  relatively  small  number  of  cases. 
ITie  rate  of  suicide  in  AIDS  patients  during  our 
study  period  was  higher  than  would  have  been  ex- 
pected when  compared  to  the  general  population. 
This  is  an  alarming  trend  which  should  be  carefully 
followed  as  the  expected  number  of  AIDS  patients 
increases. 

Several  of  these  deaths  involved  multiple  and  vio- 
lent means  of  suicide  ( Fig  2 ).  The  most  violent 
death,  case  5,  lists  six  different  contributing  factors. 
Cases  2 and  3 list  more  than  one  type  of  suicide 
method.  ITie  most  common  method  of  suicide  was 
some  type  of  poisoning.  Two  cases  (4  and  5 ) in- 
volved injuries  inflicted  by  another  person. 

Case  1 involved  a patient  with  AIDS  who  died 
from  injuries  sustained  1 year  or  more  after  jumping 
from  a high  place.  The  second  case  involved  pur- 
poseful overdose  and  a self-inflicted  gunshot  wound. 
The  third  case  involved  use  of  a gaseous  poisoning, 
such  as  motor  vehicle  exhaust,  to  commit  suicide. 
The  patient  had  also  sustained  cutting  type  injuries 
which  were  of  undetermined  intent.  In  the  fourth 
case,  death  occurred  1 year  or  more  after  the  pa- 
tient sustained  injuries  purposely  inflicted  by  an- 
other person  and  injuries  sustained  in  legal  inter- 
vention. Death  was  the  result  of  a suicidal  overdose 
of  drugs.  The  fifth  case  listed  battering,  suicidal  poi- 
soning, assault  by  firearms,  assault  by  strangulation, 
and  assault  by  cutting  in  addition  to  AIDS  as  con- 
tributing causes  of  death. 

ITie  use  of  the  1CD-9-CM  codes  in  place  of  the  ac- 
tual diagnosis  given  on  the  death  certificate  make 
the  evaluation  of  the  circumstances  of  death  some- 
what speculative.  Further  investigation  of  the  details 
surrounding  the  circumstances  of  each  patient’s 
death  would  yield  better  explanations  pf  each  case, 
but  it  is  clear  that  at  least  these  five  cases  were 
suicides. 


/.  Number  of  suicide  deaths  in  specified  age  groups  in  the  general  population,  1986 


( in  years ) 


2.  Causes  of  death  of  each  of  the  pve  suicide! AIDS  patients. 
Patient 

No  Multiple  Diagnosis  in  Sequence 


Late  effects  of  self-inflicted  injury  959  g 

Deflciency  of  cell-mediated  immunity  279  1 

Suicide  and  self-inflicted  injuries  by  jumping  from  high  place,  957  0 

residential  premises 

Failure  in  dosage  excludes  accidental  overdose  of  drug,  medicament,  875  0 

or  biological  substances  Excessive  amount  of  blood  or  other  fluid 
during  transfusion  or  infusion 

Suicide  and  self-inflicted  injur)-  by  firearms  and  explosives,  other  and  955.4 

unspecified  firearm 

Other  lymphoma  202  9 

Injui*)'  by  cutting  and  piercing  instruments,  undetermined  whether  986.0 

purposely  inflicted 

Suicide  and  self-inflicted  poisoning  by  other  ga.ses  and  vapors,  motor  952  0 

vehicle  exhaust  gas. 

Acquired  immune  deficiency  syndrome,  unspecified  42,9 


Discussion 

Analysis  of  the  evidence  presented  in  this  study 
suggests  a trend  between  the  diagnosis  of  acquired 
immunodeficiency  syndrome  and  an  increased  inci- 
dence of  suicide.  This  finding  is  consistent  with  a 
number  of  previous  studies  showing  an  increased 
suicide  risk  in  populations  manifesting  chronic 
physical  illness.  For  example,  terminally  ill  cancer 
patients  have  been  studied  to  illustrate  this  point.  A 
positive  correlation  is  demonstrated  in  a study  by 
Farberow  et  al  ( 2 ),  who  found  a statistically  signifi- 
cant increase  in  the  suicide  rate  in  the  cancer  pa- 
tients they  studied  as  compared  to  the  general 
population.  Similar  results  are  supported  by  Sains- 
buty'  ( 4 ).  There  have  been  criticisms  of  this  view- 
point, notably  by  Siegel  and  Tuckel  ( 5 ),  whose 
studies  did  not  find  increased  rates  of  suicide  in  can- 


Latc  effects  of  injury  purposely  inflicted  by  other  person 
Suicide  and  self-inflicted  poisoning  by  solid  or  liquid  substances, 
tranquilizers  and  other  psychotropic  agents 
Acquired  immune  deficiency  syndrome,  unspecified 
Late  effects  of  injuries  due  to  legal  intervention. 


9690 
950  3 

42  9 
977.9 


5 Child  battering  and  other  maltreatment,  by  parent 

Suicide  and  self-inflicted  poisoning  by  solid  or  liquid  substances, 
other  specified  drugs  and  medicaments 
Assault  by  firearms  and  explosives,  handgun 
Assault  by  hanging  and  strangulation. 

Assault  by  cutting  and  piercing  instrument 
Acquired  immune  deficiency  syndrome,  unspecified 

• 1CD-9-CM  is  a numeric  coding  system  of  medical  diagnosis 


967.0 

950.4 

965  0 
9630 

966  1 
42.9 
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cer  patients.  Other  investigators  have  noted  lower 
rates  of  suicide  among  terminally  ill  patients  than  in 
the  general  population  (6—8).  However,  the  pre- 
ponderance of  evidence  from  the  literature  sup- 
ports the  former  findings — the  diagnosis  of  a 
terminal  disease  does  lead  to  an  increased  risk  of 
suicide  (9). 

The  patient  population  involving  high-risk  ex- 
posure to  the  AIDS  virus  is,  in  itself,  a unique  group 
in  many  respects.  The  majority  of  AIDS  patients  are 
homosexual  or  intravenous  drug  abusers.  With  re- 
spect to  homosexuals,  Roesler  and  Deisher  reported 
in  their  study  that  40%  of  the  homosexuals  from  an 
adolescent  population  had  consulted  a psychiatrist 
and  that  31%  had  attempted  suicide  ( 10).  A later 
study  by  Martin  et  al  supports  the  findings  that  ho- 
mosexuals, as  a group,  demonstrate  an  increased 
risk  for  death  by  suicide  (11).  The  other  major 
population  at  high  risk  for  contracting  AIDS  is  that 
of  intravenous  drug  abusers.  Though  we  found  no 
studies  comparing  the  use  of  intravenous  drugs  to 
suicidal  behavior,  the  study  by  Martin  et  al  showed 
a significant  increa,se  in  the  rate  of  suicide  in  groups 
of  drug  addicts  (12).  Although  no  direct  extrapola- 
tions can  be  made  from  this  finding,  it  suggests  an 
increased  suicide  potential. 

Other  contributing  factors  are  unemployment, 
disability,  and  significant  financial  stress.  Due  to  the 
nature  of  the  illness  itself,  the  majority  of  AIDS  pa- 
tients are  unable  to  support  themselves  financially. 
There  are  few  monetary-  resources  available  for 
these  patients,  and  feelings  of  helplessness  associ- 
ated with  this  realization  must  be  considered.  A re- 
cent study  by  Bloom  and  Carliner  quotes  estimates 
of  costs  per  AIDS  case  per  lifetime  (13).  These 
range  from  S23,000  to  $168,000  ( 14,  15).  Though 
the  large  majority  of  these  expenditures  will  never 
be  paid  by  the  patients  themselves,  the  impact  on 
the  patient’s  personal  life  may  be  substantial. 

In  addition,  one  must  consider  the  implications  of 
the  significant  social  stigma  that  this  illness  carries. 
This  stigma  contributes  to  the  social  isolation  expe- 
rienced by  many  patients  with  AIDS  and  adds  to 
their  emotional  stress.  Some  studies  report  that  the 
major  factor  contributing  to  suicide  is  emotional 
stress.  A study  by  Farberow  in  1970  investigated  the 
characteristics  differentiating  terminal  cancer  pa- 
tients who  committed  suicide  from  those  who  did 
not  ( 2 ).  He  concluded  that  emotional  stress  is  the 
main  determinant  “over  and  above  the  physical  and 
psychological  aspects  of  the  disease  process  itself.” 

A final  significant  factor  is  the  mental  state  of 
these  patients.  ITiere  is  now  increasing  evidence 
that  a dementing  neurological  disorder,  the  AIDS 
dementia  complex,  frequently  complicates  an  infec- 
tion with  HfV-l  virus  ( 16).  The  timing  of  the  onset 
of  this  dementia  is  variable,  and  on  some  occasions 
it  is  the  initial  manifestation  of  infection  with  the 


AIDS  virus  (17).  The  symptoms  associated  with  this 
condition  present  as  characteristic  abnormalities  in 
behavioral  function  as  well  as  in  cognitive  and 
motor  functions.  In  addition  to  this  generalized  de- 
mentia, a number  of  other  psychiatric  complications 
have  been  associated  with  AIDS  ( 1 8 ).  As  previously 
mentioned,  a characteristic  stress  response  can  be 
correlated  with  the  reactions  found  in  newly  diag- 
nosed cancer  patients.  Increased  incidence  of  ad- 
justment disorder  with  depressed  mood  is  also 
noted  in  patients  with  AIDS,  along  with  major  de- 
pression, delirium,  and  panic  disorder  (19). 

Whether  these  are  actual  biologic  manifestations  of 
the  virus,  or  purely  a psychological  reaction  to  the 
diagnosis  and  consequences  of  the  disease  is  yet  to 
be  determined. 

Nevertheless,  a large  number  of  studies  have  con- 
cluded that  suicide  in  the  physically  ill  is  most  often 
accompanied  by  an  actual  mental  disorder.  A study 
by  Dorpat  et  al  reports  that  all  of  the  suicides  in 
their  sample  population  had  a psychiatric  illness 
( 20 ).  Even  though  most  studies  are  not  this  all- 
inclusive,  excessive  rates  of  suicide  have  been 
observed  in  virtually  every  study  of  mortality  in  psy- 
chiatric patients.  An  extensive  study  by  Martin  con- 
cludes that  “the  major  portion  of  excess  mortality 
experienced  by  the  psychiatric  outpatients  in  this 
study  was  attributable  to  unnatural  deaths,  particu- 
larly suicides  and  self-administered  overdoses  in 
general”  (11).  Further  study  in  this  area,  the  symp- 
tomatology of  AIDS,  will  help  to  define  the  actual 
impact  of  this  factor.  However,  it  is  already  apparent 
that  any  associated  dementia  or  other  psychological 
impairment  must  be  given  ample  consideration  in 
the  evaluation  of  suicide  risk. 

A recent  article  by  Marzuk  et  al  documented  the 
increased  risk  of  suicide  in  male  AIDS  patients  (21 ). 
This  study  also  pointed  out  that  factors  associated 
with  increased  risk  of  suicide  in  the  general  popula- 
tion may  be  additive  in  AIDS  patients.  These  risk 
factors  include  psychiatric  illnesses,  such  as  depres- 
sion and  delirium,  financial  stress,  unemployment, 
and  poor  social  support  systems.  One  of  the  impor- 
tant unique  risk  factors  for  patients  with  AIDS  ap- 
pears to  be  the  recent  diagnosis  of  AIDS.  Marzuk’s 
study  found  that  the  individual  with  AIDS  at  the 
greatest  risk  for  suicide  is  a 37-year-old  unmarried, 
white,  homosexual  male  who  has  learned  of  his  di- 
agnosis within  the  past  six  months.  Clinical  experi- 
ence of  physicians  who  frequently  deal  with  AIDS 
patients  confirms  that  during  the  six  months  after 
diagnosis,  patients  often  become  more  suicidal  than 
at  later  stages  of  the  disease. 

Conclusion 

ITie  calculated  rate  of  suicide  in  AIDS  patients, 
though  of  limited  statistical  confidence,  suggests  a 
trend  towards  an  increased  rate  of  suicide  when 
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compared  to  the  general  population.  ITiis  finding 
supports  Marzuk’s  report  of  an  increased  suicide 
rate  in  a small  number  of  AIDS  patients  in  New  York 
City  (21 ).  We  feel  that  this  trend  should  be  fol- 
lowed closely  as  the  expected  number  of  AIDS  pa- 
tients rises. 

Therefore  this  study  has  several  recommenda- 
tions for  the  treatment  of  AIDS  patients.  First,  it  sug- 
gests the  need  for  increased  surveillance  of  suicide 
risk  factors  in  AIDS  patients  at  all  stages  of  the  dis- 
ease. Second,  this  study  affirms  the  need  for  in- 
creased awareness,  on  the  part  of  physicians,  to 
patients’  initial  reaction  and  acceptance  of  their  di- 
agnosis and  poor  prognosis.  Third,  this  study  em- 
phasizes the  need  for  careful  disbursement  of 
medication  that  may  potentially  become  a lethal 
overdose  in  a suicide  attempt,  as  the  most  common 
means  of  suicide  in  our  study  involved  a lethal  sub- 
stance ingestion. 

Among  patients  with  AIDS,  a wide  spectrum  of 
attitudes  exists,  ranging  from  the  desire  to  prema- 
turely end  their  own  life  to  one  of  desiring  to  pro- 
long it.  Psychiatric  illness  and  social  factors  may 
play  a role  in  patients’  decision  to  live  or  die.  Fur- 
ther studies  are  needed  to  evaluate  the  relative  im- 
portance of  these  variables.  Additionally,  a study  of 
the  suicide  rates  in  patients  with  AIDS  and  cancer  is 
needed  to  determine  their  relative  risk  of  suicide 
compared  with  that  of  other  terminally  ill  patients. 
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YOCON* 

YOHIMBINE  HCI 


Oescriptioii:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon »-  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. ' 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon'*'  1/12  gr.  5.4  mg  in 
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53159-001-10. 
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nix  DO  YOU  KNOW 
& ADOCTOR- 
■ib  WHO  NEEDS 
OUR  HEIP? 

If  you  can  answer  "yes"  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who— 

• is  experiencing  problems  coping  with  patients 
or  with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

—then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won't 
you  give  us  an  opportunity  to  help?  (Strictly  con- 
fidential contacts  can  be  made  through  our 
HOTLINE.  Call  us  anytime.) 

HOTLINE— 512  477-5575 
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and  Rehabilitation 

Richard  L.  Weddige,  MD,  Lubbock,  Chairman 
(806)  743-2800 

G.  Hulse  Wagner,  MD,  Wichita  Falls  Vice  Chairman 
(817)  322-1196 

Neal  H.  Gray,  MD,  San  Antonio 
(512)  697-9792 

Adib  R.  Mikhail,  MD,  Houston 
(713)  440-4911 

Gretchen  L.  Megowen,  MD,  Dallas 
(214)  696-8227 

Thomas  H.  Allison,  MD,  Mabank 
(214)  590-8761 

Edgar  P.  Nace,  MD,  Dallas 
(214)  381-7181,  ext.  278 
J.  P.  Graves,  MD,  Marshall 
(214)  938-6409 

Mark  J.  Wegleitner  MD,  El  Paso 
(915)  779-5866 

Misty  Dawn  Laughlin,  MD,  Houston 
Resident  Representative 
(713)  729-9849 
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Auxiliary  Representative 
(512)  854-0686 
Scott  Smith,  Houston 
Student  Representative 
(713)  523-9608 
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AXID® 


nizatidine  capsules 
Brief  Summary 

Consult  the  package  literature  for  complete  information 

Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  tor  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks. 

Ajud  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h s after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensrtiviTy  to 
the  drug  and  should  be  used  wrth  cauton  in  patients  with  hypersensitivity  to  o^er 
Hrreceptor  antagonists 

Precautions:  Genera}  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizabdme  is  excreted  phmanly  by  the  kidney,  dosage  should  be 
reduced  in  patents  with  moderate  to  severe  renal  insufficiency 

3 Pharnracokinetc  studies  in  patents  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  mzatdine  is  metabolized  in  the  liver  In  patents  with  normal 
renal  functon  and  uncomplicated  hepatc  dysfuncton,  the  dispositon  of  mzatdine 
IS  similar  to  that  in  normal  subjects 

LAboralory  Tests  - False-posrtve  tests  for  urobilinogen  with  Muftstx*  may 
occur  dunng  therapy  with  mzatdine 

Drug  Interactions  - No  interactons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  Iidocaine.  phenytoin.  and  warfann  Axid 
does  not  inhibit  the  cytochrome  P-450-iinked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactons  mediated  by  inhibiton  of  hepatc  metabolism  are  not 
expected  to  occur  In  patents  given  very  high  doses  (3.900  mo)  of  aspirm  daily, 
increases  in  serum  salicylate  levels  were  seen  when  mzatdine,  150  mg  b i.d . was 
administered  concurrentty 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  - A two-year  oral  car- 
cinogenicity stjdy  in  rats  with  doses  as  high  as  500  mg/kj^day  (about  60  tmes  the 
recommended  daily  therapeutc  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  the  density  of  enteiochromaffin-like 
(ECL)  cells  in  the  gastnc  oxyntc  mucosa.  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2.000  m^g/day.  about  330  tmes  the  human 
dose)  showed  marginally  statstcally  significant  increases  in  hepatc  carcinoma 
and  hepatc  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepatc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  tor  the  strain  of  mice  used  The  female  mice  were  given 
3 dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  wrth  concurrent  controls  and  evidence  of  mild  liver 
injury  (bansaminase  elevations)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mgilcg/day.  about  60  bmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potenbal  for  And 
And  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potenbal 
genebc  toxicity,  including  bactenal  mutabon  tests,  unscheduled  ONA  synthesis, 
sister  chromabd  exchange,  mouse  lymphoma  assay,  chromosome  aberrabon 
tests,  and  a micronucleus  test. 

In  a two-generabon,  pennatal  and  postnatal  terblity  study  in  rats,  doses  of 
nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproducbon 
studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  m Dutch  Belted  rabbits 
at  doses  up  to  55  bmes  the  human  dose  revealed  no  evidence  of  impaired  ferblity  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  bmes  the  human  dose,  treated 
rabbits  had  aborbons.  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administrabon  to  pregnant  New  Zealand  White  rabbits, 
nizabdine  at  20  mg^g  produced  cardiac  enlargement,  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventncular 
anom^,  distended  abdomen,  spina  bibda.  hydrocephaly,  and  enlarged  heart  in  one 
fetus  Inere  are.  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizabdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducbon  capacity  Nizabdine  should  be 
used  dunng  pregnancy  only  if  the  potenbal  benefit  justifies  the  potenbal  nsk  to  the 
fetus 

Nursing  Mothers  - Studies  conducted  in  lactabng  women  have  shown  that 
<0  1%  of  the  administered  oral  dose  of  nizabdine  is  secreted  in  human  milk  in 
proporbon  to  plasma  concentrabons  Caubon  should  be  exercised  when  adminis- 
tenng  nizabdine  to  a nursing  mother 

Perhatnc  Use  - Safety  and  effecbveness  in  children  have  not  been  established 
Use  in  Elderty  Paoents  - Ulcer  healing  rates  m elderty  pabents  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalibes  are  also  similar  to  those  seen  in  other  ag^e  groups  Age  alone  may 
not  be  an  important  factor  in  the  disposibon  of  nizabdine  Elderty  pabents  may  have 
reduced  renal  funcbon 

Adverse  Reactions:  Clinical  tnals  of  nizabdine  included  almost  5.000  pabents 
given  nizabdine  in  studies  of  varying  durabons  Oomesbc  placebo-controlled  tnals 
included  over  1 ,900  pabents  given  nizabdine  and  over  1 .300  given  placebo  Among 
reported  adverse  events  in  ^e  domestic  placebo-conbolled  tnals.  sweating  (i  % vs 
0 2%),urbcana{0  5%vs<  00l%),andsomnolence(2  4%vsl  3%) were signib- 
canfly  more  common  in  the  nizabdine  group  A vanety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizabdine 

hfepaPc  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
[AST].  SGPT  [ALT],  or  alkaline  pnosphatase).  occurred  in  some  pabents  and  was 
possibly  or  probably  related  to  nizabdine  In  some  cases,  there  was  marked 
elevabon  of  SGOT  SfjPT  enzymes  (greater  than  500  lU/L)  and,  in  a single  instance, 
SGPT  was  greater  than  2,00(5  lU/L  me  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevations  to  three  bmes  the  upper  limit  of  normal,  however,  did  not 
signibcanfly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treated 
pabents  All  abnormalibes  were  reversible  after  discontinuation  of  Axid 
Cardiovascular  -\n  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventncular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  unbeated  subjects 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  conbolled  clinical  tnals  showed 
no  evidence  of  anbandrogenic  acbvi^  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  pabents  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic  - Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  Hrreceptor  antagonist.  On  previous  occasions,  this 
patient  had  expenenced  thrombocytopenia  whife  taking  other  drugs  Rare  cases  of 
thrombocytopenic  purpura  have  been  reported 
Integuments  ~ Sweating  and  urtcana  were  reported  signiftcanfly  more  fre- 
quenfly  in  nizabdine-  than  in  placebo-tieated  patients  Rash  and  exfoliative  dermati- 
tis were  also  reported 

HypersensrtiviTy  - As  wrth  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxisfollowing administration  of  nizatidine  have  been  reported  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed.  Hrreceptor  an^gomsts 
should  not  be  administered  to  individuals  wiW  a history  of  previous  hypersensitivity 
to  these  agents  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Otner  - Hyperuncemia  unassociateo  with  gout  or  nephrolithiasis  was  reported 
Eosinophilia.  fever,  and  nausea  related  to  nizabdine  administration  have  been 
reported 

Overdouge:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizabdine  have  exhibited 
cholinergic-type  effects,  including  lacnmabon.  salivation,  emesis,  miosis,  and 
diarrhea  Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  301 
m^g  and  232  mg/kg  respectively 

Treatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 
good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certibed  poison  control  centers  are  listed  in  the  Ptiysiaans'  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses. interaction  among  drugs,  and  unusual  drug  kinetics  in  your  patient 
If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy  Renal  dialysis  for 
four  to  SIX  hours  increased  plasma  clearance 
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Enhances  compliance 
and  convenience 


Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 


in  a Convenience  Pak  survey  (N  = 100) 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
dear  and  easy  to  understand 

M 93%  reported  not  missing  any  doses 


Pharmacists  save  time  - 
at  no  extra  cost 
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Panic  disorder  is  an  important  entity  for  primary’ 
care  physicians  to  be  aware  of,  as  patients  with 
panic  disorder  often  present  with  physical  com- 
plaints and  may  be  misdiagnosed  as  having  a 
somatization  disorder  or  hypochondriasis.  While 
the  latter  disorders  are  difficult  to  treat,  panic  dis- 
order is  well  suited  to  treatment  using  the  tra- 
ditional medical  model.  This  article  describes 
suggested  evaluation  of  suspected  panic  disorder 
and  outlines  treatment  strategies.  While  tricyclic 
antidepressants,  monoamine  oxidase  inhibitors, 
and  alprazolam  are  all  effective  antipanic  agents, 
tricyclic  antidepressants  are  suggested  as  the  medi- 
cation of  first  choice.  Treatment  failures  most 
often  result  from  an  inculecjuate  medication  trial 
(ie,  trial  too  brief  or  dosage  inadequate);  with  ade- 
quate treatment  most  patients  with  panic  disorder 
can  be  helped. 

KFL  WORDS:  PANIC  DISORDER,  ANTIClPATOR'l’  ANXlETf , TRl 
(TfCLlC  ANTIDEPRESSANTS,  MONOAMINE  OXIDASE  INHIBI- 
TORS, ALPRAZOLAM 


An  estimated  10%  of  adults  will  report  panic 
symptoms  over  their  lifetime.  Although  the 
prevalence  of  panic  disorder  is  lower,  about 
1%  ( 1 ),  it  is  an  important  entity  for  primary'  care 
physicians  to  be  aware  of,  as  patients  with  panic  dis- 
order often  present  with  physical  complaints  ( 2 ). 
Because  of  these  somatic  complaints,  they  may  be 
misdiagnosed  as  having  somatization  disorder  or 
hypochondriasis,  disorders  notoriously  difficult  to 
treat.  Panic  disorder,  on  the  other  hand,  is  emi- 
nently treatable  (75%  to  90%  response  rate  with 
adequate  treatment ) ( 3 ) and  well  suited  to  manage- 
ment using  the  traditional  medical  model  (4,5  ). 
ITiere  are  a number  of  subtypes  of  panic  disorder 
(6),  but  the  central  disturbance  in  each  is  the  panic 
attack,  a discrete  period  of  intense  fear  that  is  at 
least  initially  unexpected  and  not  set  off  by  being 
the  focus  of  others’  attention.  At  least  four  symp- 
toms of  the  following  are  required  for  diagnosis  (6); 
shortness  of  breath,  dizziness,  palpitations  or  ta- 
chycardia, trembling,  sweating,  choking,  nausea  or 
abdominal  distress,  feelings  of  depersonalization  or 
derealization,  numbness  or  paresthesias,  flushes  or 
chills,  chest  pain  or  discomfort,  fear  of  going  crazy 
(or  doing  something  uncontrolled),  and  fear  of 
dying.  Panic  disorder  may  be  diagnosed  if  the  pa- 
tient has  had  four  such  attacks  within  a 4 week  pe- 
riod, or  if  one  attack  has  been  followed  by  a period 
of  a month  or  more  of  persistent  fear  of  having  an- 
other attack  ( 6 ).  A diagnosis  of  panic  disorder  can 
be  made  only  after  organic  factors  have  been  ruled 
out.  Panic  attacks  are  not  purely  psychic  in  nature, 
but  are  thought  to  result  from  hyperactivity  of  the 
central  noradrenergic  system  that  results  in  periodic 
severe  autonomic  symptoms  (7,8 ).  These  symptoms 


can  lead  patients  to  seek  medical  evaluations,  which 
may  be  costly  or  potentially  damaging  ( 2 ). 

Evaluation 

One  should  recognize  that  patients  may  select  only 
the  most  frightening  symptom  to  report  (eg,  chest 
pain ).  Katon  ( 2 ) found  that  89%  of  55  patients  with 
panic  disorder  who  were  referred  to  psychiatrists 
by  primary  care  physicians  had  presented  with  just 
one  or  two  somatic  complaints.  The  most  common 
complaints  were  cardiac,  gastrointestinal  (eg,  epi- 
gastric pain),  and  neurological  (eg,  headache,  dizzi- 
ness). These  selective  presentations  can  lead  to 
diagnostic  confusion,  and  the  physician  should  in- 
quire about  all  possible  panic  symptoms  should  the 
diagnosis  of  panic  disorder  be  suspected.  While 
many  physical  conditions  can  be  associated  with 
anxiety  and  panic,  some  diagnoses  are  fairly  uncom- 
plicated (eg,  asthma  attacks)  and  will  not  be  de- 
tailed. A number  of  chronic  illnesses,  (eg,  chronic 
obstructive  pulmonary'  disease,  congestive  heart  fail- 
ure ) may  also  be  associated  with  anxiety.  Dealing 
with  anxiety  in  such  patients  can  be  problematic,  as 
they  may  have  a coexisting  panic  disorder.  Panic 
di,sorder  should  be  considered  if  panic  symptoms 
persist  after  achieving  optimal  treatment  of  the 
chronic  physical  illness. 

One  should  next  ask  about  drug  use,  both  licit 
and  illicit.  Many  medications  (eg,  theophylline)  and 
recreational  drugs  (eg,  cocaine),  as  well  as  com- 
monly used  drugs  such  as  caffeine,  can  cause  anxi- 
ety'. Alcohol  and  drug  withdrawal  can  also  mimic 
panic. 

Next  one  should  consider  other  medical  condi- 
tions that  may  mimic  panic  disorder.  Thyroid  dis- 
orders may  be  associated  with  anxiety,  and  a high 
incidence  of  thyroid  abnormalities  has  been  re- 
ported among  patients  who  refer  themselves  for 
evaluation  of  panic  attacks  ( 9 ).  For  these  reasons 
thyroid  function  screening  (T3,  T4,  TSH)  is  sug- 
gested for  all  patients  with  a suspected  panic  dis- 
order (3,10 ). 

While  pheochromocytoma  is  another  possible 
cause  of  panic,  a work-up  for  it  should  be  under- 
taken only  if  there  is  a positive  family  history;  if 
panic  attacks  are  associated  with  headache,  flushing, 
and  sweating;  or  if  the  physical  examination  yields 
findings  consistent  with  such  a diagnosis  (eg,  ab- 
dominal mass ) ( 1 1 ). 

Temporal  lobe  seizures  may  be  confused  with 
panic  attacks,  but  they  are  rare.  Routine  EEGs  or 
neurological  consultations  are  not  recommended, 
but  should  be  considered  for  those  whose  panic  at- 
tacks feature  prominent  feelings  of  depersonaliza- 
tion, derealization,  or  altered  consciousness,  or 
those  who  have  a history  of  seizures  or  head  trauma 
(3,11). 

There  is  little  evidence  that  hypoglycemia  plays  a 
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role  in  panic  attacks.  A work-up  for  hypoglycemia  is 
not  suggested  unless  the  fasting  blood  sugar  is  quite 
low  (11). 

last,  mitral  valve  prolapse  and  panic  disorder 
should  be  mentioned.  Many  studies  have  found  that 
mitral  valve  prolapse  is  more  common  in  patients 
with  panic  disorder  (9,1 2 ).  llic  exact  nature  of  the 
relationship  betw  een  the  two  remains  to  be  eluci- 
dated; the  conditions  can  coexist  (6).  If  the  physical 
examination  or  ECG  provides  evidence  suggestive 
of  mitral  valve  prolapse,  an  echocardiogram  should 
be  considered.  The  medical  evaluation  should  also 
include  routine  blood  chemistries  and  a complete 
blood  count  in  addition  to  the  physical  examina- 
tion, thyroid  function  testing,  and  ECG  already 
mentioned.  An  ECG  is  recommended  as  tricyclic 
antidepressants,  often  suggested  for  treatment,  may 
aggravate  pre-existing  conduction  defects  (13), 

Treatment 

The  first  step  consists  of  educating  the  patient  as  to 
the  nature  of  the  illness,  namely  that  the  core  symp- 
tom is  the  panic  attack.  Unexpected  panic  attacks 
lead  in  turn  to  anticipator)'  anxiety — fear  of  having 
an  attack.  This  anxiety'  can  cause  patients  to  avoid 
places  or  situations  associated  with  panic  attacks 
(14),  The  physician’s  explanation  can  serve  to  ac- 
knowledge patients’  distress,  give  them  a .specific  di- 
agnosis, and  reassure  them  that  they  are  not  thought 
of  as  malingering  or  manipulative  (4), 

The  difference  between  panic  attacks  and  antici- 
patory anxiety  should  be  stressed  (3,14),  ITiis  is 
crucial,  as  most  medications  used  in  treating  panic 
attacks  are  thought  to  block  the  attacks  but  not  the 
anticipatory  anxiety.  Thus  a goal,  once  panic  attacks 
have  been  blocked,  is  to  get  the  patients  to  expose 
themselves  to  feared  situations.  In  this  way  they  can 
learn  that  such  situations  need  no  longer  be  feared 
or  avoided.  If  this  distinction  is  not  made,  patients 
can  get  discouraged  early  in  treatment,  as  they  will 
probably  experience  anticipatory'  anxiety  and  may 
not  be  aware  that  the  panic  attacks  are  diminishing. 
Most  experience  medication  side  effects  as  well. 

The  physician  should  explain  in  detail  the  side 
effects  of  the  medicine  selected,  as  panic  patients 
are  usually  sensitive  to  somatic  sensations  and  may 
discontinue  medication  if  unexpected  side  effects 
occur.  Three  classes  of  drugs  have  been  shown  effec- 
tive in  treating  panic  disorder:  tricyclic  antidepres- 
sants, monoamine  oxidase  inhibitors  (MAOIs),  and 
benzodiazepines.  These  classes  will  be  discussed 
in  turn. 

TRICYCLIC  ANTIDEPRESSANTS 
With  regard  to  panic  disorder,  imipramine  is  the 
best  studied  tricyclic  antidepressant;  at  least  six 
double  blind  placebo  controlled  studies  have  estab- 
lished its  efficacy  in  the  treatment  of  panic  (eg,  15 ). 


Several  studies  have  shown  imipramine  to  be  the 
decisive  factor  when  it  is  combined  with  other 
therapies  ( 3 ).  The  dose  of  imipramine  is  crucial  be- 
cause the  major  cause  of  treatment  failure  is  inade- 
quate dose  or  the  premature  discontinuation  of 
medication.  Side  effects,  most  notably  dry'  mouth, 
sedation,  and  possible  orthostasis  must  be  discussed 
with  the  patient  prior  to  treatment. 

A reasonable  starting  dose  is  25  mg,  increasing 
the  dose  by  25  mg  every  3 days  until  panic  attacks 
are  abolished,  200  mg  daily  is  reached,  or  side 
effects  become  intolerable.  If  panic  attacks  con- 
tinue, the  dose  may  be  raised  50  mg  every'  4—7 
days,  until  a 300  mg  daily  dose  is  reached  ( 3)  If  the 
patient  still  experiences  panic  at  300  mg  daily  for  2 
weeks,  referral  to  a psychiatrist  and  serum  deter- 
minations of  imipramine  level  are  advised.  Most  pa- 
tients respond  to  between  150  and  250  mg  daily; 
however,  some  patients  1 5%  - 20% , ) are  quite  sen- 
sitive to  imipramine.  Zitrin  et  al  ( 1 5 ) reported  that 
approximately  20%  of  their  phobic  patients  showed 
a sensitivity  to  imipramine,  responding  to  an  initial 
25  mg  dose  with  jitteriness,  irritability',  or  unusual 
energy'.  Eor  these  patients  a lower  starting  dose  and 
more  gradual  increases  are  indicated.  One  alter- 
native, if  side  effects  are  severe,  is  to  switch  to  a less 
anticholinergic  tricyclic  such  as  desipramine.  If 
orthostasis  is  a problem,  nortriptyline  ( 50—125  mg 
daily ) might  be  tried. 

If  effective,  treatment  should  continue  for  at  least 
6 months,  at  which  point,  if  the  patient  has  been 
panic  free,  the  antidepressant  may  be  tapered  and 
discontinued. 

MONOAMINE  OXIDASE  INHIBITORS  ( MAOIs) 

The  most  commonly  used  MAOI  is  phenelzine,  an 
effective  antipanic  agent  ( 3 )•  The  starting  dose  of 
phenelzine  is  1 5 mg  each  morning,  gradually  raising 
the  dose  by  1 5 mg  each  4—7  days  in  divided  doses 
until  a dose  of  45  mg  is  reached.  If  the  patient  con- 
tinues to  have  panic  attacks  after  receiving  45  mg 
per  day  for  a week,  the  dose  may  be  raised  to  60  mg 
daily.  If  this  do,se  is  not  effective,  the  physician 
should  consider  referring  the  patient  to  a psychia- 
trist. While  common  side  effects  include  in.somnia, 
orthostasis,  and  dry  mouth,  the  major  disadvantage 
of  the  MAOIs  is  the  risk  of  hypertensive  episodes, 
usually  precipitated  by  the  ingestion  of  foods  con- 
taining significant  tyramine  (eg,  aged  cheeses),  or 
medications.  Many  prescribed  medications  ( eg, 
meperidine  hydrochloride ) and  over-the-counter 
medications  (eg,  many  cold  preparations)  must  be 
avoided  (16).  Patients  should  be  given  a diet  card 
and  instructed  to  tell  any  other  doctor  or  dentist 
that  they  are  taking  an  MAOI.  Because  of  these  pre- 
cautions, MAOIs  are  not  recommended  as  a first-line 
treatment.  MAOIs  may  al.so  interact  with  buspirone, 
a new  antianxiety  agent.  Hypertension  has  occurred 
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in  several  patients  who  added  buspirone  to  MAOI 
therapy  (17). 

BENZODIAZEPINES 

While  standard  benzodiazepines  have  not  generally 
been  regarded  as  effective  in  treating  panic,  al- 
prazolam has  been  shown  effective  in  controlled 
clinical  trials  (18),  Alprazolam  may  be  effective  in 
diminishing  both  anticipatory  anxiety  and  panic  at- 
tacks, unlike  antidepressants  and  MAOIs  ( 3 )•  Al- 
prazolam should  be  considered  for  patients  who 
have  been  intolerant  of  the  side  effects  of  a tricyclic 
antidepressant,  do  not  show  signs  of  significant  de- 
pression, and  do  not  have  a history  of  substance 
abuse.  The  most  common  side  effect  is  sedation,  al- 
though stimulant  effects  have  been  reported  (19). 
Other  possible  side  effects  are  decreased  sexual  in- 
terest or  depression  ( 3 ). 

Alprazolam  may  be  started  with  a nighttime  dose 
of  0.25  mg  and  if  this  is  tolerated,  increased  to  0.25 
mg  three  times  a day.  This  dose  may  be  raised  0.5 
mg  every  3 days  or  so.  Most  patients  in  trials  have 
required  from  3 to  6 mg  daily  ( 3 ).  Patients  in  a pri- 
mary care  setting  should  require  less.  As  to  disad- 
vantages, alprazolam  has  a short  half-life  (12  — 20 
hours ) and  must  be  taken  on  a divided  schedule. 
Some  patients  may  require  frequent  dosing  to  avoid 
withdrawal-like  feelings.  Problems  have  been  associ 
ated  with  its  discontinuation  among  panic  patients. 
Patients  taking  more  than  1.5  mg  daily  are  at  risk  for 
withdrawal  symptoms  and  should  be  cautioned  not 
to  abruptly  stop  alprazolam,  as  withdrawal  seizures 
may  result.  A growing  body  of  evidence  suggests 
that  getting  panic  patients  off  alprazolam  can  be  a 
problem  (20).  Breakthrough  panic  attacks,  coupled 
with  what  appears  to  be  a high  frequency  of  with- 
drawal symptoms,  have  made  the  discontinuation  of 
alprazolam  in  some  panic  patients  problematic.  A 
recent  report  ( 2 1 ) of  a multicenter  trial  of  al- 
prazolam in  panic  disorder  recommended  that  pa- 
tients be  treated  for  at  least  6 months  and  that  the 
dose  be  gradually  reduced  over  a prolonged  period 
of  at  least  8 weeks,  once  the  decision  has  been 
made  to  stop  treatment.  Alprazolam  should  be 
tapered  no  more  than  0.5  mg  every  3 days. 

For  these  reasons  imipramine  is  suggested  as  the 
medication  of  choice,  followed  by  changing  to  a less 
anticholinergic  tricyclic  such  as  desipramine  should 
side  effects  be  too  bothersome.  Given  that  panic  at- 
tacks are  blocked,  treatment  should  continue  for 
6 months,  after  which  the  medication  used  may 
gradually  be  withdrawn.  Treatment  failures  most 
commonly  result  from  an  inadequate  trial  (ie,  trial 
too  brief  or  dosage  inadequate)  or  from  the  misun- 
derstanding of  symptoms  ( ie,  confusing  anticipatory 
anxiety  with  panic  attacks).  Most  patients  can  be 
helped  with  adequate  pharmacotherapy,  and  such 
treatment  can  be  quite  gratifying  to  the  physician. 
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For  additional  resources  on  this  topic,  see  the  MORE  ON 
THE  SUBJECTS  department  in  this  issue. 
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of  Texas.  Base  salary  depends  on  credentials,  experience,  and  spe- 
cialty. Excellent  benefit  package  that  includes  housing  allowance  and 
incentive  bonus.  If  you  are  Interested  In  joining  a challenging,  expand- 
ing and  rewarding  medical  staff,  please  send  curriculum  vitae  to: 

Texas  Department  of  Corrections 
P.O.  Box  99,  Medical  Personnel 
Huntsville,  Texas  77342 
409/294-2755 

Equal  Opportunity  Employer  M/F 


TDC 


Texas  Departnient 
Of  Corrections 


A lAJI 

YOU  CAN  KEEP  THEM 
IN  BALANCE- 
YOUR  FAMILY 
AND  YOUR 
MEDICAL  PRACTICE. 

We'd  like  to  help  you  spend  more  time  with  your  family  yet 
receive  professional  satisfaction  from  your  medical  practice. 
As  0 member  of  the  Air  Force  health  core  team,  you'll  be  able 
to  participate  in  our  group  practice  concept  which  will  free  you 
of  most  administrative  duties. 

Air  Force  benefits  ore  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vocation  with  pay  each  year  plus  many 
more  Air  Force  advantages.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 
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SURGICAL  RESEARCH  FACILITIES 


THE  ST.  JOSEPH  SURGICAL  TRAINING  AND  RESEARCH  CENTER* 

is  now  offering  state  of  the  art  facilities  for  contractual  projects  on  a selective 
basis.  This  center  includes; 


RESEARCH  FACILITIES 


FACULTY  & STAFF 


ANIMAL  CARE 


Fully  equipped  operating  suites 
Operating  microscopes 
Surgical  laser 
Pathology  & necropsy  room 
Photography  & videomicroscopy 


Medical  Director  of  Microsurgery 
Assistant  Medical  Director 
Research  Fellow 
Consulting  Veterinarian 
Surgical  Animal  Technicians 
Microsurgical  Technician 
Animal  Caretakers 


Five  individual  animal  housing  areas 
Two  isolation  & quarantine  rooms 
Preoperative  & postoperative  areas 
Clinical  pathology  laboratory 
Diet  kitchen 


In  addition,  this  facility  houses  a large  conference  room,  dictating  carrels, 
computer  facilities,  dressing  rooms,  showers,  large  parking  facilities,  and  an 
extremely  convenient  location  in  downtown  Houston,  Texas. 


St.  Joseph  Hospital 
Houston 


For  more  information  contact: 

Amado  Ruiz-Razura,  M.D. 

The  Surgical  Training  and  Research  Center 
St.  Joseph  Hospital 
1919  LaBranch 
Houston,  Texas  77002 

(713)757-1000,  extention  3829 


•Accredited  by  the  American  Association  for  the  Accreditation  of  Animal  Care 


Is  your  word  processor  keeping 
your  office  “spell”-bound?^ 


Call 

1-800-767-4911 


®pell-checkers  are  great — as  long  as 
the  words  you’re  checking  happen  to  be  in  their  vocabulary.  How  often 
have  you  wished  your  spell-checker  knew  more  about  medicine?  Had 
you  saved  a dime  for  every  time,  you  would  have  enough  already  to  make 
your  wish  come  true: 

‘Pw-7<^>Ute>u  Medical  & Pharmaceutical  Speller 

augments  your  word  processor’s  spelling  dictionary  with  over  35,000 
medical  and  pharmaceutical  terms  to  save  you  time  and  money  by 
making  spell-checking  faster  and  more  comprehensive.  Plus,  Pro-Writer 
includes  more  than  60  new  graphics,  like  the  samples  shown,  to  enhance 
your  documents. 

At  only  $89,  the  speller  will  pay  for  itself  quickly 
in  improved  productivity.  If  you  or  your  office  use  WordPerfect,®  Word,® 
or  any  other  word  processor,  Pro-Writer’s  Medical  & Pharmaceutical 
Speller  is  a must! 


Computer  Rof  eurce  A Support 

100  North  80  East 
Provo,  Utah  84606 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 


DCH 


INTERNAL 
MEDICINE 

ALLERGY 

ArthurT.  Pedersen,  MO  , 

CARDIOVASCULAR  DISEASE 

Michael  B.  Raine,  MD 
Michael  A.  ModelSki,  MD 
Sigmund  W.  Friedland,  MD,, 
Boguslaw  Godlewski,  MO 
John  W.  Kirk,  MD 
Jackie  Mullins,  MD  - 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
R.  Frederick  Gregory,  MP 
Thomas  J.  Hanson,  MP  " 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD  ■ 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Margaret  E.  Bridges,  MD- 
Daniel  -E.  Whittnari,  MD 

GERIATRICS 


EugenejM 


i'-f  I 


Hoyt,  MD 


6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD"^ 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L Travis,  MD  [ 
George  Burnazian,  MD  ; - 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
ponald  R.  Galfione,  MD 
^eve  Rosenbaum,  MD 
James  V.  Ryan,  MD 
TTieresa  Vicro^  MD 


NEUROLOGY 

Donald  J.  Russell,  MD 
iSeorge  Isaacs,  MD 
Ernesto  Infante,  MD--, 
Ftobert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 
Reed  B.  Young;  MD 

NUCLEAR  MEDICINE 

William  L.  Hinds,  MD  ' 
C.  R Eldridge,MD  | 
Joe  B.  Wilson,  MD  ~ 
Richard  J.  FraOfttcnan,  MD 


bNCOLOGY 

,|_ester  L Hoaglin,  MD 
J.i  Peter  Sullivah,  MD 

yarry  R,  Price,  MD 
^ward  Middleroan,  MD 
Martin  Hrgovdc,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

JoerE,-R^d,  MD 
Gene  R.  Ljndley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A; Fernandez,  MD 

RADIOLOGY 

William  L^Hinds,  MD 
C.  P.  Eldridge,  MD 
Charles  Ai  Spain,  MD 
Joe  B.  Wi|$on,  MD 
Howard  J.  Pollock,  MD 
Richard  J.  -Frachtman,  MD 
Susan  S.  Pinero,  MD 
Gregory  S,  Chapman,  MD 

rheumatology 

John  E.  Nbrris,  MD 

administration 

Robert  B.  iflall, 
Admini^ator 

Joan  R.  McClung, 
Associate  Administrator 
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CAPT  ELIZABETH  A BUSS,  MC:,  USAE 
MA)  V.C.  SMITH,  MC,  USAE 
MELVIN  D.  SMITH,  MD 


Chest  wall  hamartoma 
of  infancy 


(jpt  Elizabeth  A Buss, 
MC;,  USAE;  Maj  V.C 
Smith,  MC,  USAE,  and 
Melvin  D Smith,  MI), 
Department  of  Car- 
diothoraeic  Surgerv, 
Wilford  Hall  USAF 
Medical  Center  Send 
reprint  requests  to  Maj 
Smith,  SGHST,  Wilford 
Hall  USAE  Medical  Cen 
ter.  Lackland  Air  Eoree 
Base,  TX  ^8236 


Chest  wall  hamartoma  is  a rare  in  tra thoracic 
mesenchymal  tumor  occioring  in  infants  and  usu- 
ally present  from  birth.  The  tumor  arises  from  the 
ribs  and  is  a histologically  benign  focal  over- 
growth of  nonnal  skeletal  elements.  Infants  often 
present  with  respiratory  problems.  We  report  a case 
of  a 5 -month-old  i)ifant  with  a chest  wall  hamar 
toma  who  presented  with  a fever  of  unknown 
origin. 

KJA’  WORDS:  HAMARTffMA,  CHE.ST  W ALL,  INFANCTE 


AS-month-old  male  infant  presented  to 

Wilford  Hall  Medical  Center,  San  Antonio, 
Tex,  following  one  month  of  otitis  media  and 
intermittent  fever.  Multiple  courses  of  oral  anti- 
biotics successfully  treated  the  otitis  media,  but  the 
fever  persisted.  There  was  no  history'  of  respiratory 
distress  or  pneumonia.  Physical  examination  re- 
vealed a 0.5  cm  palpable  bony  deformity  along  the 
right  lateral  chest  wall  in  the  anterior  axillary  line 
and  slightly  decreased  breath  sounds  over  the  entire 
right  side  of  the  thorax. 

Laboratory'  results  showed  a white  blood  cell 
count  of  10,700/mm'  and  a hematocrit  of  28.5%. 

A urinary  VMA  level  was  normal.  A chest  radiograph 
demonstrated  an  intrathoracic  mass  8 cm  in  diame- 
ter in  the  upper  riglit  side  of  the  thorax  with  patho- 
logic fractures  of  the  fourth  and  fifth  ribs  ( Fig  1 ). 
Computerized  tomography  of  the  chest  demon- 
strated an  8 X 8 cm  right  intrathoracic  mass  of  soft 
tissue  density'  arising  from  the  fourth  rib  with  com- 
pression but  no  invasion  of  lung  parenchyma  ( Fig  2 ). 
A technetium-labelled  methylene  diphosphate  bone 
scan  showed  increased  uptake  in  the  lateral  right 
fourth  and  fifth  ribs.  Aortic  arch  arteriography 
showed  a superior  orientation  of  the  right  inter- 
costal arteries.  Magnetic  resonance  imaging  demon- 
strated two  different  tissue  density  components  of 


the  mass.  More  specifically',  a 3 cm  soft-tissue  mass 
arising  from  the  fourth  and  fifth  ribs  was  associated 
with  a 5 cm  cystic  mass  (Fig  3). 

An  exploratory  right  posterolateral  thoracotomy 
revealed  a well-encapsulated  3 cm  solid  mass  arising 
from  the  fourth  and  fifth  ribs  in  continuity  with  a 
5 cm  cystic  hemorrhagic  mass  which  extended  into 
the  right  hemithorax.  There  was  compression  but 
not  invasion  of  the  right  upper  and  middle  lobes  of 
the  lung.  En-bloc  resection  of  the  right  chest  wall 
mass  with  ribs  3 through  6 was  performed.  The 
chest  wall  defect  was  reconstructed  with  a poly- 
tetrafluoroethylenc  patch  ( Fig  4 ).  The  infant  did 
well  postoperatively,  and  was  discharged  on  the  sev- 
enth postoperative  day.  The  fever  disappeared  after 
surgery,  but  we  attributed  it  to  resolution  of  the 
otitis  media. 

Pathological  examination  of  the  tumor  revealed  a 
benign  mesenchymal  hamartoma,  with  reactive 
bone,  hemorrhagic  elements,  and  proliferating  car- 
tilage. ITie  cartilaginous  hamartoma  had  associated 
elements  of  aneury  smal  bone  cyst  formation. 

Discussion 

Benign  mesenchymoma  of  the  chest  wall  is  a rare 
tumor  which  may  present  with  respiratory  prob- 
lems at  birth  or  in  early  infancy'.  A chest  wall  mes- 
enchymoma is  an  excessive  overgrowth  of  mature 
normal  skeletal  elements  ( 1 ).  The  tumor  is  usually 
benign,  although  six  cases  of  intrathoracic  malig- 
nant mesenchymoma  have  been  reported  in  the 
literature  ( 2 ). 

ITtc  presentation  of  infants  with  this  tumor  varies 
from  an  incidental  finding  on  chest  radiograph  to  se- 
vere respiratory'  distress  ( 3 )•  Diagnostic  radio- 
graphic  studies  include  chest  roentgenogram,  which 
reveals  an  extrapleural  mass  involving  one  or  more 
ribs,  often  with  calcification.  The  mass  usually  arises 
from  two  or  more  adjacent  ribs.  Computerized  to- 
mography of  the  chest  can  demonstrate  rib  erosion 


/ Chest  radiographs 
( posteroanterior  and 
lateral  views) 
demonstrate  large 
right  intrathoracic 
mass.  Note  rib  erosion 
seen  on  Fig  la 
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and  deformin’  by  extrinsic  compression  from  the 
tumor.  Bone  scan  reveals  increased  uptake  in  the  in- 
volved chest  wall,  but  this  is  not  specific  ( 3 )■ 

ITie  clinical  course  in  infants  with  chest  wall 
hamartoma  is  usually  benign  and  self-limited.  Sur- 
gical excision  is  indicated  if  there  is  progressive 
growlh  of  the  mass  and  to  confirm  that  the  tumor  is 
benign  ( 4 ).  VC'ide  en-bloc  resection  of  chest  wall 
hamartomas  should  include  several  centimeters  of 
rib  on  either  side  of  the  tumor,  as  well  as  normal 
ribs  above  and  below  (6).  C>hest  wall  defects  are 
extensive  and  can  be  repaired  with  prosthetic 
materials. 

Long-term  follow-up  has  shown  that  although  sur- 
gical resection  is  curative,  scoliosis  is  frequent  in 
adolescence,  secondary  to  the  extensive  chest  wall 
resection  ( 1 ). 


2.  CT  scan  shows  soft 
tissue  density  mass 
arising  from  the  right 
fourth  rib 


Summary 

We  report  a case  of  an  infant  with  a fever  of  un- 
known origin,  w ho  had  a large  intrathoracic  mes- 
enchymoma seen  on  chest  radiograph.  Although 
chest  wall  hamartoma  is  usually  a benign  intra- 
thoracic tumor,  surgical  resection  is  indicated  to  re- 
lieve respirator)'  symptoms  and  to  confirm  the 
benign  nature  of  the  tumor. 
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More  on  the  Siibjects 


The  TMA  Memorial  Library  staff  compiled  this  bibliography 
for  several  of  the  major  topics  covered  this  month  in  Texas 
Medicine  All  of  the  listed  resources  are  available  in  the  li- 
brary. For  information,  call  the  Memorial  Library  at  (512) 
477-6704.  TMA  members  also  may  request  research  on  any 
medical  topic.  Books,  audiovisuals,  and  copies  of  journal  ar- 
ticles are  available  by  calling  or  writing  the  library.  In  most 
cases,  your  request  can  be  processed  within  24  hours. 
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Journal  Articles 
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Mich  Med  85(3):95-96,  1986. 

Glass  RM:  AIDS  and  suicide  [editorial].  JAMA 
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Marzuk  PM:  AIDS  patients  are  at  increased  risk  for  suicide 
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Saunders  JM,  Buckingham  SL:  Suicidal  AIDS  patients:  when  the 
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Audiovisual 

Counseling  the  HfV  antibody  positive  patient.  1 5 min  VHS 
video.  Niemack  Hassock  Productions,  Los  Angeles,  1987. 


PANIC  DISORDER:  DIAGNOSIS  AND  TREATMENT 
Journal  Articles 
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Panic  disorder:  the  nameless  fear.  1 8 min  VHS  video.  Network 
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Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physi- 
cians, physicians  who  want  to  be,  not 
salesmen,  accountants,  and  lawyers, 
but  physicians.  For  such  physicians, 
we  offer  a practice  that  is  practically 
perfect.  In  almost  no  time  you  experi- 
ence a spectrum  of  cases  some  physi- 
cians do  not  encounter  in  a lifetime. 
You  work  without  worrying  whether 
the  patient  can  pay  or  you  will  be 
paid,  and  you  prescribe,  not  the  least 
care,  nor  the  most  defensive  care,  but 
the  best  care. 

If  that  is  what  you  want,  join  the 


physicians  who  have  joined  the 
Army.  Army  Medicine  is  the  perfect 
setting  for  the  dedicated  physician. 
Army  Medicine  provides  wide-rang- 
ing opportunities  for  the  student, 
the  resident,  and  the  practicing 
physician. 

Army  Medicine  offers  fully  accred- 
ited residencies  in  virtually  every 
specialty.  Army  residents  generally 
receive  higher  compensation  and 
greater  responsibility  than  do  their 
civilian  counterparts  and  score 
higher  on  specialty  examinations.  If 


you  are  currently  in  a residency 
program  such  as  Orthopedics,  Neuro- 
surgery, Urology,  General  Surgery, 
or  Anesthesiology,  you  may  be  eligi- 
ble for  the  Army’s  Sponsorship 
Program. 

Army  Medicine  offers  an  attractive 
alternative  to  civilian  practice.  As  an 
Army  Officer,  you  receive  substan- 
tial compensation,  extensive  annual 
paid  vacation,  a remarkable  retire- 
ment plan,  and  the  freedom  to  prac- 
tice without  endless  insurance  forms, 
malpractice  premiums,  and  cash 
flow  worries. 


Army  Medicine: 

The  practice  thaf  s 
practically  all  medicine. 


CPT  JIM  MUNDY 

ATTN:  SGPS-PDO-AD(FSH) 

8610  NORTH  NEW  BRAUNFELS,  SUITE  418 
SAN  ANTONIO,  TX  78217 

(512)  826-0836 


Dates  and  Locations 
August  24  • Fort  Worth 
August  28  • San  Antonio 
August  29  • Austin 
August  30  • Houston 
August  31  • Dallas 
September  5 • Lubbock 
September  6 • Amarillo 
September  7 • Abilene 


Texas  Medical  Association  Special  Seminar  Series 

“Workers’  Compensation — 

Rules,  Regulations  and  Payments” 

Presented  by  Harold  Whittington  and  Associates 
Program  Highlights 

• How  does  the  new  Workers’  Comp,  legislation  affect  physicians? 

• How  do  I use  the  Official  Medical  Fee  Guideline? 

• What  are  the  changes  I should  know  about  in  the  1989  lAB  fee  guidelines? 

• What  is  a Relative  Value  Scale  and  how  do  I use  it? 

• When  do  I use  the  new  RVS  and  when  do  I bill  by  report? 

• What  happens  if  there  is  no  code? 

• How  to  use  modifiers  and  collect  extra  payments. 

• Physicians’  rights  and  responsibilities  under  the  new  guidelines. 

• How  to  successfully  appeal  improper  payments. 

• What  is  the  role  of  a fourth  party  payment  administrator? 

• Under  what  circumstances  is  the  carrier  justified  in  not  paying  the  Official 
Medical  Fee  Guideline? 
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PHYSICIANS  CARING  FOR  TEXANS 


Who  Should  Attend? 

Physicians,  office  managers,  office  staff 

Time 

Registration:  5:30-6:30  pm 
Workshop:  6:30-8:30  pm 
Refreshments  and  light  snacks  wtll  be  served. 


Registration  fee: 

TMA  member  or  office  staff: 

$50  per  person 

TMA  non-member  or  office  staff: 
$70  per  person 


For  more  information  or  to  register 
Contact  TMA  Office  of 
Practice  Management  Services, 
512/477-6704,  ext.  261  or  262. 
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Consent  requirements  for 
treatment  of  minors 

The  American  Academy  of  Family  Physicians,  the  American 
Academy  of  Pediatrics,  the  American  College  of  Obstetricians 
and  Gynecologists,  the  Nurses  Association  of  the  American 
College  of  Obstetricians  and  Gynecologists,  and  the  National 
Medical  Association  recently  released  guidelines  aimed  at 
protecting  the  privacy  of  adolescent  patients.  The  organiza- 
tions stated  that,  in  many  cases,  young  people  will  not  con- 
fide in  health  professionals  if  the  young  people  feel  that  these 
discussions  will  be  reported  to  their  parents.  Ultimately,  the 
organizations  said,  health  risks  to  adolescents  are  so  impell- 
ing that  legal  barriers  and  deference  to  parental  involvement 
should  not  stand  in  the  way  of  needed  health  care. 

In  Texas  there  is  a statute  regarding  consent  for  medical 
treatment  of  minors,  which  responds  to  the  above  organiza- 
tions' concerns  about  confidentially  treating  children  for 
substance  abuse,  sexually  transmitted  diseases,  and  suicide 
prevention.  However,  the  statute  is  silent  in  regard  to  medical 
treatment  involving  prescription  contraceptives.  By  negative 
inference,  the  statute  would  preclude  a minor  on  her  own 
from  making  a decision  about  abortion.  This  article  exam- 
ines Texas  statutes  dealing  with  consent  for  medical  treat 
ment  for  minors  and  discusses  US  Supreme  Court  decisions 
on  a minor’s  rights  to  abortions  and  contraceptives. 

Parental  consent 

The  law  vests  almost  exclusively  with  a minor’s  parent  the 
power  to  consent  to  medical,  psychiatric,  and  surgical  treat- 
ment of  the  child  ( 1 ).  A “parent”  can  be  a mother,  the  child’s 
legitimate  father  or  a man  who  has  been  adjudicated  to  be  the 
biological  father,  or  an  adoptive  mother  or  father,  but  not  a 
parent  with  whom  the  parent-child  relationship  has  been  ter- 
minated (2  at  [3])-  The  law  is  phrased  in  such  a way  that  con- 
sent to  a minor’s  treatment  appears  to  be  needed  from  only 
one  parent.  Therefore,  if  a minor — a person  under  1 8 who  has 
never  been  married  and  who  has  not  been  declared  an  adult 
by  a court  (2  at  [ 1 ]) — requires  medical  attention,  a Texas  phy- 
sician typically  should  obtain  the  consent  of  one  of  the  child’s 
parents.  However,  in  a case  where  a minor’s  condition  requires 
prompt  attention  for  the  preservation  of  life  and  limb,  as  in  the 
case  of  Moss  v Rishworth,  such  attention  should  be  given  im- 
mediately regardless  of  whether  consent  has  been  received 
( 3 )•  Naturally,  the  appropriate  staff  should  continue  efforts  to 
notify  a parent  and  secure  consent  for  continuing  treatment. 

In  regard  to  a child  of  divorced  parents,  the  sole  managing 
conservator  (the  parent  who  has  custody  of  the  child  during 
the  week ) retains  all  powers  of  a parent  to  the  exclusion  of  the 
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Other  parent,  subject  to  the  weekend  parent’s  rights  as  a pos- 
sessory' conservator  ( 4 ).  By  law,  the  possessory  conservator 
has  only  the  power  to  consent  to  medical  and  surgical  treat- 
ment during  an  emergency  involving  an  immediate  danger  to 
the  child’s  health  and  safety  ( 5 ).  Therefore,  the  managing  con- 
servator is  the  person  from  whom  a physician  must  obtain  con- 
sent to  treat  a child  of  divorced  parents.  The  possessory 
conservator’s  power  to  give  consent  to  emergency  treatment 
for  his  or  her  child  is  illusory  because  a physician  may  render 
medical  treatment  without  consent  in  an  emergency  that 
threatens  life  or  limb. 

A Texas  appeals  court  defined  the  treatment  to  which  a par- 
ent or  other  legally  authorized  person  may  consent  on  behalf 
of  a child  in  Little  v Little  (6).  This  case  dealt  with  whether  the 
mother/guardian  of  a 1 4-year-old  girl  suffering  from  Down’s 
syndrome  could  consent  for  her  daughter  to  donate  one  of  her 
kidneys  to  her  brother  suffering  from  end  stage  renal  disease. 
The  court  stated  that  the  power  of  parents,  managing  conser- 
vators, and  guardians  to  consent  to  surgical  intrusions  upon  a 
minor  or  ward  is  limited  to  the  power  to  consent  to  medical 
“treatment.”  The  courts,  quoting  a legal  dictionary,  stated  that 
such  “treatment”  is  limited  to  “the  steps  taken  to  effect  a cure 
of  an  injury'  or  disease  . . . including  examination  and  diagnosis 
as  well  as  application  of  remedies.”  The  court  noted  that  the 
definition  of  “treatment”  would  not  encompass  a nephrectomy, 
but  allowed  the  mother  to  consent  on  the  grounds  that  her 
daughter  would  receive  psychological  benefits.  If  the  case  law 
definition  of  “treatment  ” is  taken  literally,  it  is  arguable  that  a 
parent  could  not  consent  to  some  types  of  eosmetic  surgery. 
However,  case  law  discussions  of  what  constitutes  “treatment” 
to  which  a parent  can  consent  usually  occur  in  regard  to  organ 
donation  or  sterilization,  not  cosmetic  surgery. 

Other  adult  and  institutional  consent 

ITiere  are  exceptions  to  the  rule  that  only  parents  may  consent 
to  their  children’s  medical  treatment.  ITie  following  statute, 
copied  verbatim  due  to  the  technicalities  that  such  consent 
must  meet,  lists  those  persons  and  entities  who  also  may  con- 
sent for  medical  treatment  of  children: 

( a ) Any  of  the  following  persons  may  consent  to  medical 
treatment  of  a minor  when  the  person  having  the  power  to 
consent  as  otherwise  provided  by  law  cannot  be  contacted 
and  actual  notice  to  the  contrary  has  not  been  given  by  that 
person: 

( 1 ) a grandparent; 

( 2 ) an  adult  brother  or  sister; 

( 3 ) an  adult  aunt  or  uncle; 

( 4 ) an  educational  institution  in  which  the  minor  is  en- 
rolled that  has  received  written  authorization  to  consent 
from  the  person  having  the  power  to  consent  as  otherwise 
provided  by  law; 

(5)  any  adult  who  has  care  and  control  of  the  minor 
and  has  written  authorization  to  consent  from  the  person 
having  the  power  to  consent  as  otherwise  provided  by  law; 

(6 ) any  court  having  jurisdiction  of  the  child;  or 

( 7 ) any  adult  responsible  for  the  care  and  control  of  a 
minor  under  the  jurisdiction  of  a juvenile  court  or  com- 
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mittcd  by  a juvenile  court  to  the  care  of  an  agency  of  the 
state  or  county,  if  the  adult  has  reasonable  grounds  to  be 
lieve  the  minor  is  in  need  of  immediate  medical  treat- 
ment. The  person  giving  consent,  a physician  or  dentist 
licensed  to  practice  medicine  or  dentistrv’  in  this  state,  or 
a hospital  or  medical  facility  shall  not  be  liable  for  the  ex- 
amination and  treatment  of  a minor  under  this  subsection 
except  for  his  or  her  own  acts  of  negligence. 

(b)  The  Texas  Youth  Commission  may  consent  to  the 
medical  treatment  of  any  minor  committed  to  it  under  this 
code  when  the  person  having  the  power  to  consent  has 
been  contacted  and  actual  notice  to  the  contrary  has  not 
been  given. 

(c)  Any  of  the  following  persons  may  consent  to  the  im- 
munization of  a minor  that  is  required  for  admission  to  a 
daycare  center,  an  elementary'  or  secondary  school,  or  an  in- 
stitution of  higher  education  under  Section  2.09,  Education 
Code,  or  Section  42.043,  Human  Resources  Code,  when  the 
person  having  the  power  to  consent  as  otherwise  provided 
by  law  has  received  information  on  the  benefits  and  adverse 
effects  of  the  immunizations  to  be  administered  and  has  so 
indicated  in  writing  on  the  form  or  format  promulgated  by 
the  Texas  Department  of  Health: 

(1)  a grandparent; 

(2)  an  adult  brother  and  sister; 

(3)  an  adult  aunt  or  uncle; 

(4)  a step-parent; 

(5)  a daycare  center,  licensed  child  care  facility,  or  an 
educational  institution  in  which  the  minor  is  enrolled  that 
has  received  written  authorization  to  consent  from  the 
person  having  power  to  consent  as  otherwise  provided 
by  law; 

(6)  any  adult  who  has  care  and  control  of  the  minor 
and  has  notarized  authorization  to  consent  from  the  per- 
son having  the  power  to  consent  as  otherwi,se  provided 
by  law;  or 

(7)  any  court  having  jurisdiction  of  the  child  (7). 

The  law  specifies  the  content  of  the  consent  form  and  cir- 
cumstances under  which  consent  must  be  given  ( 8 ).  Such  con- 
sent to  medical  treatment  for  a minor  must  be  in  writing, 
signed  by  the  person  giving  consent,  and  given  to  the  physi- 
cian, hospital,  or  other  medical  facility  that  administers  the 
treatment.  The  signed,  written  consent  must  contain: 

1.  The  minor’s  name. 

2.  The  name  of  one  or  both  parents,  if  known,  and  the 
name  of  the  managing  conservator  or  guardian,  if  either  has 
been  appointed. 

3.  The  name  of  the  person  giving  consent  and  his  or  her 
relation  to  the  minor. 

4.  A statement  describing  the  medical  treatment  for 
which  consent  is  being  given. 

5.  The  date  the  treatment  is  to  begin. 

Minor’s  consent 

Texas  law  does  provide  an  exception  to  the  general  principle 
that  minors  are  legally  incapable  of  giving  consent  to  treat- 


ment (9).  A minor  may  con.sent  independently  to  hospital, 
medical,  surgical,  or  dental  care  by  a licensed  physician  or 
dentist  if  the  minor: 

1.  Is  on  active  duty  with  the  armed  services  of  the  United 
States. 

2.  Is  at  least  16  years  old  and  resides  separate  and  apart 
from  his  parents,  managing  conservator,  or  guardian  (with  or 
without  their  consent  and  regardless  of  the  duration  of  such 
residence ) and  manages  his  own  financial  affairs. 

3.  Consents  to  diagnosis  and  treatment  of  any  infectious, 
contagious,  or  communicable  disease  that  the  law  requires 
licensed  physicians  and  dentists  to  report  to  a local  health 
officer  or  the  Texas  Department  of  Health,  including  all 
sexually  transmitted  diseases. 

4.  Is  unmarried  and  pregnant  and  consents  to  hospital, 
medical,  or  surgical  treatment  related  to  her  pregnancy, 
other  than  abortion  ( emphasis  added ). 

5.  Consents  to  examination  and  treatment  for  chemical 
addiction,  chemical  dependency,  or  any  other  condition  di- 
rectly related  to  chemical  use. 

Under  this  law,  physicians,  dentists,  hospitals,  or  other  medi- 
cal facilities  may  rely  on  the  minor’s  written  statement  explain- 
ing the  grounds  on  which  the  minor  hxs  capacity  to  consent  to 
his  own  medical  treatment,  thus  relieving  the  health  care  pro- 
vider from  corroborating  the  minor’s  grounds  for  consent. 

A physician  or  dentist  who  examines  and  treats  minors 
under  this  law  is  liable  only  for  their  acts  of  negligence.  When 
a minor  appropriately  consents  to  his  or  her  own  care,  a physi- 
cian or  dentist  may  at  his  or  her  discretion  inform  the  parent. 

Additionally,  a minor  may  consent  to  counseling  or  counsel- 
ing in  conjunction  with  treatment  by  a physician,  psychologist, 
counselor,  or  social  worker  for  sexual  abuse,  physical  abuse, 
suicide  prevention,  or  chemical  addiction,  dependency,  or 
abu.se.  Such  counseling  may  be  rendered  by  a physician  and 
the  above  professionals  on  the  basis  of  the  appropriate  written 
statement  by  the  minor  and  may  be  divulged  to  the  parent  if  so 
desired.  Liability'  for  counseling  will  not  attach  except  as  a re- 
sult of  negligence  or  willful  mi.sconduct. 

Consent  for  abortion 

In  Roe  V Wade,  the  Linited  State  Supreme  Court  held  that  a 
woman’s  right  to  obtain  an  abortion  is  part  of  the  right  of  pri- 
vacy protected  by  the  Fourteenth  Amendment  to  the  US  Con- 
stitution ( 10).  However,  the  court  acknowledged  that  some 
state  regulation  of  areas  protected  by  the  right  is  appropriate. 

A summary'  of  the  decision  states: 

( a ) For  the  stage  prior  to  approximately  the  end  of  the 
first  trimester,  the  abortion  decision  and  its  effectuation 
must  be  left  to  the  medical  judgment  of  the  pregnant 
woman’s  attending  physician. 

( b ) For  the  stage  subsequent  to  approximately  the  end  of 
the  first  trimester,  the  State  in  promoting  its  interest  in  the 
health  of  the  mother,  may,  if  it  chooses,  regulate  the  abor- 
tion procedure  in  ways  that  are  reasonably  related  to  mater- 
nal health. 
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( c ) For  the  stage  subsequent  to  viability,  the  State  in  pro- 
moting its  interest  in  the  potentiality  of  human  life,  may,  if  it 
chooses,  regulate,  and  even  proscribe,  abortion  except 
where  it  is  necessary,  in  appropriate  medical  judgment,  for 
the  preservation  of  the  life  and  health  of  the  mother  (11). 

The  Roe  v Wade  decision  dealt  only  with  adult  women,  and 
the  rights  of  minors  specifically  were  left  for  definition  in  other 
cases.  In  1976,  in  Planned  Parenthood  of  Central  Missouri  v 
Danforth  (12),  the  US  Supreme  Court  held  unconstitutional  a 
Missouri  statute  containing  consent  provisions  similar  to  Texas 
law.  The  Danforth  decision  held  that  “the  state  may  not  impose 
a blanket  provision  . . . requiring  the  consent  of  a parent  or 
person  in  loco  parentis  as  a condition  for  abortion  of  an  un- 
married minor  during  the  first  1 2 weeks  of  her  pregnancy.”  In 
Bellotti  V Baird,  the  US  Supreme  Court  also  struck  down  a Mas- 
sachusetts statute  that  required  either  prior  consent  by  parents 
or,  if  refused,  consent  by  a court  for  performance  of  a minor’s 
abortion  (13). 

The  court  concluded: 

. . . every  minor  must  have  the  opportunity — if  she  so  de- 
sires— to  go  directly  to  a court  without  first  consulting  or 
notifying  her  parents.  If  she  satisfies  the  court  that  she  is  ma- 
ture and  well  informed  enough  to  make  intelligently  the 
abortion  decision  on  her  own,  the  court  must  authorize  her 
to  act  without  parental  consultation  or  consent.  If  she  fails 
to  satisfy  the  court  that  she  is  competent  to  make  this  deci- 
sion independently,  she  must  be  permitted  to  show  that  an 
abortion  nevertheless  would  be  in  her  best  interests.  If  the 
court  is  persuaded  that  it  is,  the  court  must  authorize  the 
abortion.  If,  however,  the  court  is  not  persuaded  by  the 
minor  that  she  is  mature  or  that  the  abortion  would  be  in 
her  best  interests,  it  may  decline  to  sanction  the  operation. 

These  cases  indicate  that  a physician  in  Texas  who  performs 
an  abortion  at  the  request  of  an  unemancipatcd  minor  who  is 
mature  and  well  informed  enough  to  make  the  decision  most 
likely  will  not  be  held  liable  in  civil  damages  to  the  minor's 
parents  for  operating  without  their  consent. 

However,  there  is  the  chance  that  a physician’s  determina- 
tion as  to  what  a mature  and  well  informed  minor  is  will  not 
coincide  with  the  court’s  opinion  if  parents  of  such  a minor 
sue  a physician  for  performing  an  abortion  on  their  daughter. 

Consent  for  contraceptives 

In  Carey  v Population  Services  International,  the  US  Supreme 
Court  struck  down  a New  York  statute  that  made  criminal  the 
sale  or  distribution  of  contraceptives  of  any  kind  to  minors 
under  16,  insofar  as  it  applied  to  nonprescription  contracep- 
tives ( 14 ). 

The  court  stated  that  since  the  state  may  not  impose  a blan- 
ket requirement  of  parental  consent  to  a minor’s  choice  to 
terminate  her  pregnancy,  the  constitutionality  of  a blanket  pro- 
hibition of  the  distribution  of  contraceptives  to  minors  is  fore- 
closed. The  appellants  argued  that  significant  state  interests  are 
served  by  restricting  minors’  access  to  contraceptives  because 
free  availability  to  minors  of  contraceptives  would  lead  to  in- 


creased sexual  activity  among  the  young,  in  violation  of  the 
policy  of  New  York  to  discourage  such  behavior.  They  argued 
that  minors’  sexual  activity  may  be  deterred  by  increasing  the 
hazards  attendant  on  it.  The  court  rejected  this  argument,  cit- 
ing language  from  a previous  decision:  “It  would  be  plainly 
unreasonable  to  assume  that  (the  State)  has  prescribed  preg- 
nancy and  the  birth  of  an  unwanted  child  (or  the  physical  and 
psychological  dangers  of  an  abortion ) as  punishment  for 
fornication.” 

Although  the  decision  in  Carey  dealt  only  with  nonprescrip- 
tion contraceptives,  it  is  fair  to  say  that  it  could  be  extended  to 
prescription  contraceptives  because  the  basic  premise  of  the 
court  was  that  an  absolute  ban  on  distribution  of  contracep- 
tives to  minors  could  not  withstand  constitutional  scrutiny 
because  access  to  such  material  is  essential  to  exercise  a funda- 
mental right — the  right  to  privacy  in  connection  with  deci- 
sions affecting  procreation.  In  fact,  the  US  Court  of  Appeals  for 
the  Sixth  Circuit  held  in  Doe  v Irwin  that  a publicly  operated 
family  planning  clinic  in  Michigan  did  not  unconstitutionally 
infringe  on  parents’  rights  by  distributing  contraceptive 
devices  and  medication  ( including  birth  control  pills ) to  un- 
emancipated minors  without  parental  consent  or  prior  notifica- 
tion ( 15 ). 

In  light  of  the  foregoing  cases  and  particularly  since  abortion 
decisions  (a  much  more  significant  treatment  decision)  can  be 
made  by  a mature  and  well  informed  minor,  it  is  posited  that 
Texas  physicians  may  prescribe  contraceptives  at  the  request 
of  a mature  and  well  informed  minor. 

Conclusion 

As  stated  in  the  introduction,  five  national  medical  organiza- 
tions have  called  for  protection  of  privacy  between  health  pro- 
fessionals and  teenagers.  These  organizations  suggest  that 
when  a physician  establishes  an  independent  relationship  with 
an  adolescent  patient,  the  relationship  should  be  clearly  de- 
fined to  both  parents  and  teenagers.  Such  a relationship  should 
mean  that: 

1.  The  adolescent  will  have  an  opportunity  for  examina- 
tion and  counselling  that  will  be  private  and  apart  from  the 
parent. 

2.  ITie  adolescent  must  understand  that  in  life-threatening 
emergencies,  the  provider  will  abrogate  this  confidentiality. 

3.  Parents  should  work  out  means  to  facilitate  communi- 
cation about  appointments,  payment,  or  other  matters  dur- 
ing the  transition  period  when  the  adolescent  is  moving 
toward  responsibility  for  his  or  her  own  health. 

It  is  suggested  for  Texas  physicians  that  this  relationship  be 
documented  in  writing  and  acknowledged  by  physician,  teen, 
and  parent. 

For  those  situations  where  the  above  independent  relation- 
ship has  not  been  affirmed  by  all  parties,  it  is  important  for 
Texas  physicians  to  know  the  statutory  scheme  of  consent  in 
Texas  and  to  keep  abreast  of  US  Supreme  Court  decisions  on 
the  sensitive  areas  of  contraception  and  abortion. 

HELENE  ALT  THOMPSON,  JD 

Associate  Counsel 
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SPECIALIZED 

TDEATMEST 

"You  deserv'e  the  same  guidance 
and  consideration  from  an  autci- 
mobile  specialist  that  you  expect 
from  an)'  professional.  Call  and  ask 
me  about  our  special  physician's 
program." 


General  Manager 

(817)  7/8-4256 

MERCEDES-BENZ 

VOIjVO 

Sales 
Semce 
Leasing 

B A t f 0 N E S M 0 T fl  K S 

5202  Midway  Drive  / Temple,  Texas  76502 


TSIGIMIS 


we  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
)N  new  professionai  associations,  obtain 
CME  credit  and  help  support  the  Afr 
\ Force  mission.  For  those  who  qualify, 

- \ retiremeht  credit  can  be  obtained  as 
' well  as  low  cost  life  insurance.  One 
weekend  a month  plus  two  weeks  a 
year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your 
country 


Call:(512)369-1007 
Or  Fill  Out  Coupon  and  Mail  Today! 
To:  USAF  Reserve  Recruiting  Office 
2610  RRG/RSH 

Bergstrom  AFB,  TX  78743-6002 
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.Zip. 


Phone . 


.Prior  Service?  Yes . 
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Medical  Specialty . 
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Socioeconomics  of  fAedicine 


Delegates  approve  protocol  for 
third-party  telephone  review 

The  Texas  Medical  Association  Physician  Patient  Advocacy 
ComtJiittee  has  conducted  an  extensive  study  of  the  telephone 
utilization  review  activities  of  private  third-party  payers  and 
self-insured  atrangenients.  Matty  of  these  organizations  con- 
tract with  private  Jinns  to  conduct  pre-certification  and  con- 
current review  of  hospital  admissions.  These  revietvs  often 
are  accomplished  by  telephoning  the  attending  physician’s 
office.  The  procedures  and  criteria  used  by  these  firms  and  the 
cptalifications  of  their  review  staff  var\’  greatly.  Physicians 
and  their  office  staff  are  spetiding  an  increasing  amount  of 
time  dealing  with  telephone  utilization  review.  These  review 
fimis  are  not  regulated  or  controlled  by  cmy  agency,  hi  re- 
sponse to  the  concerns  expressed  by  physicians  in  dealing 
with  telephone  utilization  review,  Texas  Medical  Associa 
tion's  House  of  Delegates  has  approved  the  “Texas  Medical 
Association  Recommended  Protocol  for  Physicians  Respond- 
ing to  Private  Third  Party  Telephone  Review. " The  guidelines 
address  concents  about  confidentiality,  physician  docu- 
mentation. patient  advocacy,  appeals,  and  cost  and  hilling. 

KJr>'  WORDS:  THXAS  MKDICAl.  ASSOCIATION,  THI.HPIIONH  RKVIHW',  IIOSPI 
TAL,  IITII.IZATION 

TMA’s  Physician-Patient  Advocacy  Committee  recommended 
the  following  guidelines  for  physicians  and  their  stalls  in  han- 
dling private  third-party  telephone  utilization  review  require- 
ments, and  the  association's  House  of  Delegates  approved  the 
recommendation  during  its  meeting  May  11—14  in  Fort  Worth. 

Confidentiality 

Before  providing  confidential  medical  information  to  tele- 
phone reviewers,  physicians  should  obtain  from  the  caller 
( a ) his  or  her  name  or  identification  number  and  the  organiza- 
tion he  or  she  works  for,  ( b ) the  name  of  the  insurance  com- 
pany or  arrangement  for  whom  they  are  calling,  and  ( c ) the 
full  name  of  the  patient  and  his  or  her  group  and/or  certificate 
number. 

Phvsicians  should  not  provide  confidential  medical  informa- 

60  tion  unless  the  caller  provides  the  requested  information. 

In  order  to  protect  confidential  and  sensitive  medical  infor- 
mation, physicians  should  provide  telephone  reviewers  with 
only  that  information  which  is  directly  related  to  the  need  for 
ho.spital  admission  or  continued  stay  and  should  not  provide 
sensitive  or  detailed  information  that  is  not  germane  to  the  ad- 
mission. Callers  should  be  referred  to  the  hospital  medical 
record  for  more  complex  cases. 

Physicians  should  consider  obtaining  from  the  patient  a 
signed  consent  regarding  provision  of  medical  information  to 
authorized  reviewers  (for  the  purpose  of  complying  with  uti- 
lization review  regulations  of  insurance  companies  or  insured 
arrangements ).  Such  consent  should  cover  both  written  or 
telephone  information.  Note:  Lack  of  a signed  consent  in  the 
physician’s  office  does  not  preclude  the  need  to  provide  infor- 


mation, since  a patient  may  have  signed  a general  consent 
allowing  such  companies  to  request  information. 

Documentation 

Physicians  .should  document  or  place  in  the  patient’s  record 
(a)  the  date(s)  of  telephone  utilization  review  calls,  (b)  the 
name(s)  of  the  caller  and  company  for  whom  he  or  she  works, 
and  (c)  any  disagreement  with  the  review  decision(s). 

Physicians  should  document  any  abusive  calls  from 
reviewers. 

Physicians  should  document  the  time  spent  in  cooperating 
with  and  completing  telephone  utilization  review  requirements. 

Physicians  should  document  in  the  patient’s  record  and  no- 
tify patients  of  attempts  to  call  or  return  calls  to  review  firms, 
which  could  not  be  completed  because  of  lack  of  access  to  a 
reviewer  or  being  placed  on  hold  for  more  than  a reasonable 
amount  of  time. 

Patient  advocacy 

Physicians  should  involve  the  patient  or  his  or  her  represen- 
tative in  discussing  and  approving  admission  or  continued 
treatment,  if  the  physician  feels  it  is  necessary  and  the  review 
firm  has  denied  payment.  The  physician  should  clearly  identify 
the  risks  of  not  providing  treatment,  and  the  potential  financial 
impact  on  the  patient.  Fhe  physician  should  document  the  pa- 
tient’s decision. 

If  the  physician  admits  a patient  or  continues  treatment  after 
a denial  is  issued,  the  physician  should  request,  in  writing,  a 
retrospective  review  of  the  case  by  the  review  firm  or  insured 
arrangement  and  place  a copy  of  the  request  in  the  patient’s 
record. 

Physicians  should  notify’  the  Texas  State  Board  of  Insurance, 
in  writing,  of  inappropriate  decisions  or  actions  by  review 
firms  and  clearly  identify  the  insurance  company  or  insured 
arrangement. 

Appeals 

Physicians  should  utilize  all  levels  of  appeal  provided  by  the 
review  firm,  including  written  appeal,  when  agreement  is  not 
reached  with  telephone  reviewer  decisions,  and  should  re- 
quest a copy  of  the  company’s  appeal  process. 

When  agreement  is  not  reached  with  the  initial  nonphysi- 
cian reviewer(  s ),  physicians  should  always  request  direct  con- 
tact and  discussion  with  a physician  reviewer. 

Physicians  should  request  contact  with  a practicing  physi- 
cian consultant  and/or  .specialist  when  agreement  is  not 
reached  with  the  initial  physician  reviewer. 

Physicians  who  disagree  with  denials  should  request,  either 
verbally  or  in  writing,  the  name  of  the  physician  reviewer  or 
the  medical  director,  when  a physician’s  name  is  not  provided 
with  notification  of  the  review  decision. 

Physicians  should  request  involvement  of  the  patient  or  his 
or  her  representative  in  appealing  inappropriate  denial  deci- 
sions by  review  firms,  when  the  physician  believes  that  treat- 
ment is  necessary. 


Texas  Medicine 


Billing  for  telephone  review 

It  is  not  inappropriate  or  unethical  for  physicians  to  submit  a 
bill  for  services  for  providing  medical  information  by  tele- 
phone or  in  writing  for  the  purpttse  of  complying  with  utiliza- 
tion review  requirements  of  third-party  insurers  and  their 
agents  or  representatives,  when  providing  such  information  re 
quires  more  time  or  information  than  is  required  in  the  usual 
course  of  providing  medical  services. 

NANO'  \X'  DICKJiA  . MD 

Chairman,  Physician-Paiicnt  Advocacy  Committee,  Texas  Medical  Association. 
1801  N Lamar  Blvd,  Austin.  TX 


Professional 

help 

for  health 
professionals. 


c 

k^ubstance  abuse  is  a growing 
problem  among  health  profession- 
als. At  Timberlawn  Psychiatric 
Hospital,  a special  program  exists 
to  help  health  professionals  over- 
come substance  abuse  problems. 

A range  of  treatment  options, 
individual  and  group  therapy 
programs,  and  other  recovery- 
oriented  services  are  all  geared  to- 
ward the  unique  needs  of  the  health 
professional.  An  individualized 
evaluation  leads  to  selection  of  the 
most  appropriate  treatment  pro- 
gram, which  is  further  enhanced 
by  specialized  aftercare  and  moni- 
toring services.  Treatment  team 
members  include  Board  Certified 
psychiatrists,  clinical  psycholo- 
gists, psychiatric  social  workers 
and  substance  abuse  counselor 
specialists  with  certification  in  their 
field. 

At  Timberlawn,  we  understand 
the  unique  challenges  faced  by 
health  professionals  today,  and 
we're  here  to  help.  For  more 
details  on  our  facility  or  referral 
arrangements,  contact:  Dr.  Edgar 
P.  Nace,  Chief  of  Substance  Abuse 
Services. 

TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 

PROFESSIONALS  HELPING  PROFESSIONALS 

4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  388-1958  • 1-800-426-4944 


820  Gessner,  Suite  1500,  Houston,  Texas  77024- 

713/461-7281 


TIME  AFTER  TIME 

WHITAKER 
MEDICAL 
DELIVERS 


Consistently. 
Time  after  time. 

WHITAKER 

MEDICAL  SERVICES  GROl'P,  INC. 


A professional  approach 
to  locum  tenens 

Whether  you’re 
experieneed  in  loeum 
tenens  or  a physieian 
eonsidering  it  for  the 
first  time,  you’ll  find 
that  Whitaker  Medieal 
Serviees  Group  delivers. 

We  take  pride  in 
matehing  the  need  with 
the  doetor  who  best 
fills  that  need. 
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fAedicine  in  ^itei~atiire 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary’. In  1989  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library’  subscribes  to  1,035  medical  and  health- 
related  Journals.  For  additional  infonnation,  call  the  Memo- 
rial Library  at  (512)  477-6704. 

In  the  TMA  Library 

Bancroft  J:  Human  Sexuality  and  Its  Problems,  ed  2.  New 
York,  C^hurchill  Livingstone,  1989. 

Barnes  PJ,  Rodger  IW,  Thomson  NC  ( eds );  Asthma.  Basic 
Mechanisms  and  Clinical  Management  New  York,  Academic 
Press,  1988. 

Basmajian  JV  ( ed ):  Biofeedback.  Principles  and  Practice  for 
Clinicians,  ed  3.  Baltimore,  Williams  & Wilkins,  1989. 

Birchenall  JM,  Streight  ME:  Health  Occupations.  Exploration 
and  Career  Planning.  St  Louis,  CV  Mosby,  1989. 

Busse  EW,  Blazer  DG  ( eds ):  Geriatric  Psychiatry’.  Washington, 
DC,  American  Psychiatric  Press,  1989. 

Char  DIE  Clinical  Ocular  Oncology.  New  York,  Churchill 
l.ivingstone,  1989. 

Cunningham  EG,  MacDonald  PC,  Gant  NF:  Williams  Obstetrics, 
ed  18.  Norwalk,  Conn,  Appleton  & Lange,  1989. 

Dawson  G ( ed );  Autism.  Nature,  Diagnosis,  and  Treatment 
New  York,  Guilford  Press,  1989. 

DeVita  VT  Jr,  Heilman  S,  Rosenberg  SA:  Cancer.  Principles  & 
Practice  of  Oncology,  ed  3,  vols  1 — 2.  Philadelphia,  JB  Lippin- 
cott,  1989. 

Eichenwald  HE,  Stroder  J,  Mietens  C (eds):  Current  Therapy  in 
Pediatrics-2.  Philadelphia,  BC  Decker,  1989. 

Goldman  HH  (ed):  Review  of  General  Psychiatry’,  ed  2.  Nor- 
walk, Cionn,  Appleton  & Lange,  1988. 

Hare  JW  (ed):  Diabetes  Complicating  Pregnancy.  The Joslin 
Clinic  Method.  New  York,  Alan  R.  Liss,  1989. 

Harmening  D:  Modem  Blood  Banking  and  Transfusion  Prac- 
tices, ed  2.  Philadelphia,  FA  Davis,  1989. 

Hester  RK,  Miller  WR  (eds):  Handbook  of  Alcoholism  Treat- 
ment Approaches.  Effective  Alternatives.  New  York,  Pergamon 
Press,  1989. 


John,son  J,  Klein  L:  / Can  Cope.  Staying  Healthy  With  Cancer. 
Minneapolis,  DCl  Publishing,  1988. 

Kane  RI.,  Ouslander  JG,  Abrass  IB:  Essentials  of  Clinical  Geri- 
atrics, ed  2.  New  York,  McGraw-Hill,  1989- 

Katz  M,  Despommier  DD,  Gwadz  RW:  Parasitic  Diseases,  ed  2. 
New  York,  Springer-Verlag,  1989. 

Kry  ger  MH,  Roth  T,  Dement  WC:  Principles  and  Practices  of 
Sleep  Medicine.  Philadelphia,  WB  Saunders,  1989. 

Lanzkowskv'  P:  Manual  of  Pediatric  Hematology  and  On- 
cology. New  York,  Churchill  Livingstone,  1989. 

Moore  M ( ed ):  Health  Risks  and  the  Press.  Perspectives  on  Me- 
dia Coverage  of  Risk  Assessment  and  Health.  Washington  DC, 
Media  Institute,  1989. 

Pfeifer  C^R  ( ed ):  Suicide  Among  Youth:  Perspectives  on  Risk 
and  Prevention.  Washington,  DC,  American  Psychiatric  Press, 
1989. 

Pizzo  PA,  Poplack  DG  ( eds ):  Principles  and  Practice  of  Pedi- 
atric Oncology.  Philadelphia,  JB  Lippincott,  1989. 

Report  of  The  Presidential  Commission  on  the  Human  Im- 
munodeficiency’ Virus  Epidemic.  Washington  DC,  US  Govern- 
ment Printing  Office,  1988. 

Shapiro  BA,  Harrison  RA,  Cane  RD,  et  al:  Clinical  Application 
of  Blood  Gases,  ed  4.  (Chicago,  Year  Book  Medical  Publishers, 
1989. 

Sibley  WA:  Therapeutic  Claims  in  Multiple  Sclerosis,  ed  2. 

New  York,  Demos  Publications,  1988. 

Silberman  IL  Parenteral  and  Enteral  Nutrition,  ed  2.  Norwalk, 
Conn,  Appleton  & Lange,  1989. 

Sutton  MSJ,  Oldershaw  PJ:  Textbook  of  Adult  and  Pediatric 
Echocardiography  and  Doppler.  Boston,  Blackwell  Scientific 
Publications,  1989. 

ITiompson  JM,  McFarland  GK,  Hirsch  JE,  et  al:  Mosby’ s Manual 
of  Clinical  Nursing,  ed  2.  St  Louis,  CV  Mosby,  1989. 

Whithead  ED  (ed):  Current  Operative  Urology’/ 1989-  Phila- 
delphia, JB  Lippincott,  1989. 

Williams  SR:  Nutrition  and  Diet  Therapy,  ed  6.  St  Louis,  Times 
Mirror,  1989. 

Worthington-Roberts  BS:  Nutrition  in  Pregnancy  and  Lacta- 
tion, ed  4.  St  Louis,  Times  Mirror,  1989. 
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ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  M.D. 
Founder'Consultant 


Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D. 
Joseph  T.  Quehg,  M.D. 
Lawrence  G.  Thorne,  M.D. 
Venugopal  K.  Menon,  M.D. 
Robert  E.  Smith,  M.D. 
Gerald  T.  Machinski,  M.D. 
Theresa  C.  Queng,  M.D. 
Waldo  M.  Martinez.  M.D. 
Lyna  Kit  Lee,  M.D. 

Harlan  W.  Sindell,  M.D. 


Robert  D.  Otte 
Administrator 


RESEARCH  ASSOCIATES 
Chinavudh  Wanissorn,  Ph.D. 

Michael  H.  Smolensky.  Ph  D. 

Alain  Reinberg,  M.D.,  Ph.D. 

CONSULTANTS 
Reuben  D.  Wende,  Ph.D. 

ANTIGEN  AND  CLINICAL  LABORATORIES 
George  R.  Kerr,  M.D. 

NUTRITION 

Thomas  D.  Downs.  Ph  D, 

BIOMETRICS 
James  A.  Knight.  M.D. 

PSYCHIATRY 
John  A.  Thomas,  Ph.D. 

CLINICAL  PHARMACOLOGY 
R.  John  Prevost,  M.S. 

AIR  POLLUTION 


Certified  American  Board  of  Allergy  and  Immunology,  a Con|oinl  Board  of  the  American 
Board  of  Internal  Medicine  and  The  American  Board  of  Pediatrics 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2250  Morgan  Avenue,  Corpus  Christ!,  Texas  78405 
Telephone  512  888-6782 


ANESTHESIOLOGY 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated  to  DIAGNOSIS  AND 
COMPREHENSIVE  CARE  OF  PATIENTS  WITH  CHRONIC  RECURRENT  HEADACHES 
with  emphasis  on  prophylactic  treatment. 


HOUSTON  DALLAS  HEADACHE 

HEADACHE  CLINIC  CLINIC 


Park  Plaza  Prof.  Blvd 
1213  Hermann  Dr,  #855 
Houston,  Texas  77004 
713  528-1916 


Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality,  Behavioral  and 
Psychological  Evaluations.  Multimodality  approach  to  management  of  headache  including 
prophylacfic  medicafions,  biofeedback  and  behavioral  therapy 

NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 
GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 
HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White.lll,  MD 


INTERNAL  MEDICINE 
Joan  P,  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton.  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long, III,  MD 
Jack  F.  Melton.  MD 
Joe  H,  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T,  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


EDWARD  A.  TALMAGE,MD,PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 


MEDICLINICS,  HOUSTON 

Family,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray,  and  physical  therapy. 
Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082- 
713  496-1006 

COLON  & RECTAL  SURGERY 

THE  UNIVERSITY  CENTER  FOR  PAIN 
MEDICINE  AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030  DAVID  S.  PITA,  MD 

713  797-2732  Colon  & Rectal  Surgeon,  specialized  in: 


A multidisciplinary  center  which  offers  comprehehsive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center’s  total  management  of  each  patient’s  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 


Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gastoh,  Suite  41 1 B,  Dallas  75246 


SHELLY  LISS,MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DERMATOLOGY 


Representing  the  Profession 

. . . Another  service  of  your  association 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery-Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dailas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


Volume  85  August  1989 


WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas.  Texas  75246; 
214  827-5960 

Presbyterian  III.  8230  Walnut  Hill  Lane.  Suite  808,  Dallas,  Texas  75231 ; 

214  827-5960 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651, 222-2001 
(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 
Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision.  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231 ; telephone  214  691-6999 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and  surgical  services,  and 
internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson.  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug 
treatment,  biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical 
therapy,  or  anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


PARK  PLAZA  GASTROENTEROLOGY 
ASSOCIATES 

1200  Binz,  Suite  775,  Houston.  Texas  77004;  713  522-1788 

Gl  Endoscopy,  Laser  Abalation  of  Gl  Tumors 
Percutaneous  Endoscopic  Gastroscopy  (PEG) 

Vericeal  Sclerosis.  Full  Upper  and  Lower  Gl 
Endoscopy,  Polypectomy  and  Laparoscopy 

Frieder  Wuerth,  MD,  FRCP  (c).  President 


BAYLOR  HAIR  RESEARCH  & 

TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of  all  hair  disorders 
including  hair  transplantation  and  electrolysis. 

3600  Gason  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


ENDOCRINOLOGY 


ERIC  A.  ORZECK,  MD,FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Texas  Medical  Association  Directory 


. . . Another  service  of  your  association 


HAND  SURGERY 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD— Microsurgery 

ARNOLD  V.  DIBELLA,  MD— Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  81 7 335-541 1 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd.. 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200.  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue 
Dallas,  Texas  75246;  Office  214  823-9440 

Texas  Medicine 


OCCUPATIONAL  MEDICINE 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell.  Fort  Worth.  Texas  76104 
Telephone  817  877-31 1 3 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza.  3800  Gaston  Ave..  Suite  303.  Dallas.  Texas  75246; 

214  823-7090 

Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  8116.  Dallas.  Texas 
75230;  214  661-7010 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT,  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long.  MD.  FACS 
Bennie  B.  Scott.  MD,  FACS 
John  V.  Coon.  MD.  FACS 

Diplomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue. 
Dallas,  Texas  75246;  Telephone  214  826-7060 


ERIC  G.  COMSTOCK,  MD 

Diplomats,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd..  Suite  #12,  Houston,  Texas  77074 

Phone  713  541-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  dost  MD 

Dwain  G.  Fuller.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  7523T.  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  E.  Cravens,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD 
Morris  Sanders,  MD 
W.  Robert  Hudgins,  MD 
Richard  H.  Jackson.  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas.  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231 ; 214  369-7596 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston.  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF 
TEXAS 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology. 

Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD.  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston.  Texas  77004 
713  528-1122 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


TMA  Member  Services 

...  a benefit  of  membership 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 

21 1 Medical  Drive,  Suite.  Fredericksburg.  Texas  78624 
512  997-6535 
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ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R-  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker.  MD 


W.B.  CARRELL  MEMORIAL 
CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas.  Texas  75204;  214  220-2468 


Drs.  Morton,  Blumenfeld,  & Charbonneau,  PA 
ENT,  ENT-Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD.  FACS 
Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902:  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso.  Texas  79925;  915  592-8666 


FCRT  WCRTH  BCNE  & JCINT  CLINIC 

918  8th  Avenue.  Fort  Worth.  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald.  Jr.  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey.  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 

CRTHCPEDIC  ASSCCIATES  CF  ABILENE 

1701  Pine  Street.  Abilene.  Texas  79601 


LUBBCCK  CRTHCPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Schoiz,  DDS,  MD 
Robert  a.  Peinert,  Jr.,  MD 

3702  21st  St.,  Suite  9,  Lubbock.  Texas  79410;  806  795-8261 


THE  ARLINGTCN  CRTHCPEDIC  GRCUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising.  Jr,  MD.  Emphasis  on  Hand  Surgery 
C.  Poindexter.  MD 

C.R.  Vavrin,  MD  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


CRTHCPEDIC  ASSCCIATES  CF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster.  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATICN  HCSPITAL 
GCNZALES  WARM  SPRINGS 
FCUNDATICN,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Brown,  MD.  Medical  Director 


RCBERTC  G.  RCLFINI,  MD 

Dfplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FCR  REHABILITATICN 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for 
persons  disabled  by  injury  or  disease.  Inpatient  and  outpatient 
services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by  : Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1-800-44REHAB 


PLASTIC  SURGERY 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231 ; 214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin.  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD.  FACS  James  B Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana.  DDS,  MD,  FACS  Steven  M.  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  PA,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Aesthetic  Surgery — Burns 

1001  W Rosedale,  P.  0.  Box  2476,  Fort  Worth,  Texas  761 1 3;  81 7 336-0446 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


Texas  Medicine 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 
Raymond  A.  Faires,  MD,  FACS 
Larry  E.  Reaves,  MD 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate.  ABPN:  Child-Adolescent 


Aesthetic,  Plastic,  Reconstructive,  Hand  & Microsurgery 

800  8th  Ave.,  Suite  606,  Fort  Worth,  Texas  76104 
81 7 335-4752,  817  332-9441 , 81 7 335-4755 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

771 1 Louis  Pasteur  Drive,  Suite  801 , San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21sl  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned  patients.  Care  for 
every  phase  of  burn  trauma  will  be  provided  from  resuscitation  to  late  rehabilitation. 


John  E.  Carter.  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Ford,  MD 
David  Mclnnis,  MD 


Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Flill  Lane,  Dallas,  Texas  75231 : 214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale.  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 
Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Flebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 


Gretchen  Megowen,  MD 
John  L.  Peake,  MD 
Rebecca  M.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood,  MD 
John  M.  Zimburean,  MD 


Offices  : Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City, 
Irving  Health  Care  System  Phone  214  247-1150 


RADIATION  ONCOLOGY 


BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PSYCHIATRY 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  {day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and  Adolescent, 
Substance  Abuse,  Short-Term,  ACCEL,  and  Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H,  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee.  MD 
Tom  G.  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Joseph  P.  Gaspari,  MD 
David  J.  Korman,  MD 

P.  O.  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  75228 


Jerry  M.  Lewis,  III.  MD 
Ruth  A.  MarDock,  MD 
Charles  G.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson.  MD 
Catherin  A.  Roberts,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 
Paula  Dobbs-Wiggins,  MD 


214  381-7181 
1-800-426-4944 


Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 
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THORACIC  SURGERY 


ALLAN  L GRAHAM,  MD,  FACS* 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

'Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 


Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104,  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A,E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Relsman,  MD.  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay.  MD.  PA 
Christopher  D.  Fetner.  MD.  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  230,  Dallas.  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T Coggins,  MD 

Warren  M,  Greene,  MD  Wm,  A,  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 
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C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL, 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available 
to  TMA  members  at  $48.00  per  column  inch  per 
month  and  listings  must  run  for  a minimum  of  six 
months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes, 
or  cancellations  should  be  sent  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of 
the  month  preceding  publication  month. 


Gnu'S  Pur 
Is  Not 
Enough. 


Surveys  indicate  that  many 
parents  overestimate  the 
physical  fitness  of  their  children 
because  they  appearso  active. 
The  fact  is,  to  be  physically  fit, 
children  need  one  to  two  hours 
of  vigorous  exercise  each  day. 

What  can  you  do  to  ensure 
that  your  children  get  enough 
exercise?  Try  the  following: 

■ Discuss  your  child's  overall 
physical  fitness  with  your 
school's  Physical  Education 
teacher. 

■ Make  a conscious  effort 
to  monitor  the  type  and 
amount  of  exercise  your 
child  gets  both  in  and  out 
of  school, 

■ Be  aware  of  your  child's 
weight  in  comparison  to  medi- 
cally accepted  norms  for  his  or 
her  age  and  size. 

With  the  right  amount  of 
daily  exercise,  teenagers 
and  children  of  all  ages  will 
get  the  most  from  school . . . 
and  play. 

For  more  information,  write  to-. 
Fitness,  Dept.  84, 

Washington, 

DC20001 

The  President's 
Council  on 
Physical  Fitness 
and  Sports 


Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Physician  with  Texas  license  needed  to  practice  general 
medicine  at  Student  Health  Center.  Forty-hour  week,  Mon- 
day— Friday.  Minimal  call  duty.  Fringe  benetits.  Contact 
Sheila  Meyer.  Adm.,  University  of  North  Texas  Health  Center. 
P,  O.  Box  5158.  Denton,  Texas  76203.  817  565-2331.  Equal 
Opportunity- Affirmative  Action  Employer. 

Project  investigator  who  will  study  various  aspects  of  regu- 
lation of  expression  of  the  mos  gene  and  its  relationship  to  the 
control  of  the  cell  cycle.  These  include:  Study  mos  protein  ki- 
nase activity  in  vivo,  analysis  of  phosphorylation  sites,  micro- 
in|ect  mos  protein  and  anti-mos  antibodies  into  cells  to  study 
their  effects  at  the  cellular  level  and  the  effect  of  mos  on  the 
cytoskeleton  in  a cell  cycle  dependent  manner.  Publish  scien- 
tific papers.  PhD  degree  or  equivalent  in  Molecular  Pathology 
or  Biophysics.  Two  years  postgraduate  training  in  Biochemis- 
try'Molecular  Biology.  One  year  research  experience  in  on- 
cogene with  emphasis  in  microinjection  and  cell  cycle  studies 
and  protein  blotting.  At  least  one  refereed  publication  in  a 
scholarly  journal  in  the  field  of  oncogene.  40  hours/week. 
$21,765  annual  salary.  Contact  Texas  Employment  Commis- 
sion. Houston,  TX  or  send  resume  to  Texas  Employment 
Commission,  TEC  Building,  Austin,  TX  78778.  JO  #5190788. 
Ad  paid  lor  by  an  equal  opportunity  employer. 

Texas  Tech  University,  Health  Sciences  Center,  Depart- 
ment of  Family  Medicine  is  seeking  a Residency  Director  for 
its  Family  Practice  Residency  Program  located  in  Lubbock, 
Texas.  This  is  a senior  position  with  an  academic  rank  of  pro- 
fessor-associate  professor,  depending  on  background  and 
experience.  The  Residency  Director  will  be  able  to  participate 
in  the  development  of  innovative  education  programs  to  meet 
the  health  care  needs  of  the  largely  rural  and  underserved  re- 
gions of  West  Texas.  Candidates  must  be  board  certified  in 
family  practice  and  have  academic  and  administrative  experi- 
ence. Please  send  curriculum  vitae  to  Theodore  R.  Kanter, 
MD,  Professor  and  Chairman,  Department  of  Family  Medi- 
cine, Texas  Tech  University  Health  Sciences  Center,  4th  and 
Indiana,  Lubbock,  Texas  79430.  An  equal  opportunity/affir- 
mative action  institution. 

Faculty  Position:  University-affiliated,  community-based 
family  practice  residency  program  seeking  additional  family 
medicine  faculty  for  assistant  professor  rank.  Prior  clinical  and 
leaching  experience  desirable.  Must  be  board-certified  in 
Family  Medicine  or  residency  trained  and  eligible  for  certifica- 
tion. Send  C.V..  cover  letter  and  3 letters  of  reference  to  D. 
Clifford  Burross,  M.D..  Program  Director.  1301  3rd  Street, 
Wichita  Falls.  Texas  76301 . Equal  opportunity  employer. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817  336-8600  or 
write  Emergency  Medicine  Consultants,  PA;  1525  Merrimac 
Circle.  Suite  107,  Fori  Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group  needs  ex- 
perienced ER  physician.  Fee-for-service  with  guarantee. 
Contact  Greater  Houston  Emergency  Physicians  Associates, 
P 0.  Box  7445,  Houston,  Texas  77248:  713  861-7942. 

San  Angelo — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr.  days,  50  weeks-year.  Profit  sharing  above  guar- 
antee. Contact  Wayne  Williams,  MD,  915  942-8611, 
Shamrock  Clinics.  4208  College  Hills,  San  Angelo,  Texas 
76904 

Texas — Full-Time  ED  positions  available  in  North  Texas 
area.  Small  group,  flexible  scheduling.  ACLS  and  US  educa- 
tion required.  Send  CV  to  Ms.  Neu,  Numed  Systems.  P.  O. 
Box  2122,  Denton,  Texas  76202. 

Texas:  Datlas/Fort  Worth  and  East  Texas — Full-time  posi- 
tions available  with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine.  Op- 
portunities include  staff  and  directorship  positions,  in  high  vol- 
ume, Level  1 Trauma  Centers,  as  well  as  smaller  community 
hospitals.  We  offer  very  desirable  geographic  locations  in- 
cluding the  Dallas/Forl  Worth  area.  East  Texas.  Amarillo,  and 
Austin.  Competitive  compensation  rates  range  from  $85,000 
to  $150,000  annually.  Positions  available  for  both  part-time 
and  full-time  emergency  medicine  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic  settings. 
Contact  Brenda  Lancaster.  Vice  President,  Professional  Ser- 
vices, EmCare,  Inc.,  3310  Live  Oak,  Suite  400,  Dallas.  Texas 
75204  or  call  collect  214  823-6850,  out  of  state 
1-800-527-2145. 

Abilene,  Texas  (North) — Excellent  moonlighting  opportunity 
at  low  volume  emergency  department.  Weekends  only.  At- 
tractive rate  and  full  malpractice  insurance  provided.  Contact: 
Emergency  Consultants.  Inc.,  2240  S.  Airport  Rd.,  Room  29. 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 


Texas,  Austin— Needed  physician(s)  full-time,  part-time, 
weekends  and  occasionally  weekdays  to  stall  a free  standing 
urgent  care  center.  Remuneration  commensurate  with  experi- 
ence. Send  CV  and  application  request  to  Matthew  Vail,  MD, 
Medical  Director.  Austin  Medicenter,  6343  Cameron  Road, 
Austin,  TX  78723. 


EPA,  an  expanding  Emergency  Physi- 
cian Group  is  seeking  physicians  in  the 
following  specialties:  Emergency  Medi- 
cine, Family  Practice,  Internal  Medicine, 
and  General  Surgery.  We  offer  an  op- 
portunity to  demonstrate  your  skills  in  a 
variety  of  settings  throughout  Central, 
East/Central,  and  Southern  Texas. 

We  offer  excellent  opportunities  for  staff 
and  directorship  positions  with  lucrative 
compensation  and  paid  malpractice  in- 
surance. Call  EPA  at  1-800-999-3728, 
or  send  your  CV  to: 

Amy  A.  Schafers,  Physician  Recruiter 
Emergency  Physicians  Associates 
8700  Crownhill  Road,  Suite  600 
San  Antonio,  Texas  78209 
512/822-9811 


Family/General  Practice 

Well  established  reputable  multispecialty  clinic  is  seeking 
a family  practice  physician,  preferable  American  graduate. 
Clinic  located  in  a thriving  industrialized  area  30  minutes  from 
Houston  and  15  minutes  from  Galveston.  Close  proximity  to 
excellent  educational  facilities,  universities,  colleges  and  rec- 
reational areas.  May  begin  immediately,  excellent  salary,  in- 
come proportional  to  effort.  Please  forward  C.V.  or  contact  Dr. 
Faus,  Beeler-Manske  Clinic,  P,  0.  Box  3333,  Texas  City, 
Texas  77592-3333:  409  948-8521  (Collect). 

Family  Practice — Texas  community  of  150,000,  affordable 
real  estate,  many  social  and  recreational  opportunities;  air- 
port. Call  sharing  call  arrangement  available  with  two  board 
certified  FPs.  No  OB  required.  Modern  356-bed  hospital  offer- 
ing generous  incentive  package  to  qualified  physicians.  Con- 
tact Physician  Resource  Network.  P.  O.  Box  37102,  Fort 
Worth,  Texas  76117-8102:817  595-1128. 

Texas  community  of  8,000  (trade  area  16,000)  seeks  BC 
FPs  for  group.  One  young  BC  physician  recruited,  available 
for  call  sharing.  New  hospital  under  construction.  Sound 
economy,  good  schools,  airport.  Generous  incentive  package 
including  income  guarantee,  relocation,  office  space,  more. 
Physicians  Resource  Network,  Box  37102,  Fort  Worth,  Texas 
76117-8102;  817-595-1128. 

Family  Practitioner — Mediclinic,  a progressive  multiclinic 
system  specializing  in  family  and  industrial  medicine  has  im- 
mediate openings  in  the  Houston  area  for  board  eligible/cer- 
tified family  practitioners.  We  offer  choice  clinic  locations  with 
generous  guaranteed  income  and  benefits  package.  Please 
send  CV  to  M.  Fazlani,  MD,  Chief  Medical  Director,  Medi- 
clinic. 6604  Southwest  Freeway,  Houston.  Texas  77074;  or 
call  713  783-4707. 

Solo  family  practitioner  seeking  associate  for  general  fam- 
ily practice  with  no  OB.  Fully  furnished  office,  lab  and  x-ray  on 
premises,  beautiful  modern  clinic.  Rotating  call  at  nearby  hos- 
pital with  3-4  nights  per  month  and  one  weekend  every  five 
weeks.  Guaranteed  salary  option  available.  Located  within  90 
minutes  of  Austin,  San  Antonio,  Houston.  Buy  in  or  buy  out 
available.  Good  solid  income  practice.  Position  available  im- 
mediately Please  reply  to  Ad-717,  TEXAS  MEDICINE  1801 
North  Lamar  Blvd.,  Austin,  TX  78701. 


Houston, "Texas  Licensed  Physicians  ',  Family  Practice  or 
G.P.,  ER-  Hospital  based,  full-time  position?,  physician  ori- 
ented multi-specialty  group,  with  a minimum  guarantee.  Send 
CV  or  contact;  713  464-4633  or  P O.  Box  55447,  Houston,  TX 
77255. 

Opportunity — For  one  or  two  energetic,  well-trained  fam- 
ily physicians  to  join  a productive  long-established  and  still 
growing  family  practice  In  one  of  the  country's  more  hospita- 
ble areas.  Rural-suburban  location  adjacent  to  large  metro- 
politan area.  Receptive  medical  community  with  high  stan- 
dards. State-of-the-art  1 50  bed  hospital.  Top  quality  schools 
in  a quiet,  safe  living  environment.  Good  hunting  and  fishing 
plus  all  cultural  amenities.  Contact  1002  Wilson  Drive,  Rosen- 
berg, Texas  77471-2199. 

Houston-Family  Physician — A busy,  well-established  Fam- 
ily Practice  group  in  the  Houston  area  is  now  seeking  to  add 
another  member.  Solo  or  associate  opportunities  are  also 
available.  For  more  information,  send  your  CV  to:  Manager. 
Professional  Relations,  Humana  Inc.,  Dept.  II-8A,  500  West 
Mam  Street,  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 

BC  Family  Practitioner  to  establish  private  practice  associ- 
ated with  99  bed  hospital  in  West  Texas  town  of  12,000  plus. 
Income  guarantee,  malpractice  insurance  assistance,  and 
other  local  incentives.  Contact:  Thomas  R.  Hockwalt,  CEO. 
Cogdell  Memorial  Hospital,  Cogdell  Center.  Snyder,  Texas 
79549;  915  573-6374, 


Our  clients 
are  particular. 


So  are  we. 


The  PRN  Pysicians 


locum  tenens  opportunities 
for  physicians  who  qualify 

Toll-free  1-800-531-1122 


Write  or  call  for 
for  complete  details. 

The  PRN  Physicians 

1000  N.  Walnut,  Suite  B 
New  Braunfels,  Texas  78130 


Name 


Street 


City 


State  Zip 


For  immediate  consideration 
FAX  us  your  c.  v. 

FAX  No.  512-629-1234 
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Medical  Director 

• F/T  Family  Practitioner  with  Texas  License; 
BE/BC  Preferred 

• Must  Provide  Ambulatory  Care, 

Including  Obstetrics 

• Must  Provide  Hospital  In-Patient  Care 

• No  Financial  Investment  Necessary 

• Very  Competitive  Salary 

Ttie  fadlity  is  located  in  a very  pleasant  community 
(population  18,000)  at  the  toot  of  the  Texas  Hill  Country, 

70  miles  southwest  of  San  Antonio, 

Send  CV  with  references  to:  Executive  Drector,  Uvalde  County 
Clinic,  Inc.,  1009  Gamer  Reid  Rd.,  Uvalde,  Texas  78801 . EOE, 


A well-established  single  specialty  group  of  five  family 
practitioners  is  seeking  a sixth  associate.  The  group  is  located 
in  a community  of  150,000  in  West  Texas.  The  area  offers  a 
wide  range  of  cultural  and  recreational  activities.  Excellent  in- 
centive package  is  available.  Please  forward  C.V.  or  contact 
Baylor  Physician  Placement  Service,  3201  Worth  St.,  Dallas, 
TX  75226  214  820-2893  (Collect). 

Two  board  certified  family  physicians  seek  third  associate 
for  busy  practice  in  West  Texas  community.  Friendly  town, 
good  schools.  Within  35  minutes  of  larger  city.  Very  lucrative 
financial  situation.  Excellent  for  pilot  physician.  Contact:  Phy- 
sician Resource  Network,  P.O.  Box  37102,  Fort  Worth.  Texas 
76117-8102:817595-1128. 

High  income  family  practice/generai  surgeon  opportunity 
exists  in  a pleasant,  rural  community  near  Lubbock.  Texas. 
Great  hunting,  fishing,  and  boating  locally  and  skiing  area 
easily  reached.  Three-county  service  area  of  13K  i provides 
excellent  known  referral  base.  Outstanding  financial  package 
and  support  offered  by  well-equipped  50-bed  hospital.  Good 
cross  coverage.  Contact  Don  Gustavson.  Tyler  & Company. 
9040  Roswell  Rd.  Atlanta.  GA.  30350.  Call  404  641-6411. 


Internal  Medicine 

Medical  staff  of  regional  medical  center  in  NE  Texas  seeks 
board  certified  internist.  Share  call  with  other  internists.  Office 
adjacent  to  modern  200-bed  hospital.  Family  oriented  com- 
munity with  strong  economy,  excellent  schools.  Many  recre- 
ational and  social  opportunities.  Competitive  incentive  pack- 
age. Contact  Physician  Resource  Network,  P.  O.  Box  37102, 
Fort  Worth,  Texas  76117-8t02;  817  595-1128. 

Five  American  trained.  BC  internists  seek  compatible  as- 
sociate for  busy  group  practice  in  Texas  community  of 
1 00,000  r . Office  adjacent  to  modern  250-bed  hospital.  Ex- 
cellent call  arrangement,  salary  and  benefits.  Full  associate 
status  in  second  year.  Contact  Physician  Resource  Network, 
P.  0.  Box  37102,  Fort  Worth,  Texas  76117-8102;  817 
595-1128 

Internal  Medicine — Established  practice  available  in  ex- 
clusive Dallas  neighborhood.  Average  (annual)  net  collection 
$335-K,  Loyal  patient  base.  Retiring  physician  will  introduce. 
Financing  available  to  qualified  candidate.  Contact  Physician 
Resource  Network.  P.O.  Box  37102.  Fort  Worth,  Texas 
76117-8102:  817-595-1128. 

Internist  with  or  without  cardiology  needed  for  busy  office. 
Opporfunities  are  unlimited  for  hard-working  and  caring  physi- 
cian who  wants  to  do  better  than  average.  Salary  for  the  first 
year  is  $100,000  plus,  with  option  to  take  over  the  practice. 
Call  214  586-0776  or  write  Vincent  H Wang,  MD,  1005  S. 
Jackson,  Jacksonville.  Texas  75766. 

East  Texas — Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of  approximately  12,000  (re- 
ferral area  50,000).  Shared  call  and  overhead.  Ultra-modern, 
100-bed  hospital.  Attractive  community;  many  social  and  rec- 
reational opportunities.  One  hour  from  Dallas.  Competitive  in- 
centive package.  Contact;  Physician  Resource  Network,  P.  0. 
Box  37102,  Fort  Worth.  Texas  76117-8102;  817  595-1128. 

Central  Texas — Attractive  community  of  approximately 
100,000  seeks  board  certified  internists.  Share  call  w/two  BC 
internists.  Office  adjacent  to  modern,  1 00-bed  hospital.  Com- 
prehensive incentive  package  including  relocation,  income 
guarantee,  more.  Social  and  recreational  opportunities 
abound  in  this  attractive  university  environment.  Physician 
Resource  Network,  P.  0.  Box  37102,  Fort  Worth,  Texas 
76117-8102:  817  595-1128. 


Obstetrics/Gynecology 

OBG  Opportunity— Board  certified  or  eligible  OBG  to  join 
another  OBG  in  a clinic  of  17  multlspecially  physicians.  Com- 
petitive first-year  salary  with  paid  expenses  and  relocation  al- 
lowance. Please  send  CV  to  Pam  Shuttlesworth,  Malone  and 
Hogan  Clinic,  1501  West  11th  Place.  Big  Spring,  Texas 
79720. 

TEXAS— Very  prestigious  all  board  certified  group  seeks  an 
additional  OB/GYN  to  join  thriving  practice  near  Dallas.  The 
practice  is  situated  in  modern  office  building  across  the  street 
from  200-bed  hospital.  Negotiable  six-figure  salary  is  offered 
with  paid  malpractice,  and  other  comprehensive  benefits. 
Partnership  extended  at  end  of  second  year.  Friendly  commu- 
nity with  historic  homes.  For  more  information  call  Scott  Toth 
1-800-327-1585  or  305  271-9213  In  Florida. 


Obstetrician/Gynecologist — Excellent  opportunities  for 
BCBE  OB/GYNs  for  solo  practice  or  partnership/association 
with  coverage.  Central  Massachusetts  service  area  of  55,000, 
growing  rapidly,  is  close  to  Boston.  Worcester,  Southern  New 
Hampshire,  Southern  Vermont.  Privileges  at  well-equipped 
community  hospital  with  extensive  ancillary  and  clinic  ser- 
vices. Excellent  income  and  benefits  package  covers  net  in- 
come and  practice  expenses.  Send  CV  to:  Riley  M.  Green,  Jr,, 
Henry  Heywood  Memorial  Hospital.  242  Green  Street, 
Gardner,  Massachusetts  01440. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with  train- 
ing in  hand  surgery  to  work  in  orthopedic  group  in  West  Texas 
city.  Ultimate  full  partnership  planned.  Medical  school  affilia- 
tion possible.  806  799-1380. 

East  Texas — BC  ORS  seeks  compatible  associate  for  asso- 
ciate practice  in  community  of  approximately  1 2,000  (referral 
area  50,000).  Shared  call  and  overhead.  Ultra-modern,  100- 
bed  hospital.  Attractive  community;  many  social  and  recre- 
ational opportunities.  One  hour  from  Dallas.  Competitive  in- 
centive package.  Contact:  Physician  Resource  Network,  P.  O. 
Box  37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 


Pediatrics 


Dynamic  pediatric  group  in  NE  Texas  seeks  fourth  associ- 
ate for  fee-for-service  practice.  Shared  call,  comprehensive 
benefit  package  and  early  partnership.  Modern  hospitals.  At- 
tractive community  of  27.000  with  strong,  diversified  econ- 
omy, excellent  schools.  Many  social  and  recreational  oppor- 
tunities. Contact  Physician  Resource  Network,  P,  O.  Box 
37102,  Fort  Worth.  Texas  76117-8102;  817  595-1128. 

An  outstanding  N.E.  Texas  pedicatric  opportunity  exists  for 
a BC  BE  physician.  This  physician  will  need  to  withstand  a rig- 
orous referencing  process  and  be  available  within  60  days.  In- 
terested physicians  should  respond  with  CV  to;  Mike  Black, 
EmQuest,  1717  Mam  Street,  Suite  5200,  Dallas,  TX  7520t  or 
call  (800)  527-2145. 

Dallas — Medical  staff  of  modern  hospital  in  Dallas  suburb 
seeks  board  certified  pediafricians  to  accommodate  new 
obstetrical  services.  Excellent  opportunity  for  colleagues  who 
wish  to  practice  together.  Competitive  incentive  package  to 
qualified  candidates.  For  information,  please  contact:  Physi- 
cian Resource  Network.  P.  O.  Box  37102,  Fort  Worth,  Texas 
76117-8102:817  595-1128. 


Psychiatry 

Psychiatrist — new  position  in  expanding  medical  services 
division  of  a community  mental  health  center.  Requires  Board 
Eligible  or  Board  Certified  and  Texas  license.  A base  salary  of 
$73,000,  higher  considering  experience  and  certification. 
Fringe  benefit  package  of  23%  plus  administrative  and  mal- 
practice liability  coverage.  El  Paso  has  more  days  of  sunshine 
than  any  city  in  the  U.S.  Our  average  daily  high  temperature 
in  January  is  57  degrees:  average  nightly  low  temperature  in 
July  IS  70  degrees.  Mountain  resorts  with  skiing  and  fishing 
are  two  hours  away.  A culturally  diverse  mapr  metropolitan 
area.  El  Paso  has  a population  of  over  500,000.  Bilingual 
Spanish/English  required.  For  more  information  call  or  write 
W.M.  Smith,  Personnel  Director,  Life  Management  Center, 
PO.  Box  9997,  El  Paso,  Texas  79990;  915  594-1069. 


Radiology 

Diagnostic  Radiologist — Gulf  Coast  Region,  to  join  solo 
radiologist  at  105  bed  hospital.  Contact  Richard  Allison,  MD, 
Alice  Physicians  and  Surgeons  Hospital,  300  E.  3rd  St.,  Alice, 
Texas  78332,  512  664-4376,  XI 35. 

Expanding  17-physician  multispecialty  group  has  excel- 
lent opportunity  for  a radiologist.  We  offer  a high  first-year  ex- 
penses. If  interested,  send  CV  to  Malone  and  Hogan  Clinic, 
1 501  West  11th  Place,  Big  Spring,  Texas  79720  or  call  Pam 
Shuttlesworth  at  915  267-6361,  ext  336. 

Busy  radiology  group  in  NE  Texas  seeks  fourth  associate. 
All  modalities,  including  MRI  and  interventional.  Comprehen- 
sive benefit  package  and  early  partnership.  Attractive  com- 
munity of  27,000  with  social  and  recreational  opportunities. 
Contact  Physician  Resource  Network,  P.  O.  Box  37102,  Fort 
Worth,  Texas  761 1 7-8102;  81 7 595-1 1 28. 


Other  Opportunities 

Positions  Available-Seeking  BC/BE,  general  internist, 
HEM/QN,  PS,  endocrinologist  to  join  an  established  multi- 
specialty (non-prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124  Dallas 
Street,  San  Antonio,  Texas  78205. 

Full  and  part-time  experienced  physicians  for  established 
and  expanding  family  care  clinic  in  Northwest  Houston.  Excel- 
lent remuneration  and  working  conditions;  flexible  scheduling. 
Contact  Director,  Medical  Center,  7925  FM  1960  West,  Hous- 
ton, Texas  77070;  713  469-4560. 

We  have  full  and  part-time  locum  tenens  opportunities 
available  in  all  specialties  with  guaranteed  incomes  and  paid 
malpractice.  For  more  information,  contact  John  Smith, 
Locum  Tenens,  Inc.  (A  Division  of  Jackson  and  Coker),  400 
Perimeter  Center  Terrace,  Suite  760  TMLT9,  Atlanta,  GA 
30346,  telephone  1-800-544-1987. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-A560 


Houston  786-3722 
or  send  CV  11140  Westheimer 
Suite  144 

Houston.  TX  77042 


Reuben 
B r o n s t e i n 

& Associates 


South  Texas  Multispecialty  Group — 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC/BE  phy- 
sicians: OBG,  pediatrics,  FP.  Well-established  25  year  old 
practice  rapidly  expanding  into  multispecialty  group  due  to  in- 
creased patient  base.  Design  award-winning  new  facility 
offering  complete  lab, x-ray,  family  practice,  general  surgery, 
cardiology,  PM  & R,  and  ophthalmology  services  already  es- 
tablished. Texas  licensed  and  Medicare  certified  out-patient 
surgery  center  on  site.  Enlarging  present  facility  and  will  open 
satellite  office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  administrative  and 
staff  support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities  in 
both  out-patient  and  hospital  practice.  Dedication  to  high 
quality,  excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial  interest  in 
practice  desirable.  Tremendous  growth  potential.  Send  CV 
references  and  current  photo  to  Robert  A.  Payne,  Admin- 
istrator, Gonzaba  Medical  Group,  720  Pleasanton  Road,  San 
Antonio,  Texas  78214. 

Cardiology — El  Paso,  Texas.  Join  three  BC  cardiologists 
for  growing  invasive/noninvasive  practice;  affiliation  with  330- 
bed  medical  center,  active  cardiac  surgery  program.  Attrac- 
tive salary,  benefits;  new  clinic  in  1990.  530,000  city  popula- 
tion. Phil  Kelbe,  Fox  Hill  Associates,  250  Regency,  Mil- 
waukee, Wisconsin  53186,  1-800-338-7107. 

Rheumatology — El  Paso,  Texas.  Partnership  with  BC 
rheumatologist.  Diverse  practice  includes  clinical  research. 
Modern  330-bed  hospital  with  strong  orthopedic  and  re- 
habilitation program.  Three-physician  call  schedule,  excellent 
income  potential.  530,000  city  population.  Phil  Kelbe,  Fox  Hill 
Associates,  250  Regency,  Milwaukee,  Wisconsin  53186, 
1-800-338-7107. 

Permanente  Medical  Association  of  Texas — Rapidly  ex- 
panding, multispecialty  group  practice  in  Dallas/Fort  Worth 
seeking  BE/BC  physicians:  anesthesiology,  dermatology, 
family  pracfice,  gastroenferology,  general  surgery,  internal 
medicine,  neurology,  OB/GYN,  oncology,  ophthalmology, 
orthopedics,  otolaryngology,  pediatrics,  psychiatry,  radiology, 
urology,  cardiology,  pulmonary  and  urgent  care.  Extensive 
benefit  package.  Send  CV  or  contact:  Executive  Medical  Di- 
rector, 12720  Hillcrest,  Suite  600,  Dallas,  TX  75230,  214 
458-5012.  Equal  Opportunity  Employer. 

Texas  Gulf  Coast  Oncologist — BC/BE  Oncologist  sought  to 
join  established  three  physician  oncology  group  located  in 
hospital  affiliated  multidisciplinary  cancer  center.  Medical  sup- 
port includes  all  medical  specialties,  state-of-the-art  radiation 
therapy,  MRI,  CT,  and  apheresis.  City  of  130,000  offers  excel- 
lent lifestyle  and  is  located  near  metropolitan  Houston.  Send 
CV  to  Beaumont  Oncology  Associates,  McFaddin  Ward  Can- 
cer Center,  690  N.  14th  Street,  Beaumont.  Texas  77702. 


Practice 

Makes 

Perfect 

In  Arkansas 

Practice  opportunities 
available  statewide  for 
qualified  physicians. 
Excellent  incentives. 

For  more  information, 
contact  Office  of 
Primary  Care, 

Arkansas  Department 
of  Health,  4815  W. 
Markham,  Little  Rock, 
AR  72205-3867. 

Phone  501/661-2194.  . 
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Texas  Medicine 


Extend  the  borders 
of  your  career. 

It's  possible  with  an  overseas 
opportunity  through  AMI  Saudi 
Arabia  Ltd.  Opportunities  are 
now  available  in  the  Saudi 
Arabian  cities  of  Al  Baha, 
Dhahran  and  Riyadh  for: 

Physicians 

Qualified  candidates  will  be 
U.S.  Board  Certified  with 
specialization  in  one  of  the 
following: 

■ Pediatrics 

■ Ophthalmology 

■ Internal  Medicine 

■ Family  Practice 

Your  locum  tenens  or  1-2  year 
assignment  in  Saudi  Arabia 
features: 

□ Potential  tax  advantages 

□ Free,  fully  furnished  housing 

□ On-site  recreation  center 

□ Generous  holiday  and 
vacation  benefits 

□ Numerous  travel  opportunities 

□ Excellent  medical/dental/life 
insurance  plan 

Discover  how  far  your  career 
plans  can  take  you.  Find  out 
more  by  calling  or  forwarding 
resume  to: 

Arabian  Medical 
International,  Inc. 

5718  Westheimer,  Suite  1810 
Houston,  TX  .77057 
Call  (800)  537-1026 
In  Houston,  call  975-9000 


>IMI  SAUDI  ARABIA  LTD. 

Where  your  ambitions  can  take  you. 


Gastroenterologist — Two  busy  gastroenterologists  seek 
third  associate  for  group  practice  in  NE  Texas.  Shared  call, 
comprehensive  benefit  package,  and  early  partnership.  Mod- 
ern hospitals.  Attractive  community  w/strong,  diversified 
economy;  excellent  schools.  Many  social  and  recreational  op- 
portunities. Contact:  Physician  Resource  Network,  P.  O.  Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Neurologist — Regional  medical  center  serving  150,000  in 
NE  Texas  seeks  BE/DC  neurologist  for  associate  practice  or 
solo  sharing  call  with  BC  neurologist.  Family  oriented  commu- 
nity with  strong  economy,  excellent  schools.  Many  social  and 
recreational  opportunities.  Competitive  incentive  package. 
Contact;  Physician  Resource  Network,  P.  O.  Box  37102,  Fort 
Worth,  TX  761 1 7-81 02;  81 7 595-1 1 28. 

Pulmonologist — Five  man  group  of  American  trained,  BC  in- 
ternists seek  compatible  pulmonology  associate.  Texas  com- 
munity of  100,000  + . Office  adjacent  to  modern  250-bed  hos- 
pital. Shared  call,  good  income  and  benefits.  Full  associate 
status  in  second  year.  Contact:  Physician  Resource  Network, 
P.  0.  Box  371 02.  Fort  Worth,  TX  761 1 7-81 02;  81 7 595-1 1 28. 


CARDIOLOGY 

ENT 

FAMILY  PRACTICE 
INTERNAL  MEDICINE 
PULMONOLOGY 

Progressive  medical  center  30 
miles  north  of  Houston  offering 
outstanding  practice  opportunities. 
Relocation  amenities  include:  in- 
come guarantee,  rent  assistance, 
personnel  salary  assistance,  prac- 
tice management,  and  an  aggres- 
sive marketing  program  to  aid  in 
building  practice  clientele. 

For  consideration  call,  day 
or  night,  1-800-635-0187 
or  send  CV  to: 

Jackie  Rowles,  Director 

Physician  Recruitment 

Charter  Lane  Regional 
Medical  Center 


300  E.  Crockett 
Cleveland,  Texas  77327 


! 

UT\ 

!!!! 

CHARTER  REGIONAL 
MEDICAL  CENTER 

[Bl  A Charter  Medical  Facility 

Allergist — Established  pediatric  and  adult  allergy  prac- 
tice available  in  major  metropolitan  area  of  northeast  Texas. 
For  information,  without  cost  or  obligation,  contact:  Physician 
Resource  Network,  P.  O.  Box  37102,  Fort  Worth,  Texas 
76116-8102;  817  595-1128. 

General  Surgeon — Texas  community  of  8,000  (referral  area 
16,000)  seeks  board  certified  general  surgeon.  Nearby  sur- 
geon available  for  call.  New  hospital  under  construction. 
Sound  economy;  good  schools;  airport.  Generous  incentive 
package  including  income  guarantee,  relocation  allowance, 
office,  more.  Contact:  Physician  Resource  Network,  P.  O.  Box 
37102,  Fori  Worth.  Texas  76117-8102;  817  595-1128. 

Physicians — Fuil  time  travei  required  (one  year  minimum). 
Westat,  a health  research  organization,  is  seeking  physicians 
for  the  third  National  Health  and  Nutrition  Examination  Survey 
sponsored  by  the  US  Public  Health  Service.  Individuals  will 
be  part  of  a highly  trained  medical  team  conducting  physical 
examinations  in  mobile  exam  centers  traveling  to  88  U.S. 
cities  through  1993.  Physicians  must  be  licensed  in  one  state 
and  be  BC/BE  in  internal  or  family  medicine.  Competitive 
salaries,  paid  malpractice,  per  diem,  car,  four  weeks  paid 
vacation  per  year,  holidays,  and  health,  life,  dental,  disability 
insurance  offered.  Call  Beverly  Geline  at  800-937-8281, 
x8248  or  301  251-8248,  or  send  CV  to:  Westat.  Inc.,  1650 
Research  Boulevard,  Rockville,  MD  20850,  attn:  B.  Geline. 
EOE/M/FAf/H. 


OPPORTUNITIES  SOUGHT 

Board  Eligible  Family  Physician — Completes  Texas  resi- 
dency program  June  1990.  Considering  small  group  practice 
opportunities  in  Texas,  but  open  to  other  practice  possibilities. 
No  OB.  Describe  your  practice,  salary  guarantee,  location, 
additional  benefits,  and  availability  of  partnership.  Please 
reply  to  Ad-726,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  TX  78701 . 

General  Surgeon  available,  seeking  position  to  begin  in 
mid-1990.  U.S.  graduate,  military  trained,  board  eligible.  Will 
consider  all  practice  situations;  prefer  position  in  Central 
Texas,  small  to  medium  sized  city.  Please  reply  to  Ad  727, 
TEXAS  MEDICINE,  1801  N.  Lamar  Blvd.,  Austin,  TX  78701. 

Board  Eligible  Neurosurgeon  with  a Texas  License  is  seek- 
ing an  opportunity  where  there  is  a real  need.  Contact  the 
Texas  Doctors  Group,  P.  O,  Box  177,  Austin.  TX  78767;  512 
476-7129. 


EQUIPMENT  NEEDED 

Equipment  for  Occupational  Medical/Minor  Emergency 
Center,  Everything  needed.  Prefer  late  model  and  good  f 
condition  only.  Special  needs:  Power  Table  (Ritter  or  Med- 
mark),  small  hearing  booth,  slit  lamp  for  foreign  body  work,  tif- 
mus,  automatic  audiometer  with  printer,  minor  surgical  instru- 
ments. x-ray  and  processor.  Send  description,  condition  and 
asking  price  to  Ad  Box  728,  TEXAS  MEDICINE,  1801  N. 
Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Marquette  Stress  Systems — Model  #3500  and  Model 
'Case."  Del  Mar  Stress  System  Model  #3100,  Siemens  Sir- 
emobil  2 C-Arm,  Phillips  BV-22,  C-Arm,  QBCs,  QBC  lls, 
Olympus  sigmoidoscopes,  Ritter  procto  tables,  Sequoia-Tur- 
ner 900,  Kodak  Ektachems,  Autoclaves  and  much,  much 
more.  Please  call  for  photos  and  prices.  Inventory  lists  sent  by 
writing  or  by  phoning  Medexchange,  Inc.,  3021  Carmel  St., 
Dallas,  TX  75204,  USA;  214  824-9428  FAX.  In  Houston.  713 
568-0306. 

For  Sale:  Picker  Galaxy  Xray  Machine — 500  MA.  150  KVP, 
with  6 inch  image  system,  with  spot  film  device.  90-90  table 
with  moving  table  top.  Unit  is  installed  for  evaluation. 
$15,000.00,  or  best  offer.  Contact  Radiology  Consultants. 
3155  Stagg  Dr.  #230,  Beaumont,  Texas  77701.  Phone  409 
833-7582. 

Seralyzer — Blood  analyzer,  15  tests  with  all  accessories.  Ex- 
cellent condition,  used  very  little  as  HMO’s  do  most  of  my 
laboratory  tests  now.  The  Ames  Company  will  instruct  your 
personnel  to  operate.  The  first  $1200  gets  this  excellent  ma- 
chine. Contact  H.  Kresh,  M.D.,  1061 1 Garland  Rd.,  Dallas,  TX 
75218:  214  327-3293. 


Office  Space/Property 

Medical  Lease  Space — 2,184  square  feet,  finished  out  in 
excellent  condition  with  private  office,  three  baths,  five  treat- 
ment rooms,  lab,  nurses  lounge,  business  and  reception  area. 
Hulen  South  Professional  Building.  Great  location  In  SW  Fort 
Worth  (across  from  Hulen  Mall),  utilized  by  family  physician 
since  1979.  817  292-1861/732-8767. 

Weekend  Getaway — A secluded  1,300  acre  Hill  Country 
ranch  southwest  of  Kerrville.  A spectacular  creek  runs 
through  the  ranch  with  deep  water.  A beautiful  home,  horse 
barn,  hunting  lodge,  hay  field  and  abundant  wildlife  make  this 
a dream  ranch.  Only  $750  acre.  Greg  Tom,  Broker,  512 
858-4136. 

For  Lease:  Medical  Science  Center  Offices — 1400  Sq.  Ft. 
Centrally  located.  Faces  on  38th  Street.  Numerous  built-ins. 
Some  office  furniture.  Security  system.  Kitchen.'Bath.  Tele- 
phone/intercom all  offices.  Excellent  Finish-Out.  Available  1 
Oct.  89.  Call  512  451-8233  for  further  information. 


Real  Estate 

Corporate  Re-lo — Striking  remodeled  property  in  Hous- 
ton’s prestigious  West  University.  2 / 1.5  2 story.  $175,000. 
Agent:  Stan  Sheppard  713  499-1300. 

Updated  larger  home.  4 / 3.5  2 space  opens  to  green  area. 
In  Quail  Valley.  Missouri  City.  Easy  commute  to  medical  cen- 
ter. Agent:  Stan  Sheppard  713-499-1300. 


Practices 

Internal  Medicine  Practice  For  Sale — Office  adjacent  to 
major  hospital  on  Corpus  Christ!  Bay.  Established  practice 
with  growth  potential.  Present  owner  will  introduce  you  to 
community.  Write:  J.  F.  Wetegrove,  M.D..  247  Aberdeen  Ave., 
Corpus  Christ!,  Texas  7841 1 . 

Practice  for  Sale,  Family  Medicine — Growing  rural  commu- 
nity, 25  minutes  from  San  Antonio.  For  more  information,  call 
512  824-6525.  Ask  for  Linda. 

Practice  90%  Internal  Medicine — 40  year  practice  in  central 
San  Antonio.  Large  well-equipped  office,  leased,  in  close 
proximity  to  three  open  staff  large  hospitals.  Solo  practice  with 
average  gross  collections  of  $170,000.  Fluency  in  Spanish 
helpful,  not  essential.  Price  negotiable.  512  696-0243. 

Established  pediatric  practice  for  sale.  Far  West  Texas. 
Over  3,000  patient  records.  Centrally  located  to  all  major 
medical  centers.  Gross  exceeding  280K.  Good  terms  avail- 
able. Contact  Ad  #729,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

El  Paso — Well-established,  low  pressure  family  practice 
on  West  Side.  Grossing  $180,000,  Excellent  earnings. 
Leased  office;  $60,000  equipment  value.  Price  $75,000. 
Terms.  Contact  Simmons  and  Associates  915  833-3814. 

Selling  Your  Practice?  We  offer  on-site  appraisals,  practice 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices. We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write:  Practice  Dynamics,  Dept.  T,  P.  O.  Box 
821398,  Houston,  Texas  77282:  713  531-0911. 
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Thriving,  mature  ophthalmology  practice  in  northern 
suburb  of  Dallas-Fort  Worth  metroplex.  Fastest  growing 
county  in  area.  Well-trained  staff.  All  cultural  amenities.  Im- 
portant aspects  negotiable.  Seller  will  work  part-time  1-2 
years  for  smooth  transition.  If  interested,  please  send  CV  and 
any  other  pertinent  information  or  questions  in  cover  letter  to 
George  E.  Holladay,  MD,  525  Bryan  Street,  Denton,  Texas 
76201 ; 81 7-383-2607. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  Signature  loans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Competitive  fixed  rate.  Physicians  Service  Association. 
Atlanta,  Georgia.  Toll  free  1-800-241-6905.  Serving  MDs  for 
over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000  to 
$60,000.  Use  for  any  need  including  taxes,  debts,  etc.  No 
points  or  fees.  Best  rates.  Level  payments.  Up  to  six  years  to 
repay.  No  prepayment  penalties.  First  payment  not  due  for  90 
days.  For  application  call  toll-free  1-800-331-4952,  MediVer- 
sal.  Dept.  114. 

Attorney — representing  the  physician  in  professional 
matters.  Including:  TSBME  formal  and  informal  hearings; 
medical  staff  privileges;  contracts;  professional  associations; 
partnerships;  and  leases.  Robert  J.  Ratcliffe,  1104  Nueces. 
Suite  4,  Austin,  Texas  78701;  512  477-2335.  (Fully  licensed 
attorney  in  Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 

'Immigration  Problems?  Contact  the  law  office  of  G.  Well- 
ington Smith,  P.  C.,  702  Colorado  St..  Suite  102,  Austin, 
Texas  78701,  512  476-7163.  Board  Certified,  Immigration 
and  Nationality  Law,  Texas  Board  of  Legal  Specialization. " 


CONTINUING  EDUCATION 


FLEX  Preparation — November  1989.  Intensive  one  week 
refresher  course  in  Norfolk,  Virginia  by  professors,  MDs,  and 
PhDs  involved  in  medical  education.  Going  into  practice  in  an- 
other state?  This  course  will  prepare  you  for  the  FLEX  or 
FMGEMS  examinations.  USNBE  Review  Center,  P.  O.  Box 
767.  Friendswood,  Texas  77546;  713  482-8597. 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  service  offers 
residential  and  non-residential  program  with  counseling  and 
medical  plan  for  the  expectant  mother  who  is  planning  adop- 
tion for  her  baby.  Costs  adjusted  to  ability  to  pay.  MAR- 
YWOOD,  510  West  26th  Street,  Austin.  Texas  78705;  phone 
512  472-9251.  (Formerly  Home  of  the  Holy  Infancy) 
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THE  GREAT  AMERICAN  INVESTMENT 


Bonds  held  less  than  five  years  earn  a lower  rate. 
A public  service  of  this  publication. 


U.$.  SAVINGS  BONDS 


Kelly  Hummer  is  more  than  a 
nurse.  As  an  oncology  specialist  at  a 
leading  hospital  for  children,  she  also 
plays  the  role  of  teacher,  big  sister  and 
friend. 

Kelly  devotes  her  life  to  helping 
other  people's  children.  But  she  saves 
her  money  for  the  day  she  has  her 
own.  Kelly  Hummer  buys  U.S.  Savings 
Bonds  just  as  her  parents  did.  And  that 
makes  her  one  of  the  Great  American 
Investors. 

Like  Kelly,  30  million  people  invest 
in  America  while  helping  themselves. 
The  Bonds  they  buy  today  pay  cam- 
petitive  rates,  like  money-market  ac- 
counts. They're  free  from  state  and 
local  income  tax,  and  federal  tax  can 
be  deferred. 

You  can  purchase  Bonds  through 
the  Payroll  Savings  Plan  at  work,  or 
where  you  bank.  They're  a great  way 
ta  make  the  maney  you've  worked  for 
start  working  for  you.  For  more  infor- 
mation on  U.S.  Savings  Bands,  call 
tall-free:  1-800-US-BONDS.  For  a free 
brochure,  send  a postcard  to  U.S. 
Savings  Bonds,  Dept.  891-M, 
Washington,  D.C.  20226. 


I nfonnatiol i for  Autboi's 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability'  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  tramsmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
be  brief 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100—  1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Borland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  ( SI ) units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors;  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif,  Lange 
Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  CBE  style  manual;  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables ) used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  tw'o  or  three  pages  typed  w'ith  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor. 
Editorial  Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  one  month  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication  in 
column  form  be  deemed  appropriate,  the  committee  and  the  editors 
will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any 
advertisement  be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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COURSES 


SEPTEMBER 
Cardiovascular  Disease 
Sept  20-23,  1989 

UPDATE  IN  C:aRD1C)LCKO  C.ARDIOVASCT  IAR  BOARD  REVIEW  In 
diana  Convention  C.enter.  Indianapolis.  Fee  S-t'’5  members  of  Ameri- 
can College  of  Cardiology’,  SS25  nonmembers  of  ACC.  C.ategory  1, 

AMA  Physician’s  Recognition  Award,  3-i  hours.  Contact  the  American 
College  of  (Cardiology,  Extramural  Programs,  Dept  3080,  Washington, 
DC  20061-3080  ( 1 -800  ) 233--i636 

Endocrinology 

Sept  21-23,  1989 

DIABETES.  Doubletree  Hotel  at  Post  Oak,  Houston.  Fee  TBA.  Credit 
TBA.  Contact  Tamara  Greiner,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  ("13)  798-49-a2 

General  Medicine 

Sept  8,  1989 

SPOLISE  ABUSE,  (iooch  Auditorium.  The  University  of  Texas  South- 
western Medical  Center,  Dallas.  No  Fee.  (Credit  TBA.  (Contact  Freddie 
Heitman,  Continuing  Education,  I IT  Southwestern  Medical  (Center, 
3323  Harry  Hines  Blvd,  Dallas,  TX  ^3233  ( 2 U ) 688-2166 

Sept  24-27,  1989 

1 ITH  ANNUAL  PHARMA(CY  SYMPOSIUM.  IX'estin  Galleria  Hotel,  Hous- 
ton. Fee  TBA.  Credit  TBA.  (Contact  Shirley  Roy.  (Conference  Services, 
Box  131,  M.D.  Anderson  (Cancer  (Center,  1313  Holcombe  Blvd,  Hous- 
ton. TX  7^030  (■’13)  792-2222 

Internal  Medicine 

Sept  14,  1989 

FOCUS  ON  SERIOUS  INFE(CTI(C)NS:  1989.  Fairmont  Hotel,  Dallas.  No 
fee.  (Category  1 , AMA  Physician’s  Recognition  Award;  6 hours.  (Contact 
The  Liniversity  of  Fexas  Southwestern  Medical  Center,  Continuing 
Education,  3323  Harry  Hines  Blvd.  Dallas,  TX  "’3233-9039  ( 214  ) 
688-2166 

Neurology 

Sept  23-27,  1989 

NEUROBEHAVIORAL  DISORDERS:  Cl.lNKCAI.  ISTV’ESTIGAI  TV'E  TECH 
NIQUES  AND  APPl.lCATKONS.  Wenner  Gren  (Center,  Stockholm,  Swe- 
den. Fee  TBA.  (Category  1 , AMA  Physician’s  Recognition  Award;  24 
hours.  (Contact  Ann  McCormick,  Southern  (California  Neuropsychiatric 
Institute,  6794  U Jolla  Blvd,  La  Jolla,  CA  92037  (619)  -434-2102 

Sept  29-30,  1989 

NEUROLOGY,  PRIMARY'  (CARE  PHYSICIAN  Hyatt  Regency  Hotel,  San 
Antonio,  Tex.  Fee  SI "’3.  (Category  1,  AMA  Physician’s  Recognition 
Award;  1 1 hours.  Contact  Marilyn  Brandon,  (Continuing  Medical  Educa- 
tion, Scott  and  VC'hite  Hospital,  2401  S 31st  St,  Temple,  TX  "^6308 
(81")  774-2330 


Obstetrics  and  Gynecology 
Sept  13-1^,  1989 

GYNECOLOGIC  ENDOS(C(C)P3  WORKSHOP  ( OPERATIVE  PEL 
\’IS(COP4’,  OPERATIVE  HYSTEROS(COin , CONTA(CT  AND  NON- 
CONTA(CT  ND:YAC,  lASER  ).  Four  Seasons  Hotel  and  Resort,  Us 
Colinas,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Sonnier,  Pres- 
byterian Healthcare  System,  8200  W alnut  Hill  Lane,  Dallas,  TX  "’3231 
(214)  696-8468 

Sept  16,  1989 

1 ITH  ANNUAL  SEMINAR  IN  OB/G’V'N.  Texas  Tech  University  Health 
Sciences  Center,  Lubbock,  Tex.  Fee  TBA.  Categort'  1,  AMA  Physician’s 
Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock,  TX  "9430  ( 806  ) 743-2929 

Sept  21-22,  1989 

16TH  ANNliAL  PERINATAL  SEMINAR.  Scott  and  W hite  Memorial  Hos- 
pital, Temple,  Tex.  Fee  S63.  Category  1,  AMA  Physician’s  Recognition 
Award;  1 1 hours.  Contact  Susan  Larson,  Continuing  Medical  Education. 
Scott  and  White  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX  "6308 
(81")  774-4083 

Ophthalmology 

Sept  8,  1989 

CATARACT  1989.  Doubletree  Hotel,  Campbell  Centre,  Dallas.  Fee 
SI 30.  Category  1,  AMA  Physician’s  Recognition  Award;  6 hours.  Con- 
tact Sindi  Sonnier,  Continuing  Medical  Education,  Presbyterian 
Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  "’3231  ( 214  ) 
696-8468 

Sept  13-16,  1989 

LWEi  riS  FRONTIERS:  DIAGNOSTIC,  MEDICAL,  AND  SI  RGICAL  AP 
PROACHES  TO  irV’EITIS.  (Juail  Lodge,  Carmel  Valley,  Calif  Fee  TBA. 
Category  I,  AMA  Physician’s  Recognition  Award;  hrrurs  TBA.  Contact 
the  University  of  California,  Extended  Program  in  Medical  Education, 
Room  11-369,  San  Franci.sco,  ((A  94 1 43-0742  (413)  476-423 1 

Orthopedic  Surgery 

Sept  28-30,  1989 

ADVANCED  CONCEPTS  ON  INDUSTRIAL  SPINE  CARE:  SPORTS  MEDI- 
CINE FOR  W ()RK1N(;  PEOPLE.  Grand  Kempinski  Hotel,  Dallas.  Fee 
S473.  Category  1,  AMA  Physician’s  Reerrgnition  Award;  l^.S  hours. 
Contact  Diane  Pitkin,  Continuing  Medical  Education,  St.  Paul  Medical 
Center,  3909  Harry  Hines  Blvd,  Dallas,  TX  "3233  (214)  8"9-3"’89 

Plastic  Surgery 

Sept  13-17,  1989 

FACIAL  FRACITIRE  SURGER'r : AN  EDLICATIONAL  SYMPOSRIM  The 
Liniversity  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  S300. 
Credit  TBA.  Contact  Ann  Parchem,  LIT  Southwestern  Medical  Center, 
Division  of  Continuing  Education,  3323  Harry  Hines  Blvd,  Dallas,  TX 
"3233  (214)  688-2166 

Radiology 

Sept  13-23,  1989 

3TH  ANNUAL  LONDON  PARIS  FALL  ULTRASOUND  SYMPOSIUM  Lon 
don  or  Paris.  Fee  S393  London  or  Paris,  S430  London  and  Paris.  Credit 
TBA.  Contact  Medical  Seminars  International,  Inc,  Fall  Liltrasound  Syin- 
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posium,  9800  D Topanga  Canyon  Blvd,  Suite  232,  Chatsworth,  CA 
9131 1 (818)  ■^00-9821 

Surgery 

Sept  22-23,  1989 

SURGERY  UPDATE  1989.  Marriott  Medical  Center  Hotel,  Houston.  Fee 
$275.  Category'  1,  AMA  Physician’s  Recognition  Award.  Contact  Carol  J. 
Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Urology 

Sept  22-24,  1989 

OPERATIVE  CHALLENGES  IN  SURGICAL  UROLOGY.  St  Anthony  Hotel, 
San  Antonio,  Tex.  Fee  $275  members  of  American  Urological  Associa- 
tion, $375  nonmembers.  Category-  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  Alice  Henderson,  6750  VC'  Loop  South,  Suite 
900,  Bellaire,  TX  77401  ( ‘’13  ) 665-7500 

OCTOBER 

Allergy 

Oct  b-~’.  1989 

RESPIRATORS'  ALLERGY  UPDATE.  The  University  of  Texas  Southwest- 
ern Medical  Cxnter,  Dallas.  Fee  $150.  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  1 2 hours.  Contact  UT  Southwestern  Medical  Center, 
Continuing  Education,  5323  Harry  Hines  Blvd,  5323  Hany-  Hines  Blvd, 
Dallas,  TX  75235-9059  (214)  688-2166 

Oct  18-27,  1989 

ALLERGS’  ABROAD — ITALS’.  Padua,  Florence,  and  Rome,  Italy.  Fee 
$495.  Category  1,  AMA  Physician’s  Recognition  Award;  20  hours.  Con- 
tact Washington  University  School  of  Medicine,  Office  of  Continuing 
Medical  Education,  660  South  Euclid,  Box  8063,  St  Louis,  MO  631 10 
( 1-800)  325-9862 

Cancer 

Oct  24-27,  1989 

42ND  ANNUAL  RESEARCH  SS'MPOSIUM:  CELLUIAR  AND  MOLECU- 
lAR  TARGETS  OF  CANCER  THERAPS'.  Stouffer’s  Hotel  Greenway  Plaza, 
Houston.  Fee  TBA.  Credit  FBA.  Contact  Shirley  Roy,  Conference  Ser- 
vices, Box  131,  M.D.  Anderson  Cancer  Center,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Cardiovascular  Disease 

Oct  6-7,  1989 

MANAGEMENT  OF  VALVUIAR  DISEASE.  Four  Seasons  Hotel  and  Re- 
sort, Dallas  at  las  Colinas.  Fee  FBA.  Credit  TBA.  fatntact  Sindi  Sonnier. 
Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX 
75231  (214)  696-8-468 

Oct  12-14,  1989 

THIRTEENTH  ANNUAL  SEMINAR,  CARDIOLOGY  UPDATE— 1989. 
Hyatt  Regency  Monterey  Resort  and  Conference  Center,  Monterey,  CA. 
Fee  $375  members  of  American  College  of  Cardiology’,  $-440  nonmem- 
bers. Category  1,  AMA  Physician’s  Recognition  Award;  10.5  hours.  Con- 
tact Registration  Secretary,  Extramural  Programs,  American  College  of 
Cardiology,  Dept  5080,  Washington,  DC  20061 -5080  ( 1-800) 

253-4636 

Oct  26-28,  1989 

NEW  TECHNIQUES  AND  CONCEPTS  IN  CARDIOLOGY.  Hyatt  Re 
gency  Hotel,  Washington,  DC.  Fee  $380  members  of  American  College 
of  Cardiology',  $445  nonmembers.  Category  I , AMA  Physician’s  Recog- 
nition Award;  17  hours.  Contact  Registration  Secretary,  Extramural 
Programs,  American  College  of  Cardiology,  Dept  5080,  Washington, 

DC  20061-5080  ( 1-800  ) 253-4636 

Computer  Applications 

C4ct  5-7,  1989 

BIOMEDICAL  IMAGE  PROCESSING  WITH  MICROCOMPUTERS.  Mar- 
riott’s Pavilion  Hotel,  St  Louis,  Mo.  Fee  TBA.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  hours  TBA.  Contact  Loretta  Giacoletto, 
Washington  University  School  of  Medicine,  Office  of  Continuing  Medi- 


cal Education,  660  S Euclid,  Box  8063,  St  Louis,  MO  631 10  ( 1-800) 
325-9862 

Family  Medicine 

Oct  13-14,  1989 

-iTH  ANNUAL  DIABETES  SYMPOSIUM.  St  Anthony  Hotel,  San  Antonio, 
Tex.  Fee  $125.  Category’  1,  AMA  Physician’s  Recognition  Award;  8 
hours.  Contact  Kathleen  O’Shea,  Centers  of  Excellence,  Humana  Hospi- 
tal, 8026  Floyd  Curl  Dr,  San  Antonio,  TX  78229  (512)  692-8257 

General  Medicine 

Oct  28-29,  1989 

14TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR— AIDS.  Grand  Kem- 
pinski  Hotel,  Dallas.  Fee  $150  physicians,  $90  residents.  Credit  TBA. 
Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical 
Center,  5909  Harry’  Hines  Blvd,  Dallas,  TX  "^5235  (214)  879-3789 

Health  Administration 

Oct  29- Nov  3,  1989 

THE  NEV(  ENVIRONMENT  OF  HEALTHCARE/ 1ST  WEEK  OF  A 4- 
W'EEK  PROCiRAM  Arizona  State  University  Campus,  Fempe,  Ariz.  Fee 
$2,750  for  each  tw  o-week  session,  $200  discount  to  members  of  the 
American  College  of  Physician  Executives.  Graduate  credits  for  Certifi- 
cate in  Healthcare  Leadership  and  Management.  Contact  The  Western 
Netw’ork  for  Education  in  Health  Administration,  2131  University  Ave, 
Suite  -428,  Berkeley,  CA  94'’0-4  (415)  6-42-0790 

Internal  Medicine 

Oct  6-^,  1989 

MANAfiEMENT  OF  VAIA'UIAR  DISEASE.  Four  Seasons  Hotel  and  Re- 
sort, Las  Colinas,  Lex.  Fee  FBA.  Credit  FBA.  C^ontact  Sindi  Sonnier, 
Continuing  Medical  Education,  Presbyterian  Healthcare  System,  8200 
Walnut  Hill  Lane,  Dallas,  FX  '’5231  ( 2 1 4 ) 696-8-468 

MRI 

Oct  2-6,  1989 

POS  TGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPFXri’ROSCXlPY  Baylor  College  of  Medicine,  Houston.  Fee 
$1,000  physicians,  $500  residents  and  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  33  hours.  Contact  Holly  Ford,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  FX  77030 

Neurology 

Oct  6,  1989 

MUL  TIPLE  SCLEROSIS  UPDATE  1989.  Four  Sea.sons  Hotel,  Houston 
(X-nter,  Houston.  Fee  FBA.  fYcdit  FBA.  Contact  Beverly  Osterloh,  Con- 
ference Coordinator,  The  University’  of  Texas  Medical  School,  6431 
Fannin,  MSB  G.  104,  Houston,  'I'X  77030  (713)  792-5346 

Oct  10,  1989 

PARKINSONISM.  Grand  Kempinski  Hotel,  Dallas.  Fee  TBA.  Credit  TBA. 
Contact  Sindi  Sonnier,  Continuing  Medical  Education,  Presbyterian 
Healthcare  System,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214) 
696-8468 

Obstetrics  and  Gynecology 
Oct  13-14,  1989 

WOMEN’S  HEALTH.  A&M  Campus,  College  Station,  Tex.  Fee  $125. 
Category  I,  AMA  Physician’s  Recognition  Award;  8 hours.  Contact 
Susan  latrson.  Continuing  Medical  Education,  Scott  and  White  Memo- 
rial Hospital,  2401  S 31st  St,  Temple,  FX  76508  (817)  774-4083 

Oncology 

Oct  15-18,  1989 

MEDK:AL  ONCOLOGY:  A COMPREHENSIVE  REVIEW.  Clark  Clinic  Au- 
ditorium, M.D.  Anderson  Cancer  Center,  Houston.  Contact  Richard 
Pazdur,  MD,  GI  Oncology,  Box  "^8,  The  L'niversity  of  Texas  M.D.  Ander- 
son Cancer  Center,  Houston,  TX  770.30  (713)  792-2828 


Texas  Medicine 


Oph  llialmology- 

C)cl6-^,  1989 

(X)RNKA  AND  F.XTHRNAl.  DISFASK.  Fakeway  Resorl  and  Conference 
CX'nter,  Austin,  I'cx.  Fee  I'BA.  Credit  TBA.  (a)ntact  Fleanor  (ioldsniitli, 
C.ontinuing  Fdueation,  The  University  of  Texas  Southwestern  Medical 
School,  S323  Harrv'  Mines  Blvd,  Dallas,  TX  ""SiSS  (21-i)  688-3848  or 
(214)688-2166 

Orthopedic  Surgery 

Oct  20-21,  1989 

lASFRS  IN  OR'FHOPFDIC  SURfiFRV  , W estin  (ialleria  Motel,  Dallas.  Fee 
TBA.  Credit  TBA.  (a)ntact  Sindi  Sonnier,  Continuing  Medical  Fduea- 
tion, Presbyterian  Healthcare  System,  8200  VCalnut  Hill  Fane,  Dallas, 

TX  ■’S23 1 ( 2 1 4 ) 696-8468 

Otolaryngology 

Oct  ^-8,  1989 

FNDOSCOPIC  SINUS  SUR(iFR'i76 1 M COURSE  Room  D1  600,  The  Uni 
versity  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $673.  Cate- 
goty  1 , AMA  Physician's  Recognition  Award;  1 3 hours.  (Contact  Ann 
Parehem,  UT  Southwestern  Medical  Center,  3323  Many'  Mines  Blvd, 
Dallas,  TX  73233  (214)688  2166 

Oct  27-28,  1989 

lASERS  IN  OTOIARYNGOLOGY.  The  University'  of  Texas  Medical 
Branch  Basic  Science  Bldg,  Galveston.  Fee  $1,000.  (Category  1,  AMA 
Physician’s  Recognition  Award;  16  hours.  (X)ntact  Martha  Berlin,  Office 
of  Continuing  Education,  ^101  Shearn  Moody  Plaza,  UT  Medical 
Branch,  Rt  J-34,  Galveston,  TX  77330  (409)  761-2934 

Pediatrics 

Oct  6-7,  1989 

13TH  ANNUAL  PEDIATRIC  POSTGRADUATE  CONFERENCE.  Holiday 
Inn  Civic  Center.  Lubbock,  Tex.  Fee  TBA.  Category  1,  AMA  Physician’s 
Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Cttn- 
tinuing  Medical  Education,  Texas  lech  University'  Health  Sciences  Cen- 
ter, Lubbock,  TX  79430  (806)  743-2929 

Radiology 

Oct  27-29,  1989 

DIAGNOSTIC  RADIOLOGY  UPDATE  Doubletree  Hotel  at  Lincoln  Cen 
ter,  Dallas.  Fee  $330.  Category  1,  AMA  Physician’s  Recognition  Award; 
18  hours.  Contact  Dolly  (ffiristensen.  Dept  of  Radiology,  The  Univer- 
sity' of  Texas  Southwestern  Medical  CT-nter,  3323  Harry  Hines  Blvd, 
Dallas,  TX  75 233  ( 2 1 4 ) 390-86 1 3 or  ( 2 1 4 ) 688-2 1 66 

NOVEMBER 

AIDS 

Nov  9-11,  1989 

AIDS  AND  OTHER  SEXUALLY  TRANSMITTED  DISEASES.  Los  Angeles 
Registry,  Universal  Caty,  Calif.  Fee  $440  members  of  American  College 
of  Obstetricians  and  (iynecologists,  $220  member  residents  ACOCi, 
$313  nonmembers.  Category'  1,  AMA  Physician’s  Recognition  Award; 
16  hours.  Contact  the  ACOG,  409  12th  St,  SW,  Washington,  DC 
20024-2188  ( 1-800)  333-881  1 

Cancer 

Nov  8-11,  1989 

33RD  ANNUAL  CLINICAL  CONFERENCE:  HORMONE  PRODUCTION 
BY  ENDOCRINE  AND  NONENDOCRINE  TUMORS  M D.  Anderson 
Cancer  Center,  Clark  Clinic  Bldg  Auditorium,  Houston.  Fee  TBA. 

Credit  TBA.  Contact  Shirley  Roy,  Conference  Services,  Box  131,  M.D. 
Anderson  Cancer  Center,  1313  Holcombe  Blvd,  Houston,  TX  77030 
(^13)  792-2222 

Emergency  Care 

Nov  16-18,  1989 

9TH  ANNUAL  TRAUMA  SYMPOSIUM.  El  Pa.so  Marriott  Hotel,  El  Pa.so, 
Tex.  Fee  TBA.  C^ategory  1,  ACEP;  20  hours.  Contact  Mrs  Marty  May, 


Dept  of  Surgery,  William  Beaumont  Army  Medical  (T-nter,  El  Paso,  TX 
•'9920-300 1 (913)  369  262  I 

General  Medicine 

Nov  10-11,  1989 

9TH  ANNUAL  SOUTHWESTERN  POISON  AND  DRUG  INFORMATION 
SYMPOSIUM.  Doubletree  Hotel,  Tucson.  Fee  $193.  Credit  TBA.  Catn- 
tact  Felix  C.ane/.,  Arizona  Poison  and  Drug  Information  Center,  1301  N 
Campbell  Ave,  Rm  3204-K,  Tucson,  AZ  83724  (602  ) 626-7899 

Internal  Medicine 

Nov  8-11,  1989 

lOth  INTERNATIONAL  SYMPOSIUM  ON  DRUGS  AFFECTING  LIPID 
METABOLISM.  Westin  Galleria  and  Westin  Oaks  Hotels,  Houston.  Eee 
$400.  C^ategory  1,  AMA  Physician’s  Recognition  Award;  1 1 hours.  Con- 
tact Ms  Lynne  K.  liras.  International  Meeting  Managers,  Inc,  4330  Post 
Oak  Place,  Ste  248,  Houston,  TX  77027  (713)  963-0366 

Nov  30- Dec  2,  1989 

4TH  ANNUAL  DlABEl’ES  UPDATE.  San  Luis  Hotel,  (ialveston,  Tex.  Fee 
$230.  Category'  1,  AMA  Physician’s  Recognition  Award;  14  hours.  Con- 
tact Martha  Berlin,  The  liniversity  of  Texas  Medical  Branch,  Office  of 
Continuing  Education,  7.101  Shearn  Moody  Plaza,  Rt  J-34,  (ialveston, 
TX  7- 3 30  ( 409 ) 76 1-2934 

Neurology 

Nov  9,  1 989 

1ST  ANNUAL  WILLIAM  FIELDS  LEC  TURESHIP  IN  NEUROLOGY.  Four 
Seasons  Hotel,  Houston.  Fee  I’BA.  (Tedit  TBA.  Contact  Alice  Reardon, 
Office  of  Continuing  Education,  The  University  of  Texas  Medical 
School,  6431  Fannin,  MSB  G.IO4,  Houston,  TX  77030  (713)  792-3346 

Obstetrics  and  Gynecology 

Nov  ■'-11,  1989 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/CiYN.  Westin  Hotel, 
Dallas.  Fee  $330  complete  course,  $400  basic  course,  $130  pathology'. 
Ciategory'  1,  AMA  Physician’s  Recognition  Award;  36  hours.  Contact 
June  Bovill,  C.ontinuing  Education,  The  University  of  I’exas  Southwest- 
ern Medical  Center,  3323  Harry  Hines  Blvd,  Dallas,  TX  "'3233  (214) 
688-2166 

Nov  8-10,  1989 

3RD  ANNUAL  UPDATE  IN  PELVIC  AND  VAfilNAL  SURGER3  Plaza  San 
Antonio,  San  Antonio,  Tex.  Fee  $330.  Category  I , AMA  Physician’s  Rec- 
ognition Aw'ard;  16  hours.  Contact  Susan  Larson,  Scott  and  White  Hos- 
pital, 2401  S 31st  St,  Temple,  TX  ''6308  (817)  774-4083 

Nov  16-18,  1989 

CRI  TICAL  CARE  IN  OBSTE  TRICS  AND  GYNECOLt  XA’.  Fairmont 
Hotel,  (Jticago.  Eee  $440  members  of  American  College  of  Obste- 
tricians and  Gynecologists,  $220  member  residents  of  ACOG,  $313 
nonmembers.  (;ategory  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  A(T)G,  490  12th  St.  ,SW,  Washington,  D(; 
20024-2188  ( 1-800)  333-881  1 

Ophthalmology 

Nov  30- Dec  2,  1989 

CON  TACT  LENS  TECHNOLOGY  COUR,SE.  J.W.  Marriott  Galleria,  Hous- 
ton. Eee  TBA.  (Tedit  TBA.  Contact  Bette  Burkett,  Cullen  Eye  Institute, 
Baylor  (atllege  of  Medicine,  Houston,  TX  77030  (“’13)  798-3942 

Orthopedic  Surgery 

Nov  17-18,  1989 

1 ITH  ANNUAL  ORTHOPEDIC  PATHOLOGY  LECTURESHIP;  BONE 
AND  JOINT  INEEC'TIONS.  Marriott  Medical  Center  Hotel,  Houston. 

Fee  $400.  Credit  TBA.  Contact  Alexander  E.  Brod.sky,  Ml),  St  Luke’s 
Episcopal  Hospital,  PO  Box  20269,  Houston,  TX  ''7223-0269  ("’13) 
791-2923 

Otolaryngology 

Nov  2-4,  1989 

SAN  FRANCISCO  OTOLOGY  UPDATE  1989.  Mark  Hopkins  Hotel,  San 
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Francisco.  Fee  $385.  Categor)’  1,  AMA  Physician's  Recognition  Award; 
22  hours.  Contact  Cniversity  of  California,  Extended  Programs  in  Medi- 
cal Education.  Room  Li-569,  San  Francisco,  CA  9-*  143-0742  (415) 
■476-4151 

Nov  16-18,  1989 

TE.MPORAl,  BONE  MINI  (BOURSE.  The  University  of  Texas  Medical 
Branch  Vaugli  Teaching  Center,  Galveston,  Tex.  Fee  $450.  Category  1, 
AMA  Physician's  Recognition  Award;  20  hours.  (Contact  Martha  Berlin, 
The  University  of  Texas  Medical  Branch,  Office  of  Continuing  Educa- 
tion, ■’.101  Shearn  Moody  Plaza,  Rt  )-34,  Galve.ston,  TX  77550  (409) 
^61-2934 

Pediatrics 

Nov  3-4,  1989 

PEDIATRICS  FOR  THE  PRAf n iTIONER:  23RD  ANNUAL  KENNETH 
HALTALIN  PEDIA  TRICS  SEMINAR.  'VX'estin  Hotel,  Dallas.  Fee  TBA.  Cate- 
gory- 1,  AMA  Physician's  Recognition  Award;  1 1 hours.  Ckintact  June 
Bovill,  Continuing  Education,  The  IMiversity  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Physical  Medicine  and  Rehabilitation 

Nov  2-5,  1989 

CHALLENGE  OF  THE  LUMBAR  SPINE.  Hyatt  Regency  Embarcadero, 

San  Francisco.  Fee  TBA.  CTedit  TBA.  Contact  Challenge  of  the  Lumbar 
Spine,  Inc,  4319  Medical  Dr,  Suite  210-B,  San  Antonio,  I'X  "’8229  ( 512 ) 
696  99- 1 

Psychiatry 

Nov  18,  1989 

ANXIET\’  DISORDERS:  PANIC,  PHOBIC,  AND  OBSESSIVE-COMPUI2>lVE 
DISORDERS.  Cirand  Kempinski  Hotel,  Dallas.  Fee  TBA.  Oedit 
TBA.  Contact  Diane  Pitkin,  Continuing  Medical  Education,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  "’5235  (214) 
879-3789 

DECEMBER 

Family  Practice 

Dec  2,  1989 

PRACTICE  UPDATE  ‘89.  Dallas.  Contact  Diane  Pitkin,  Continuing  Medi- 
cal Education,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas, 

TX  ■’5235  (214)  8-’9-3-89 

General  Medicine 

Dec  10-11,  1989 

LOVE,  MIRACLES  AND  MEDICINE.  Lubbock.  Contact  Vicki  Hollander, 
Continuing  Medical  Education,  Texas  Tech  Liniversity  Health  Sciences 
Center,  Lubbock,  TX  79-130  ( 806  ) 743-2929 

Internal  Medicine 

Dec  1-2,  1989 

UPDATE  IN  SEXUALIA  TRANSMITTED  DISEASES.  Dallas.  Contact  Ann 
Parchem,  Continuing  Education,  U'T  Southwestern  Medical  (Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  ( 214  ) 688-2 166 

MRl 

Dec  4-8,  1989 

POSTGRADUATE  WORKSHOP  IN  MAGNE  TIC  RESONANCE  IMAGING 
AND  SPEC^TROSCOPY.  Houston.  Contact  Holly  Ford,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  7-030 

Otolaryngology 

Dec  8-9,  1989 

ENDOSCOPIC  SINUS  SURGERY.  Galveston.  Contact  Martha  Berlin,  Uni- 
versity of  Texas  Medical  Branch,  Office  of  Continuing  Education,  7.101 
Shearn  Moody  Plaza,  Rt  J-34,  Galveston,  TX  77550  (409)761-2934 


JANUARY 
Family  Medicine 

Jan  19-20,  1990 

ADVANCES  IN  FAMILY  PRACTICE.  Contact  Tamara  C.  Greiner,  Baylor 
College  of  Medicine.  One  Baylor  Plaza,  Houston,  TX  77030 
(713)798-6020 

FEBRUARY 

Neurology 

Feb  14-16,  1990 

23RD  RECENT  ADVANCES  IN  NEUROLOGY.  San  Francisco.  Contact 
Extended  Programs  in  Medical  Education,  University  of  California, 
Room  569-U,  San  Francisco,  CA  94  143-0742  (415)  476-4251 


TELECONFERENCE  NETWORK  OF  TEXAS 


Drug  Therapy  Update 

Aug  17,  1989 

CURRENT  TREATMENT  RECOMMENDATIONS  IN  ASTHMA.  Audio 
Teleconference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  No  fee.  Credit  TBA.  Contact  Teresa  Saad,  Telecon- 
ference Netw  ork  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2^700 

Sept  21,  1989 

MANAGEMENT  OF  GAI.USTONE  DISEASE  WITH  URSODIOL.  Audio 
Teleconference  locations  and  other  Teleconference  Networks  of  Texas 
member  sites.  Fee  TBA.  Credit  TBA.  Contact  Teresa  Saad,  Telecon- 
ference Network  of  Texas,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2^’00 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  follow  ing  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  A.ssociation.  Participants  in  the  workshops 
and  seminars  will  receive  Categoiy  1 credit  toward  the  AMA  Physi- 
cian's Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  'Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin.  TX  78701  ( 5 1 2 ) 477-6704. 

AUGUST 

BASIC  ICD-9-CM  DIAGNOSIS  CODING 

Aug  22,  1989,  Lubbock  Aug  24,  1989,  Dallas 

Aug  23,  1989,  Amarillo 

MEDICAL  OFFICE  MANAGEMENT  INSTITUTE 

Aug  I — i,  1989,  San  Antonio  Aug  1 5-  18,  1989,  Houston 

WORKi:RS'  COMPENSATION— RULES,  REGULATIONS  AND 
PAYMENTS 

Aug  24,  1989,  Eort  Worth  Aug  30,  1989,  Houston 

Aug  28,  1989,  San  Antonio  Aug  31,  1989,  Dallas 

Aug  29,  1989,  Austin 

SEPTEMBER 

BASIC  ICD-9-CM  DIAGNOSIS  CODING 

-Sept  7,  1989,  Hou.ston  Sept  8,  1989,  San  Antonio 

UNDERSTANDING  AND  IMPROVING  THIRD  PARTY  REIMBURSE- 
MENT— 6 hours 

Sept  19,  1989,  Austin  Sept  27,  1989,  Odessa 

Sept  20,  1989,  San  Antonio  Sept  29,  1989,  Dallas 

Sept  26,  1989,  Lubbock 


Texas  Medicine 


WORKHRS'  CX)MPFNSATK)N— RUI.HS,  RKCHm  iONS  AND 

PAMVtENTS 

Sept  S,  1989,  l.ubboek 

Sept  6,  1989,  Amarillo 

.Sept  T”,  1989,  Abilene 


CALENDAR  OF  MEETINGS  ■ Denote.s  Texas  Meetings 


AUGUST 

■BORDER  HEALTH  CONEERENCE,  El  Paso,  August  23—24,  1989.  Con- 
tact Catherine  Edwards,  PhD.  ITiblic  Health  Department,  Texas  Medi- 
cal Association,  1801  N Umar  Blvd,  Austin,  ITC  78701  (S12)  477-6704 

TEXAS  PERINATAL  ASSOCIATION  ANNIIAL  CONFERENCE,  Arlington, 
August  11-13,  1989.  Contact  Paula  Webb,  Cook-Ft  Worth  Children  s 
Medical  Center,  801  Seventh  St,  Ft  Worth,  TX  76104  (817)882-3127 

SEPTEMBER 

4TH  WORLD  CONGRESS  OF  THE  INTERNATIONAL  SOCIETY  FOR 
DISEASES  OF  THE  ESOPHAGUS,  Chicago,  Sept  6—8,  1989.  Contact  the 
American  College  of  Chest  Physicians,  PO  Box  93826,  Chicago,  IL 
60673 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE 
SURGERY  ANNUAL  MEETING,  New  Orleans,  Sept  21  — 23,  1989.  Con- 
tact AAFPRS,  1101  Vermont  Ave  NW,  Ste  404,  Washington,  DC  20005 
(202)842-4500 

AMERICAN  ACADEMA'  OF  FAMILA'  PHYSICIANS  ANNUAL  SCIENTIFIC 
MEETING,  Los  Angeles,  Sept  18-21,  1989.  Contact  the  AAFP,  1740  W 
92nd  St,  Kansas  City,  MO  64114 

AMERICAN  ACADEMY  OF  OTOIARATNGIC  ALLERGY  EOLINDATION 
ANNUAL  MEETING,  New  Orleans,  Sept  21-23,  1989.  Contact  the 
AAOAF,  1101  Vermont  Ave  NW,  Ste  303,  Washington,  DC  20005, 
(202)682-0456 

AMERICAN  ACADEMY  OE  OTOIARATXGOLOGY/HEAD  AND  NECK 
SURGERY  ANNUAL  MEETING.  New  Orleans,  Sept  24—28,  1989.  Con- 
tact the  AAO/HNS,  1 100  Vermont  Ave  NW,  Washington,  DC  20005 
(202)  289-4607 

AMERICAN  ASSOCIATION  OE  ELECTROMYOGRAPHY  AND  ELECTRO- 
DIAGNOSIS SCIENTIFIC  MEETING,  Washington,  DC,  Sept  14-17, 

1989.  Contact  the  AAEE,  732  Marquette  Bank  Bldg,  Rochester,  MN 
55904  (507)  288-0100 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS  SCIENTIFIC 
MEETING,  Washington,  DC,  Sept  11-14,  1989.  Contact  the  ACEP,  PO 
Box  619911,  Dallas,  TX  75261  (214)  550-091 1 

AMERICAN  COLLEGE  OF  RADIOLOGY  ANNUAL  MEETING,  Seattle, 
Sept  8-13,  1989.  Contact  the  American  College  of  Radiology,  1891 
Preston  White  Dr,  Reston,  VA  22091  (703)  648-8900 

CONGRESS  OF  NEUROLOGICAL  SURGEONS  ANNUAL  MEETING,  At 
lanta.  Sept  25-29,  1989.  Contact  the  Congress  of  Neurological  Sur- 
geons, 22  S Greene  St,  Baltimore,  MD  21201  ( 301  ) 528-2905 

DEPARTMENT  OF  OPHTHALMOLOGY  AND  VISUAL  SCIENCES  AN- 
NUAL MEETING,  Lubbock,  Sept  23,  1989.  Contact  Vicki  Hollander, 
Continuing  Medical  Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  79430  (806)  743-2929 

SOCIETY  OE  THORACIC  SURGEONS  ANNUAL  SCIENTIFIC  MEETING, 
Baltimore,  Sept  10-  1 3,  1989.  Contact  the  Society  of  Thoracic  Sur- 
geons, 111  EWacker  Dr,  Ste  600,  Chicago,  IL  60601  (312)644-6610 

■TEXAS  MEDICAL  ASSOCIATION  LEADERSHIP  CONFERENCE, 
Austin.  Sept  16,  1989.  Contact  Ann  Gregg,  Texas  Medical  Association, 

1 80 1 N Umar  Blvd,  Austin,  TX  7870 1 (512)  477-6704 

■TEXAS  PEDIATRIC  SOCIETY  ANNUAL  MEETING,  San  Antonio.  Sept 
8-  10,  1989.  Contact  Mary  Greene,  Texas  Medical  Association,  1801  N 
Umar  Blvd,  Austin,  TX  78701  ( 5 1 2 ) 477-6704 


Cardio- 

pulmonary 

Referral 

CARDIOLOGY  EVALUATION 

Cardiac  Catheterization 
Non-invasive  testing 
— Treadmill  stress  test 
— Electrocardiography 
— Echocardiography 
Esophageal  evaluation 
Coronary  Angioplasty  (PTCA) 

Cardiovascular  Risk  Reduction 
Cardiac  Rehabilitation 
Hypertension  Consultation 

CARDIOVASCULAR  SURGERY 

Coronary  artery  bypass  and  endarterectomy 
Cardiac  valve  replacement  and  valvuloplasty 
Pacemaker  Implantation 
Peripheral  vascular  surgery 

ONCOLOGY  SERVICE 

Breast  Diagnostic  Center 
Lung  Cancer 

Other  Tumors  of  the  Chest 

OCCUPATIONAL  MEDICINE 

Asbestos-related  diseases 
Analytical  microscopy  services 
Chest  x-ray  by  B-reader 

Pulmonary  function  & other  special  lung  studies 

ADULT  PULMONARY  SERVICE 

Asthma 

Acute  & Chronic  Respiratory  Eailure 
Evaluation  of  Mass  Lesions  in  the  Chest 
Pulmonary  Function,  Inhalatinal  Challenge 
and  Exercise  Testing 
Sleep  Disorders 

Tuberculosis  & Atypical  Mycobacterial  Disease 
Unusual  Infections  of  the  Chest 
Thoracic  Surgery 
Pulmonary  Rehabilitation 
Clinical  Trials  and  Basic  Research 
of  Pulmonary  Disorders 
Unusual  Infections  of  the  Chest 

PEDIATRIC  PULMONARY  SERVICE 

Asthma 
Cystic  Fibrosis 
Other  Lung  Diseases 

For  consultation  or  referral  call  toll  free 

1-800-442-8842 
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-The  state  referral  center  for  cardiopulmonary  diseases 


-J 


Volume  85  August  1989 


80 


BAD  NEWS:  Medical  adversaries  aren’t  exactly 
plagued  by  self  doubt.  They  are  back  in  force  with  a 
new  aggressive  assault  on  the  Texas  Legislature  and 
rumors  of  heavy  involvement  in  Texas  Supreme  Court 
elections  scheduled  for  1990. 

You  proved  you  can  make  a difference.  Help  us  con- 
tinue to  make  a difference. 

Join  TEXPAC  today  and  we’ll  take  your  order  by 
phone.  Call  512/474-1812. 


1905  N. LAMAR  BLVD. 
AUSTIN,  TEXAS  78705 
512/474-1812 


Texas  Medical 

Political  Action  Committee 


Voluntary  political  contributions  {Texas  Medical  Asstx.  PAC  Vi.  American  Medical  Assoc.  PAC '/))  are  not  limited  to  suggested  amounts.  Neither  TM  A or  AM  A will  favor  or  disadvantage 
anyone  based  on  amounts  or  failure  to  make  contributions.  Contributions  are  subject  to  Federal  Election  Commission  Regulations. 


Fill  Out  Application  and  Mail  to: 

TEXPAC,  1905  N.  Lamar,  Austin,  TX  78705 

Physician  membership  categories  (Check  One) 


j 0 300  Club $300 

I Id  Active $100 

I Q Advocate  (1st  year  practitioners  & retirees  only) $ 45 

j Q Residents  $ 20 

j Q Medical  Students $ 0 

I Name  

I Address  

j City Zip 

I License  Number 

I Auxiliary  membership  categories  (Check  One) 

I 0 300  Club $300 

I Q Auxiliary  Sustaining $100 

I d Auxiliary  Active $ 35 

L 


Name  J 

Address  ■ 

City Zip I 

d I have  enclosed  a check  payable  to:  TEXPAC  J 

d Master  Card/VISA  I wish  to  pay  my  dues  by  credit  card.  ■ 

Name  that  appears  on  card ■ 

MC_  VISA Card  No | 

Expiration  Date I 

Signature | 

d TEXPAC  300  Club  Pledge  Program  J 

1 wish  to  participate  in  the  TEXPAC  300  Club  Program.  1 j 
understand  that  I will  be  billed  at  the  requested  intervals  | 

and  that  these  billings  will  continue  until  I notify  TEXPAC  I 
otherwise.  | 

Please  bill  me:  (Check  One)  Annually/ Jan.  @$300  I 
Quarterly@$75  Monthly@$25  ■ 

J 

Texas  Medicine 


TMLT.  A DECADE  OF  SECURITY. 


TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community. . .providing  distinctive  liability  protection  for  Texas 
physicians. 

Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 
would  like  to  tell  you  more  about  our  concepts  of  medical  malpractice 
protection. 


mn 


Created  by  the  Texas  Medical  Association 

Statewide  Service  Center: 
1-800-252-9179 

P.O.  Box  14746,  Austin, Texas  78761 


SCOTT&WHITE 


Texas  A&M  University 
College  of  Medicine 


Issues  in 

Prenatal  Diagnosis 
and  Management 

JULY  29  - AUGUST  3,  1989 

Snowmass  Conference  Center 

The  Woodrun  Place/ 
Chamonix  Condominiums 

SNOWMASS,  COLORADO 


Perinatal  Outreach 
Education  Program 
- presents  - 

l6th  Annual 
Perinatal  Seminar 

at 

Scott  and  White 
Temple,  Texas 

SEPTEMBER  21-22,  1989 


For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical  Education,  Scott 
and  White,  Temple,  Texas  76508,  (SH)  774-4073. 


Timberlawn  Psychiatric  Hospital 

ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


For  your  patients'  convenience,  evaluations  may  be  done  at  any  of  our  three  locations: 
the  main  hospital  campus  in  Dallas,  the  Timberlawn  Education  Center  in  North  Dallas, 

or  the  Timberlawn  Las  Colinas  Center. 


Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 


19  AMA  and  TMA:  partners  for  better  health  care 

25  Health  care  spending  in  Texas:  Does  cost  containment  work? 

40  Current  concepts  in  breast  reconstruction  after  mastectomy 
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50  Judicial  and  legislative  progress  on  recoupment 


53  More  Texas  family  physicians  eliminating  obstetrics 


MICHAEL  R.  SHARP 
ATTORNEY 

REPRESENTATION  OF  PHYSICIANS 
IN  PROFESSIONAL  MATTERS 


• TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS 
—FORMAL  DISCIPLINARY  HEARINGS 
—SETTLEMENT  CONFERENCES 

—RECIPROCITY  & LICENSURE 

• TEXAS  MEDICAL  FOUNDATION 


• MEDICAL  STAFF 
PEER  REVIEW 

• ANTI-TRUST 
ACTIONS 


1680  One  American  Center  • Austin,  Texas  78701  • (512)  473-2265 

Not  certified  by  the  Texas  Board  of  Legal  Specialization. 
Certification  is  not  currently  available  to  anyone  in  this  legal  area. 


What  will  you  tell 
her  about  screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a pro- 
gram launched  by  the  American  Cancer 
Society  and  the  American  College  of  Radi- 
ology, and  they  may  come  to  you  with 
questions.  What  will  you  tell  them'!' 

We  hope  you'll  encourage  them  to 
have  a screening  mammogram,  because 
that,  along  with  your  regular  breast  exam- 
inations and  their  monthly  self  examina- 
tions, offers  the  best  chance  of  early  detec- 
tion of  breast  cancer,  a disease  which  will 
strike  one  woman  in  10. 

If  you  have  questions  about  breast 
cancer  detection  for  asymptomatic 
women,  please  contact  us. 


Screening  iviammograpt 

Uuideline$ 

Women  with  No  Symptoms 

Age: 

35-39  Baseline 
40-49  Every  1-2  years 


50  & up  Every  year 


AMERICAN 
CANCER 
f SOQETY^ 


Professional  Education  Dept. 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 


In  moderate  depression  and  anxie^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vo 


References:  1.  Data  on  file.  Hoft'mann-La  Roche  Inc,,  Nutley,  N|.  2.  Feighner  |P, 
et al:  Psychopharmacology  61 :2\1 -22b,  Mar  22,  1979. 


Limbitrol*® 

Ifanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  produa  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {y.g. , operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  hrst  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occured  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams.  Impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  resdessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular-  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  anhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  iiregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drag  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abmpt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Ttxblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tablets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

Roche  Products  Roche  Products  Inc 

Manaii,  Puerto  Rico  00701  p i 0288 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week!. 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose’ 

1^ First- week  reduction  in  somatic  symptoms’ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  artivities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effeaive  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VI. 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
*Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitror  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Roche  Products 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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ON  THE  COVER  This  month's  Socioecomomics  of  .Medicine 
article,  'Pilot  stud\'  report:  obstetrical  care 
by  Texas  famih  physicians  b\  Julie  Gr.tves 
.Mov,  ,MD.  is  the  locus  of  the  cover  design 
The  fact  that  fewer  faniiK  pliysicians  are 
including  obstetrics  in  their  practices 
has  caused  concern  about  access  to 


tibstetrical  care,  especially  for  rural 
Texans.  The  article,  which  begins  on  page 
s3,  reports  on  a .sur\e\’  of  20S  of  Texas' 
famih'  physicians  about  their  (sast  and 
irresent  obstetric  practices.  Co\’er  design 
b\'  F.d  Triggs. 


COMING  Scheduled  for  the  October  issue  of 

NEXT  MONTH  Tlwcis  Mnlicinc  are  articles  on  the  A.\1A 

alternath  e to  m.ilpr.tciice  litigation,  trends 


of  decline  m cardiovascular  mortalitv  in 
Harris  Counrv,  and  tuberculosis  in  San 
Antonio. 


Editorials 


Are  we  to  blame  for  our  own 
unhappiness  with  medicine? 

“How  many  of  you  have  or  intend  to  encourage  your  children 
to  go  into  medicine?”  ITiis  was  the  question  I posed  to  my  din- 
ner mates  at  a recent  meeting  of  the  Dallas  County  Medical  So- 
ciety. We  were  discussing  the  possible  reasons  for  the  declining 
number  of  qualified  medical  school  applicants  and  had  come 
up  with  the  oft-quoted  answers: 

“Medicine  is  hard  work.” 

“There  are  easier  ways  to  make  more  money.” 

“The  cost  of  medical  education  is  terrifically  high.” 

“It’s  no  fun  anymore.  We’re  controlled  and  regulated  more 
than  any  other  profession.” 

“People  don’t  have  the  high  regard  for  doctors  they  once 
had.” 

Perhaps.  But  how  strongly  did  these  physicians  and  their 
spouses  feel  about  medicine’s  problems?  Would  they  encour- 
age their  children  to  practice  medicine?  Not  only  did  no  one 
respond  “yes” — each  said  they  would  not  recommend  medi- 
cine as  a career  for  their  children.  Two  even  said  they  had  ac- 
tively discouraged  their  children  from  the  profession.  Has  it 
come  to  this,  1 wondered?  Have  we  become  so  beleaguered 
that  we  perceive  our  life  lot  something  to  be  avoided  by  our 
loved  ones?  Where  did  this  despair  come  from?  The  answer,  1 
conclude,  is  that  it  comes  from  ourselves. 

The  past  25  years  have  brought  some  enormous  changes  to 
the  practice  of  medicine.  We  have  seen  an  abundance  of  new 
attempts  to  manage  health  care  in  the  form  of  certificate  of 
need,  PROs,  DRGs,  and  the  Texas  Medical  Foundation.  High 
technology  has  removed  some  of  the  personal  patina  of  patient 
care,  and  the  alphabet  soup  of  PPOs,  HMOs,  and  IPAs  has  mixed 
the  diction  of  the  corporate  board  room  with  the  sacred  lan- 
guage of  the  care  of  the  sick.  Perhaps  the  worst  of  this  change, 
however,  has  been  the  collective  guilt  we  have  been  asked  to 
bear  and  which,  indeed,  we  have  accepted.  We  have  willingly 
accepted  that  the  cost  of  medical  care  is  too  high  and  that  this 
is  an  issue  of  shame.  In  fact,  for  every  criticism,  we  have  taken 
the  blame  even  when  misplaced  or  undeserved. 

Consider,  for  instance,  our  response  to  the  gross  national 
d product  and  health  care.  We  are  told  repeatedly  that  health 

care  consumes  12%  of  the  GNP.  It  does  not.  Health  care  is 

12%  of  the  GNP;  12%  of  all  the  goods  and  services  of  the 
United  States  is  health  care.  Why  should  we  not  take  pride  in 
the  contribution  that  this  makes  to  our  national  health?  Why 
not  express  pleasure  that  our  free  economy  values  health  and 
health  care  and  that  we  are  among  the  fastest  growing  sectors 
of  the  economy?  Consider  also  the  graying  of  America.  Instead 
of  voicing  the  good  news  of  the  efforts  to  reduce  premature 
deaths  from  infectious  diseases,  hypertension,  and  trauma,  we 
have  allowed  the  pundits  of  doom  and  gloom  to  suggest  that 
this  is  somehow  a tragedy. 

After  several  decades  of  this  kind  of  assault,  it  is  not  surprising 
that  our  reaction  is  now  stereoty  ped  to  an  immediate  defensive 
and  combative  posture.  It  has  become  the  stock  response  of  our 


organized  societies  of  medicine,  a topic  of  discussion  with  our 
patients  and  unfortunately  at  the  supper  table  with  our  chil- 
dren. We  discourage  the  brightest  and  best  men  and  women 
from  medicine  through  diatribes  in  the  press,  through  our 
commentaries  with  them  as  patients,  and  angry  comments 
when  breaking  bread. 

While  1 do  not  wish  to  suggest  that  all’s  right  with  medicine 
and  the  world,  there  are  elements  which  we  should  reinterpret 
and  cast  in  a positive  and  optimistic  light.  New  challenges 
might  be  better  met  with  a call  for  an  assessment  of  values  in- 
volved before  voicing  an  immediate  denial  and  defense. 

To  end  on  such  an  optimistic  note,  let  me  remind  you  that 
this  year  we  have  seen  a 1 % increase  in  the  applicants  to  medi- 
cal school.  Small,  but  the  first  increase  since  a steady  decline 
from  1982.  Will  your  son  or  daughter  be  one  of  the  27,000  ap- 
plicants this  year  or  next?  I hope  so. 

“ to  look  upon  his  children  as  my  own  brothers,  to  teach 

them  this  art  if  they  so  desire . . . ” — Hippocratic  Oath 

JOHN  W.  BURNSIDE,  MD, 

Associate  Dean  for  Clinical  Affairs,  The  University  of  Texas  Southwestern  Medical 
School,  5525  Harry  Hines  Blvd,  Dallas,  TX  75255-9005 


\metters 


Reader  applauds  Texas  Medicine 
article,  ‘Politics  of  Choice’ 

I want  to  congratulate  both  Texas  Medicine  and  Dr  Kurt 
Lekisch  for  printing  his  courageous  article,  “The  politics  of 
choice:  roles  of  the  medical  profession  under  Nazi  rule”  {Texas 
Medicine,  June  1989).  The  article  was  especially  timely  since 
some  presently  think  to  rewrite  history. 

If  we  physicians  cover  up  our  errors  instead  of  learning  from 
them,  we  may  fall  into  the  same  pits,  and  the  pits  that  plague 
the  road  of  medicine  are  exceptionally  dark  and  deep. 

Being  both  a state  employee  ( Health  Department ) physician 
and  a Messianic  Jew,  I am  quite  aware  of  the  realities  of  the 
Nazi  atrocities.  The  lessons  in  your  article  should  be  taken  to 
heart  by  Jew,  Christian,  and  Messianic  Jew  alike. 

Bravo! 

PATRICK  WOLOSZYN,  MD 

509  Brand  Lane  #55,  Stafford,  Texas  77477. 
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TMA  IN  ACTION 


TMA  continues  support 
of  physician  in  transfer  case 

Texas  Medical  Association’s  Board  of 
Trustees  has  agreed  to  continue  its 
support  of  a Victoria  obstetrician 
gy  necologist  who  has  been  lined  $20,000 
for  what  the  Office  of  the  Inspector  Gen 
eral  (OIG)  calls  an  illegal  patient  transfer. 

At  press  time,  Michael  Burditt.  MD. 
planned  to  appeal  the  decision  of  a US 
Department  of  Health  and  Human  Ser- 
vices (HHS)  administrative  law  judge  in 
the  case  involving  the  transfer  of  a 
pregnant  woman  who  gave  birth  in  an 
ambulance  en  route  from  Victoria  to  Gal- 
veston. The  action  is  the  first  test  of  the 
federal  ho.spital  transfer  law  that  pro- 
hibits Medicare  participating  hospitals 
with  emergency  medical  departments 
from  refusing  to  treat  medically  unstable 
patients  and  from  transferring  these  pa- 
tients to  other  medical  facilities,  without 
determinig  that  the  benefits  of  tbe  trans- 
fer outweigh  the  risks. 

Following  the  judge  s July  28  ruling, 
TMA  President  Max  C.  Butler,  MD,  ob 
served,  “Ironically,  the  government’s  de- 
cision actually  may  risk  the  health  care  of 
those  who  need  it  most.  The  fear  of 
being  fined  may  make  some  doctors  keep 
patients  who,  for  sound  medical  reasons, 
should  be  transferred.” 

In  his  decision,  the  HHS  judge  said  the 
patient  could  not  be  transferred  if  “deliv- 
ery might  occur  during  the  ambulance 
ride.” 

Dr  Butler  responded,  ““'This  standard  ig- 
nores the  benefits  of  a transfer  to  a 
higher  level  facility.  The  weighing  of  the 
risks  and  benefits  of  the  transfer  must  be 
based  on  reasonable  medical  probability, 
not  on  what  might  happen.  ” 'ITiis  stan- 
dard will  aggravate  access  to  care  prob- 
lems in  rural  areas.  Dr  Butler  added. 

TMA  and  Dr  Burditt  contend  that  HHS 
denied  the  physician  access  to  the  regu- 
lar peer  review  process  available  to  phy- 
sicians treating  Medicare  patients. 

Texas  Medical  Foundation  (TMF),  the 
state’s  peer  review  organization  ( PRO ), 
reviews  cases  involving  treatment  of 
.Medicare  patients.  However,  in  transfer 
cases.  HHS  severelv  restricts  TMF  review 


to  a desk  top  review  of  medical  records. 
No  contact  with  the  reviewed  physician 
is  permitted,  and  the  routine  procedural 
safeguards  of  the  PRO  review  process 
that  assure  fair  decisions  are  not  used. 

The  OKj  purposely  sidestepped  safe- 
guards built  into  the  PRO  system,  accord- 
ing to  Donald  P “ Rocky”  Wilcox,  TMA's 
general  counsel. 

"Efforts  are  underway  to  assure  that  all 
quality  reviews  of  hospital  transfers  are 
fully  worked  up  by  the  PRO  before  being 
referred  to  the  HHS  and  OIG,”  he  said. 


Manual  describes  legalities 
of  practicing  medicine 

Phy  sicians  preparing  for  licensure  in 
Texas,  as  well  as  physicians  who  have  es- 
tablished their  practices,  will  find  Texas 
Medical  Jurisprudence,  seventh  edition, 
a helpful  addition  to  their  libraries. 

Texas  Medical  Association  produces 
and  distributes  the  manual,  which  the 
Houston  law  firm  of  Fulbright  and  |a- 
w'orski  authored.  ITie  manual  is  not  only 
a helpful  study  guide  for  the  medical  ju- 
risprudence examination  administered 
by  the  Texas  State  Board  of  Medical  Ex 
aminers,  but  also  a useful  resource  for 
physicians  in  practice. 

The  manual  includes  .sections  on  the 
regulation  of  medical  practice,  legal  as- 
pects of  birth  and  death,  medical  mal- 
practice liability,  consent  and  patients’ 
rights,  hospital  law,  and  mental  health. 
Also  covered  are  drug  law;  workers’  com 
pensation;  confidentiality,  discovery',  and 
medical  records;  business  organizations 
and  taxes  from  the  perspective  of  the 
practicing  physician;  disease-related  re- 


quirements; glossary  of  legal  terms;  and  a 
key  to  legal  citations. 

The  manual  is  a project  of  the  Commit- 
tee on  Eiai.son  with  the  State  Bar  of 
Texas,  chaired  by  Charles  W,  Bailey,  Jr, 
MD,  Houston. 

T.MA  charges  a fee  of  $40  to  recover 
the  association’s  reproduction  and  han- 
dling costs.  Further  information  is  avail- 
able from  the  TMA  Office  of  the  Cieneral 
Counsel,  1801  N Tamar  Blvd,  Austin,  I'X 
■’8“'0 1 , phone  (512)  -177-6704,  exten- 
sion 145. 


TMA-ERF  furthers  programs 
that  improve  health  of  Texans 

The  Texas  .Medical  Education  and  Re- 
search Eoundation  has  a new  name  and  a 
renewed  commitment  to  developing  pro- 
grams that  improve  the  health  of  Texans, 

Texas  Medical  Association’s  Board  of 
Trustees  has  changed  the  foundation’s 
name  to  the  Texas  Medical  As.sociation 
Education  and  Research  Foundation 
( TMA-ERF),  thus  clearly  identify  ing  the 
foundation's  association  with  TMA  and 
enhancing  the  foundation’s  image. 

TMA-ERF  is  the  50 1 ( c X 3 ) arm  of  the 
association,  w hich  is  organized  to  receive 
tax  deductible  charitable  contributions. 
ITirougli  the  foundation,  the  trustees 
have  established  a formal  development 
program  to  solicit  grants  and  contribu- 
tions from  foundations,  corporations,  the 
government,  and  interested  individuals. 
I'hese  funds  will  support  activities  re- 
lated to  the  a,s,sociation’s  key  objective  of 
improN'ing  the  health  of  Texans,  which 
the  association  otherwise  might  not  be 
able  to  develop. 
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AIM  IN  ACTION 


AMA  responds  to  decision 
to  allow  restrictions  on  abortion 

Following  a Supreme  Court  decision  giv- 
ing states  the  right  to  impose  restrictions 
on  abortion,  the  American  Medical  Asso- 
ciation i.ssued  the  following  statement: 

“ ITie  American  Medical  Association  be- 
lieves that  the  decision  by  the  Supreme 
CT)urt  preserves  essential  parts  of  the 
basic  rulings  of  the  Court  concerning  pri- 
vacy and  liberty.  These  decisions  have 
underscored  the  cornerstone  of  the  pa- 
tient’s right  to  make  individual  treatment 
decisions  in  consultation  with  a physi- 
cian and  free  from  unjustified  govern- 
mental interference. 

“Significantly,  the  Court  interpreted 
the  Missouri  statute  requiring  fetal  test- 
ing to  insure  that  the  physician’s  judg- 
ment not  be  interfered  with  by  the  state. 
The  AMA  believes  that  developments 
on  this  issue  should  continue  to  be 
monitored  to  protect  the  physician’s 
autonomy. 

“TTie  Court  also  declined  to  review  the 
Mi.s.souri  statute  relating  to  the  use  of 
public  funds  for  abortion  counseling, 
only  upon  the  understanding  that  the  test 
is  not  directed  at  the  conduct  of  any  phy- 
sician or  health  care  provider.  However, 
the  AMA  is  concerned  about  the  implica- 
tions of  the  decision  for  the  ahility  of  in- 
digent and  uninsured  patients  to  obtain 
medical  care  that  is  legal  to  provide. 

“The  AMA  has  neither  endorsed  nor 
opposed  the  Court’s  holding  in  Roe  v 
Wade  that  the  State’s  compelling  interest 
in  fetal  health  begins  at  viability'.  The 
AMA  believes  that  every'  individual  has  a 
right  to  make  medical  treatment  deci- 
sions free  of  state  interference  up  to  the 
point  where  the  state’s  compelling  inter- 
est arises;  and  second,  even  after  the 
compelling  interest  arises,  state  regula- 
tion must  be  consistent  with  sound  medi- 
cal practice. 

“The  Association  emphasizes  that  the 
medical  and  scientific  community'  will 
have  to  look  carefully  at  the  Court’s  de- 
tailed decision  to  measure  its  impact  on 
medical  practice” 

Last  March,  the  AMA  filed  a brief  as 
amicus  curiae  in  the  Supreme  Court  in 


the  case  of  Reproductive  Services  v 
Webster.  I’hat  brief  took  no  position  on 
the  philosophical,  ethical,  moral,  or  reli- 
gious issues  surrounding  abortion.  It  nei- 
ther endorsed  nor  opposed  the  Court’s 
holding  in  Roe  v Wade  that  the  state’s 
compelling  interest  in  fetal  health  begins 
at  viability. 

Both  the  Texas  Medical  Association 
Board  of  Councilors  and  the  House  of 
Delegates  previously  have  addressed 
abortion.  'I’he  Board  of  Councilors’  opin- 
ion on  abortion  states: 

‘Policies  covering  abortions  should  be 
designed  by  medical  staffs  to  safeguard 
the  patient’s  health  or  improve  her  family 
life  situation.  Fhey  should  have  due  re- 
gard for  local  legal  statutes  and  judicial 
decrees.  Abortion  should  only  be  per- 
formed in  facilities  that  are  properly 
supervised  by  a physician,  and  with  hos- 
pital facilities  available  if  needed. 

“It  is  recognized  that  abortion  may  be 
performed  at  a patient’s  request,  or  upon 
a physician’s  recommendation.  No  physi- 
cian should  be  required  to  perform,  nor 
should  any  patient  be  forced  to  accept, 
an  abortion.  Neither  physician,  hospital, 
nor  ho.spital  personnel  shall  be  required 
to  perform  any  act  violative  of  good 
medical  judgment  or  personally  held 
moral  principles. 

“When  abortion  is  requested  by  a pa- 
tient, the  patient  should  be  informed  of 
the  medical  nature  of  the  procedure  and 
of  its  potential  consequences,  and  the 
operative  consent  should  be  obtained  in 
writing  from  the  patient,  or  when  appro- 
priate, from  the  parent  or  guardian  of  a 
minor  patient.  When  abortion  is  recom- 
mended by  a physician,  the  indications 
should  be  stated  in  the  patient’s  record, 
and  informed  consent  obtained.  When 
abortion  is  recommended  by  a physician, 
the  indication  for  the  procedure  should 
be  approved  by  a consultant  knowledge- 
able in  regard  to  the  condition  thought 
to  indicate  abortion. 

“Abortion  is  an  operative  procedure 
and  should  only  be  performed:  ( 1 ) by  a 
physician  licensed  to  practice  medicine 
and  surgery  in  the  State  of  Texas;  and 
( 2 ) in  pregnancies  beyond  the  first  tri- 
mester, in  a hospital  adequately  equipped 
to  care  properly  for  unexpected 
complications.” 

Additionally,  in  May  1985,  the  FMA 
House  of  Delegates  adopted  the  fol- 
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lowing  policy,  which  was  reaffirmed  in 
May  1989: 

•‘Association  guidelines  for  perfor- 
mance of  abortion  are  based  upon  early 
and  accurate  diagnosis  of  pregnancy;  in- 
formed and  nonjudgmental  counseling; 
prompt  referral;  skillful  and  understand- 
ing personnel  working  in  a good  facility; 
reasonable  cost;  and  professional 
followup.” 


New  service  informs  physicians 
about  antitrust  laws 

The  American  Medical  Association  has 
established  the  Physician  Negotiation  Ad- 
visory Office  to  educate  physicians  about 
the  antitrust  laws  and  improve  their  abil- 
ity' to  negotiate  with  payers  and  employ- 
ers. The  new  office  is  incorporated  into 
the  Office  of  the  General  Counsel. 

The  advisory  office  has  developed  a 
booklet  that  explains  the  antitrust  laws 
and  describes  the  steps  physicians  and 
medical  societies  can  take  to  bargain 
more  effectively  with  payers.  The  office 
staff  also  will  refer  physicians  in  need  of 
representation  on  these  issues  to  attor- 
neys in  their  area. 

Further  information  regarding  the  ser 
vices  of  the  Physician  Negotiation  Ad- 
visory Office  is  available  from  Michael  L. 
lie  or  Laura  A.  Kroll  at  (312)  645-6546. 


HEALTH  LINE 


Doctors  urged  to  support 
Drug  Free  America  Week 

Auxiliaries  throughout  the  state  received 
information  packets  last  month  to  en- 
courage local  auxiliary  and  physician  par- 
ticipation in  Drug  Free  America  Week, 
Oct  22-29. 

The  campaign  is  sponsored  by  the 
Texas  Medical  Association  and  the  Texas 
Medical  Association  Auxiliary,  in  coordi- 
nation with  the  national  Drug  Free  Amer- 
ica Week  effort. 

Champaign  leaders  are  urging  all  Texas 
physicians,  office  staff,  and  auxiliary 
members  to  wear  red  ribbons  during  the 
week  to  show  their  support  for  a drug- 
free  nation.  The  ribbons  carry  the  TMA/ 
TMAA  names,  the  slogan,  “Join  Me — I'm 
Drug  Free!”  and  a reminder  that  “Texas 
Medicine  Cares  About  A Drug  Free 
Texas"  The  ribbons  also  will  be  available 
for  students,  community’  leaders,  and 
patients. 

Local  auxiliaries  are  planning  a variety' 
of  related  events,  including  cartoon  con- 
tests in  schools,  speeches  in  schools  by 
physicians,  fund-raisers  to  benefit  drug 
rehabilitation  facilities,  declaration  of 
Drug-Free  Texas  Day  by  local  mayors, 


JOIN  ME 


lIlllDRUG 


TEXAS  MEDICINE 
CARES  ABOUT  A 
DRUG  FREE  TEXAS 


TEXAS  MEDICAl  ASSOCIATION 
AND  AUXILIARY 

and  extensive  media  coverage.  Medical 
societies  and  auxiliaries  are  urged  to 
work  together  for  maximum  impact  and 
a strong  statement  on  behalf  of  organized 
medicine. 

Contact  local  auxiliaries  or  the  TMA 
Auxiliary'  at  ( 512)  477-6704,  ext  160  or 
162,  for  further  details  about  plans  for 
the  week. 


Disclosure  panel  amends 
list  of  psychiatric  procedures 

Fhe  Texas  Medical  Disclosure  Panel  has 
amended  its  list  of  psychiatric  proce- 
dures that  require  written  disclosure  to 
patients  of  specified  risks  (List  A).  The 
amended  list  is  as  follows: 

Section  601.1.  Procedures  Requiring  Full 
Disclosure  ( List  A ).  The  following  treat- 
ments and  procedures  require  hill  disclo- 
sure by  the  physician  or  health  care 
provider  to  the  patient  or  person  autho- 
rized to  consent  for  the  patient. 


I have  good  nc  w.s,  Mr  Quimby  Wc’vc  upgraded  your  condition  from  serious  to  frivolous  " 
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1.— 16.  (No  change.) 

1"^.  Psychiatric  Procedures. 

1.  Electroconvajlsive  therapy  with 
modification  by  intravenous  muscle  re- 
laxants  and  sedatives. 

1 . Memory’  changes  of  events 
prior  to,  during,  and  immediately 
following  the  treatment 

2.  Fractures  or  dislocations  of 
bones. 

3.  Significant  temporary’  confusion 
requiring  special  care. 

The  Texas  Medical  Disclosure  Panel 
was  created  by  the  Medical  Liability'  and 
Insurance  Improvement  Act,  which  was 
authored  by  the  1977  Texas  Legislature. 
Initial  lists  took  effect  in  June  1982.  Dis- 
closure is  documented  by  the  written 
consent  of  the  patient  or  a person  autho- 
rized to  consent  for  the  patient.  The 
Medical  Liability  and  Insurance  Improve- 
ment Act  does  not  require  physicians  to 
use  the  panel’s  disclosure  and  consent 
form  or  to  consult  the  two  lists.  How- 
ever, physicians  must  follow  the  disclo- 
sure procedures  to  obtain  the  statute’s 
protection  from  liability  for  failure  to  in- 
form patients.  If  a physician  discloses  at 
least  these  risks,  the  consent  form  signed 
by  the  patient  or  other  authorized  person 
is  evidence  that  the  physician  discharged 
his  or  her  duty  to  inform  the  patient. 

Further  information  about  the  Medical 
Disclosure  Panel  and  disclosure  proce- 
dures is  available  from  C.J.  Francisco,  JD, 
Texas  Medical  Association,  1801  N Lamar 
Blvd,  Austin,  TX  7870 1 , phone  (512) 
477-6704. 


‘Talk  About  Prescriptions’ 
month  scheduled  for  October 

Up  to  half  of  the  1 .6  billion  prescriptions 
dispensed  each  year  in  America  do  not 
produce  their  intended  results  because 
patients  use  them  improperly.  To  help 
improve  this  situation,  the  National 
Council  on  Patient  Information  and  Edu- 
cation ( NCPIE ) urges  all  health  care  pro- 
fessionals to  participate  in  the  national 
“I’alk  About  Prescriptions”  month  in 
October. 

“Improper  medicine  use  is  a problem 
that  we  can  solve,  ” says  NCPIE  chairman 
Paul  G.  Rogers.  “Health  care  profes- 
sionals can  talk  with  the  whole  family  to 


make  proper  medicine  use  a family 
health  priority’.  Proper  medicine  use  in- 
cludes better  communication  about 
medicines  among  family  members  and 
between  families  and  their  health  care 
professionals.” 

NCPIE  has  prepared  a free  guide  for 
health  professionals  to  use  in  participat- 
ing in  “Talk  About  Prescriptions”  month. 
Featured  sections  include: 

— Improving  medicine  use  among  chil- 
dren and  teenagers; 

— Medication  use  among  older 
Americans; 

— New  community  settings  to  reach 
the  family  with  medication  information; 
and 

— Breaking  the  patient  question-asking 
silence  barrier. 

To  receive  a guide  write  “Talk  About 
Prescriptions,  ” NCPIE,  666  Eleventh  St, 
NW,  Suite  810,  Washington,  DC  20001. 


Thousands  of  Texans  take  part 
in  skin  cancer  screening 

More  than  1 1,000  Texans  participated  in 
free  .skin  cancer  screenings  sponsored 
statewide  in  May  by  the  American  Can- 
cer Society’  and  the  Texas  Dermatological 
Society  as  part  of  the  1989  Texas  Skin 
Cancer/Melanoma  Project. 

ITie  screening  effort  was  the  largest  of 
its  kind  ever  conducted  in  the  state,  with 
local  dermatologists  in  30  cities  and  54 
locations  contributing  their  time  and  ex- 
pertise to  detect  melanomas,  other  skin 
cancers,  and  pre-cancerous  conditions. 

Although  figures  are  still  incomplete, 
reports  indicate  11,127  men  and  women 
were  screened.  Early  reports  show  59 
cases  of  melanoma  were  detected. 

“We  re  very'  pleased  by  the  tremen- 
dous response  to  this  .screening  pro- 
gram, ” said  William  M.  Ramsdell,  MD, 
Austin,  chairman  of  the  project.  “We 
hope  the  screenings,  in  conjunction  with 
our  ongoing  educational  and  awareness 
campaigns,  will  help  alert  Texans  to  steps 
they  can  take  to  detect  skin  cancer  and 
treat  it  early  and  effectively.  Our  long- 
term goal,  of  course,  is  prevention.” 

According  to  preliminary’  reports, 

1 ,095  screening  participants  were  re- 
ferred to  physicians  for  additional  follow- 
up, including  754  for  su.spected  ca.ses  of 
basal  cell  carcinoma,  and  1 1 7 for  .scgiam- 


ous  cell  carcinoma.  The  locations  attract- 
ing the  most  screening  participants  were 
Dallas  (3,449),  Hoiuston  (1,918),  Lub- 
bock (1,119),  Fort  Worth  ( 862 ),  Austin 
( 536 ),  and  San  Antonio  ( 509 ). 

In  addition  to  the  free  screenings  held 
statewide  May  20,  the  project  included  a 
communications  and  educational  cam- 
paign throughout  the  .summer. 


MEDICAL  ECONOMICS 


Medicaid  raises  payments 
to  physicians  Sept  1 

Effective  Sept  1,  1989,  Texas  physicians 
treating  Medicaid  patients  will  be  paid 
93%  of  allowed  charge  instead  of  only 
90%  On  the  same  date  the  program  ex- 
pands its  coverage  of  pregnant  women 
and  infants  to  age  1 year  whose  income 
is  no  more  than  1 30%  of  federal  poverty' 
level.  Also,  more  children  up  to  age  4 
will  be  eligible  by  increasing  the  income 
eligibility’  cap  for  this  age  group  to  100% 
of  the  federal  poverty’  level.  The  cap  in- 
crease extends  to  children  up  to  age  6 on 
Sept  1,  1990. 

These  provisions  will  allow  Medicaid 
to  cover  1 1 ,000  additional  births  and 
cover  treatment  for  an  additional  40,000 
to  53,000  children  during  the  biennium 
that  continues  through  fiscal  year  1991, 
which  begins  Sept  1,  1990. 

The  Texas  Legislature  authorized  the 
increases  through  House  Bill  1345,  the 
Medicaid  Enhancement  Bill.  Texas  Medi 
cal  Association  and  the  Texas  Hospital 
Association  were  instrumental  in  re- 
searching and  drafting  the  legislation. 

The  3%  payment  increase  is  a partial 
restoration  of  the  10%  payment  reduc- 
tion the  program  impo.sed  on  physicians 
in  1986.  The  change  will  increase  physi- 
cian reimbursement  by  approximately 
S9.5  million  in  fiscal  year  1990,  begin- 
ning Sept  1,  1989.  The  bill  provides  for 
an  additional  increase  of  1.5%  in  fiscal 
year  1991,  beginning  Sept  1,  1990.  The 
expected  result  is  a $14  million  increase- 
over  fiscal  year  1989  payments. 

House  Bill  13-15  al.so  establishes  a 
medically  needy  program,  by  law,  to 
serve  pregnant  women,  children,  and 
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caretakers  who  have  high  medical  ex- 
penses The  Texas  Department  of  Human 
Services  currently  has  a medically  needy 
program  that  is  optional  under  federal 
guidelines  This  provision  establishes  the 
program  by  state  law,  thus  removing  the 
threat  that  the  Legislative  Budget  Board 
might  cut  the  budget  for  the  program 
Other  provisions  authorize  the  estab- 
lishment of  a respite  care  program  for 
Medicaid  participating  hospitals;  assure, 
by  state  law,  that  the  Medicare  diagnosis- 
related  groups  ( DRG ) payment  system 
for  hospitals  must  set  payment  rates  that 
are  reasonable  and  adequate  to  meet  the 
costs  of  providing  services  to  Medicaid 
recipients;  and  increase  the  minimum 
standard  dollar  amount  for  calculatiiig 
the  DRG  payment  from  S 1 ,500  to  S 1 ,000 
The  bill  also  assures  that  the  dis- 
proportionate share  hospital  payment  ad 
justment  rates  account  for  the  role  o» 
rural  hospitals  in  providing  access  to  ser 
vices  for  medically  indigent  persons  It 
sets  up  a special  disproportionate  share 
fund  of  not  less  than  S5  million  per  year 
for  TDHS  to  use  to  reimburse  hospi- 
tals that  provide  a high  volume  of  indi- 
gent care. 

TMA  makes  progress 
in  efforts  to  stop  recoupment 

Despite  a setback  in  federal  court,  Texas 
.Medical  Association  is  progressing  in  its 
efforts  to  squash  the  federal  govern- 
ment’s attempt  to  recoup  Sl4  million 
from  physicians  and  patients  for  alleged 
overpayments  for  Medicare  services 
When  the  5th  Circuit  Court  of  Appeals 
dismissed  the  association's  suit  against 
the  liS  Department  of  Health  and  Human 
Services  (HHS)  in  June,  TMA  officials 
took  their  case  to  Washington,  DC  As 
a result,  Congressman  John  Bryant 
(D  Dallas)  introduced  an  amendmer  to 
the  House  of  Representatives  Energy  and 
Commerce  Committee  budget  recon- 
ciliation package,  which  would  halt  the 
recoupment  The  committee  approved 
the  amendment,  and  Congress  is  ex- 
pected to  pass  it  into  law  this  fall  In  the 
meantime,  TMA’s  petition  for  a rehearing 
of  the  case  in  the  courts  was  denied  md 
attorneys  filed  a Motion  to  Stay,  At  press 
time,  the  court’s  ruling  was  pending.  If 
the  Motion  to  Stay  is  granted,  the  TMA 


Board  of  Trustees  has  approved  an  appeal 
to  the  l^S  Supreme  Court. 

The  association’s  effort  to  halt  the  fed- 
eral government’s  recoupment  program 
is  the  subject  of  this  month’s  “Medicine 
and  the  Law”  column,  beginning  on  page 
50  of  this  issue  of  Texas  Medicine. 


CMHTM.  COMMENTS 


Special  session  produces 
three  health-related  bills 

Although  disputes  surrounding  workers’ 
compensation  reform  remained  un- 
settled, the  special  session  of  the  Texas 
Legislature  did  produce  bills  that  regu- 
late “Medigap  ” insurance,  increase 
federal  Medicaid  funding  for  public 
hospitals,  and  authorize  physicians  to 
prescribe  narcotics  to  relieve  pain  of  ter- 
minally ill  patients. 

The  special  session  ended  July  19,  with 
Gov  Bill  Clements  promising  to  call  legis- 
lators back  to  the  Capitol  in  November 
to  reconsider  the  workers’  compensation 
issue. 

Meanwhile,  lawmakers  in  July  agreed 
on  a bill  that  prohibits  insurers  from  du- 
plicating benefits  already  provided  by 
Medicare.  The  bill  limits  a company’s 
offerings  of  Medicare-supplement  (“Me- 
digap”) policies  to  three.  The  State  Board 
of  Insurance  will  set  standards  to  make  it 
easier  to  compare  such  policies.  The  in- 
surance board  also  will  set  standards  for 
claim  payments  and  minimum  benefits.  A 
consumer  will  have  30  days  to  return  a 
policy  and  receive  a full  premium  refund, 

A bill  sponsored  by  Sen  Chet  Brooks 
(D  Pa.sadena)  increases  federal  Medicaid 
funding  for  public  hospitals.  It  authorizes 
10  large  Hospital  districts  and  three  Uni- 
versity of  Texas  System  teaching  hos- 
pitals to  transfer  local  funds  to  the 
Disproportionate  Share  Fund.  The  fund 
was  set  up  in  1985  to  aid  public  ho,spitals 
with  high  percentages  of  indigent  pa 
tients.  Money  in  the  fund  is  matched  by 
federal  dollars  on  a 60% -40%  federal 
state  split  By  transferring  the  local 
money  into  the  fund,  federal  matching 
funds  will  be  increased,  providing  addi- 
tional dollars  to  all  hospitals  that  share  in 


the  fund.  One  hundred  fourteen  hospitals 
received  Disproportionate  Share  Funds 
last  year.  TMA  has  long  supported  in- 
creased funding  for  Medicaid. 

A third  health-related  measure  passed 
by  the  legislature  gives  physicians  clear 
authority  to  prescribe  narcotics  to  re- 
lieve pain  of  terminally  ill  patients.  TMA 
supported  the  bill,  which  amends  the 
Texas  Medical  Practice  Act  to  loosen  re- 
strictions on  prescribing  narcotics  to 
known  drug  addicts.  Supporters  con- 
tended the  restriction  hampered  physi- 
cians in  attempting  to  relieve  pain  of 
terminally  ill  cancer  patients  who  have 
become  addicted  to  pain  relievers. 


Letter  to  Kennedy  supports 
funding  of  AZT  treatment 

The  American  Medical  Association  has 
supported  a mechanism  for  extended 
federal  funding  of  AZT  treatment  in  a 
letter  to  Sen  Edward  M.  Kennedy 
(D-Mass).  Senator  Kennedy  is  chairman 
of  the  Senate  Labor  and  Human  Re- 
sources Committee. 

The  proposal  would  provide  grants  to 
states  so  that  the  cost  of  AZT  could  be 
covered  for  certain  AIDS  patients.  In  a 
letter  to  Senator  Kennedy,  James  H. 
Sammons,  MD,  the  AMA’s  executive  vice 
pre.sident,  said,  “The  AMA  supports  your 
efforts  to  include  a longer-term  solution 
to  the  problem  of  funding  AZT  treatment 
as  part  of  reconciliation  legislation.  Your 
leadership  and  initiative  on  this  and 
other  AIDS  issues  is  to  be  commended.” 


NEWSMAKERS 


GEORGE  G.  ALEXANDER,  MD,  Houston, 
was  presented  the  1989  Distinguished 
Alumnus  Award  at  the  annual  Baylor  Uni- 
versity College  of  Medicine  alumni  ban- 
quet. Dr  Alexander,  who  was  a member 
of  the  cla,ss  of  1951,  is  a past  president  of 
Texas  Medical  Association. 

Three  medical  student  members  of  TMA 
received  awards  from  I’exas  Tech  Univer- 
sity Health  Sciences  Center  School  of 
Medicine.  DOUGLAS  KI.EPPER,  MD,  was 
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ITS  TIME 
[OR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effect? , caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


♦ Indications:  Based  on  a review  of  this  dnig  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  coUtis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni* 
tal  malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  graduaUy  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary 
Vanable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  lections:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrap3rramidal  symptoms,  increased  and 
decreased  fibido— all  infrequent,  generally  controlled  with  dosage  reduction, 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionaUy 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuousfy  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence 
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named  recipient  of  the  Gold-Headed  Cane 
award,  the  school’s  highest  honor. 
JOSEPH  M.  McCL1NTOC:K,  MD,  received 
the  Dean’s  Highest  Academic  Achieve- 
ment award.  TERRY  DALE  WOODARD, 
MD.  received  the  Upjohn  Award,  which 
cites  overall  humanitarianism,  scholar- 
ship, clinical  expertise,  and  leadership 

LILLIAN  H.  LOCKLIARL,  MD,  Galveston, 
was  the  recipient  of  the  1989  Distin- 
guished Texas  Geneticist  Award  of  the 
Texas  Society  of  Genetics.  Dr  Lockhart  is 
professor  of  pediatrics  and  human  bio- 
logical chemistry  and  genetics  at  The 
University  of  Texas  Medical  Branch  at 
Galveston. 

NINAN  T.  MATHEW,  MD,  was  reelected 
president  of  the  American  Association  for 
the  Study  of  Headache.  Dr  Mathew  is  di- 
rector of  the  Houston  Headache  Clinic. 

EDWARD  M.  SHAPIRO,  MD,  Pasadena, 
was  installed  recently  as  president  of  the 
Texas  Dermatological  Societv’  Other  new 
officers  are  ROY  EDWARD  SPENCER, 

MD,  Sherman,  president  elect;  BOBBY  L. 
LIMMER,  MD,  San  Antonio,  vice  presi- 
dent; and  NORMAN  D GUZICK,  MD, 
Houston,  secretary  treasurer. 

SUSAN  O.  WILKINSON,  Houston,  editor 
of  the  Texas  Cancer  Plan,  published  in 
1986,  died  of  breast  cancer  on  May  20, 
1989  Her  work  with  the  Legislative  Task 
Force  on  Cancer  in  Texas  was  instrumen- 
tal in  the  publication  of  the  Oncology’ 
Guidelines  Report  as  a special  supple- 
ment to  the  September  1987  issue  of 
Texas  Medicine.  Ms  Wilkinson  worked  at 
M.D.  Anderson  Cancer  Center,  Office  of 
Scientific  Publications,  as  assistant  manag- 
ing editor  oi  Molecular  Carcinogenesis 
and  managing  editor  of  OncoLog. 

JEAN  D.  WILSON,  MD,  Dallas,  was  in 
stalled  as  president  of  The  Endocrine 
Society'  at  the  international  professional 
organization’s  71st  annual  meeting  in 
June.  Dr  Wilson  is  professor  of  internal 
medicine  at  The  University  of  Texas 
Southwestern  Medical  Center  at  Dallas. 


DEATHS 


ELISHA  D.  EMBREE,  MD,  retired  New 
Braunfels  anesthesiologist.  Died  June  22, 
1989;  age  92.  Dr  Embree  was  a 1926 
graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  He  served 
an  internship  at  Jefferson  Davis  Hospital 
in  Houston.  Dr  Embree  served  in  the  US 
military'  during  World  War  I and  World 
War  II;  he  retired  from  the  Medical  Corps 
as  a colonel  in  1947.  He  was  an  emeritus 
member  of  Texas  Medical  Association. 

JOSEPH  C.  GALLAGHER,  MD,  retired  eye, 
ear,  nose,  and  throat  specialist  in  Temple. 
Died  June  9,  1989;  age  69.  Dr  Gallagher 
graduated  Washington  University'  School 
of  Medicine  in  St  Louis  in  1944.  He 
served  an  internship  at  Missouri  Baptist 
Hospital  and  a residency  at  Barnes  Hospi- 
tal in  St  Louis.  Dr  Gallagher  practiced  in 
Marlin  and  Hearne  before  moving  to 
Temple 

BARNEY  K.  LOVELL,  MD,  diagnostic  radi- 
ologist in  McAllen.  Died  June,  1989;  age 
77.  Dr  Lovell  received  his  medical  de- 
gree in  1936  from  I'he  University'  of 
Wisconsin  in  Madison.  He  served  an  in- 
ternship at  Lutheran  Deaconess  Hospital 
in  Chicago,  and  a residency  at  General 
Hospital  in  Madison.  During  World  War 
11,  Dr  Lovell  served  with  the  US  Army 
Medical  Corps. 

ROLLAND  C.  REA'NOLDS,  SR,  MD,  Dallas 
pathologist.  Died  May  25,  1989;  age  64. 
Dr  Reynolds  graduated  in  1956  from  I'he 
LIniversity  of  Texas  Southwestern  Medi- 
cal School  at  Dallas.  After  an  internship  at 
Lisbon  Veterans  Hospital  in  Dallas,  he 
served  a residency  at  Parkland  Memorial 
Hospital  in  Dallas.  Dr  Reynolds  served 
with  the  US  Navy  during  World  War  11. 

DELMON  J.  STAFFORD,  MD,  Crane  family 
practitioner,  formerly  of  Littlefield.  Died 
June  10,  1989;  age  59.  Dr  Stafford  was  a 
1955  graduate  of  Baylor  University'  Col- 
lege of  Medicine.  He  served  an  internship 
at  Hermann  Hospital  in  Houston. 

DAVID  ALLAN  VAN  VELZER,  MD, 
Livingston  radiologist.  Reported  de- 
ceased. Dr  Van  Velzer  graduated  in  1950 


from  Baylor  University'  College  of  Medi- 
cine. He  served  an  internship  and  resi- 
dency at  St  Luke’s  Hospital  in  Chicago, 
and  another  residency  at  Colorado  Gen- 
eral Hospital  in  Denver. 

WILLIAM  M.  WOLF,  MD,  San  Antonio  sur- 
geon and  general  practitioner.  Died  June 
24,  1989;  age  81.  Dr  Wolf  received  his 
medical  degree  in  1932  from  St  Louis 
(Mo)  University’.  He  served  an  internship 
at  the  university’s  group  hospitals  in  St 
Louis.  During  World  War  II  he  served  as 
a captain  in  the  Medical  Corps  aboard  a 
US  Army  hospital  ship.  Dr  Wolf  was  an 
honorary  Texas  Medical  Association 
member. 
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Ireciture 


I AMA  and  TMA: 

Partners  for  better  health 


United  States  Ref)  Charles  VV!  Stenbolm 
(D-Te.x)  has  wanted  physicians.  “The 
AIM  can  be  effective  only  if  nietnhers  of 
Congress  are  convinced  that  this  group 
truly  represents  their  constituents.  Until 
the  AM  A represents  a majority  of  its  self- 
proclaimed  constituency,  it  won’t  be  as 
effective  as  physicians  across  the  coun- 
try would  like  it  to  be.  ” 

Texas  Medical  Association  is  the 
fourth  largest  delegation  to  the  Ameri- 
can Medical  Association,  but  approxi- 
mately 40%  of  the  TMA  membership 
does  not  belong  to  the  national  organi- 
zation. Nationwide,  approximately  60% 
of  physicians  have  chosen  not  to  join 
the  AMA 

TMA's  House  of  Delegates  recognizes 
the  importance  of  a strong  national  or- 
ganization and  supports  communica- 
tion and  recruitment  activities  to  assure 
the  stcde  has  mcuximum  voluntary  par- 
ticipation in  the  AHA  This  article 
describes  the  AMA’s  activities  as  the  phy- 
sician’s and  the  patient’s  advocate. 

Although  Texas  is  a highly  visible 
leader  in  the  AMA,  certain  seg- 
ments of  the  physician  population 
are  less  likely  to  be  AMA  members  ( Fig 
1 ),  including  young  physicians,  women 
physicians,  physicians  in  academia,  and 
foreign  medical  graduates.  TMA  has  gone 
on  record  in  support  of  maximum  volun- 
tary’ participation  in  the  national  organi- 
zation, and  a 5-year  AMA  action  plan 
targets  underrepresented  groups  for  a 
peer-to-peer  recruitment  campaign. 

At  age  33,  Fort  Worth  allergist  Susan 
Rudd  Wynn,  MD,  is  representative  of  two 
of  these  groups — women  and  young  phy- 
sicians. Dr  Wynn  says  that  many  women, 
who  on  average  earn  less  money  than  do 
their  male  colleagues,  find  AMA  member- 
ship dues  prohibitive.  They  also  say  that 
the  organization  has  a reputation  as  a 
"good  old  boys’  club.”  llow'cver,  she  re- 
minds them,  that  was  60  years  ago,  and 
things  have  changed. 

Evidence  of  that  change  is  the  develop- 
ment of  the  AMA  Department  of  Women 
in  Medicine,  w'hose  goal  is  to  mainstream 
women  physicians  and  medical  students 
into  all  aspects  of  organized  medicine.  Dr 
Wynn  is  chairman  of  an  advisory  panel  to 
the  department,  which  currently  is  gath- 
ering data  through  a national  survey  to 


establish  guidelines  for  daycare  in  hospi- 
tal settings,  with  women  physicians  in 
mind.  Several  years  ago  the  office  pre- 
sented a landmark  report  on  maternity 
leave  and  residency  training  programs. 

Dr  Wynn,  who  admits  she  “always  has 
been  a joiner,”  supports  the  AMA  be- 
cause she  firmly  believes  individuals  can 
accomplish  more  working  as  a group 
than  they  can  alone.  She  joined  the  AMA 
while  she  was  a medical  student.  “When 
you  see  the  importance  of  every'  individ- 
ual in  the  AMA,  you  get  hooked,  and  you 
can’t  see  not  going,”  she  says. 

Houston  psychiatrist  Adib  R.  Mikhail, 
MD,  agrees  that  individual  physicians 
make  a difference  in  the  organization.  Dr 
Mikhail  came  to  the  United  States  from 
Egypt  18  years  ago.  He  has  a special  in- 
terest in  recruiting  graduates  of  medical 
schools  outside  the  United  States  into  the 
family  of  organized  medicine. 

He  dropped  out  of  the  American  Medi- 
cal Association  for  a time  because  he  felt 
that  the  organization  underrated  medical 
schools  outside  the  US.  How  ever,  he  has 
decided.  “In  any  organization,  not  every 
member  will  agree  with  what  the  organi- 
zation does  all  the  time.  That  doesn’t 
mean  we  shouldn’t  be  members.” 

Having  learned  that  an  individual  can 
change  an  organization  througli  partici- 
pation, Dr  Mikltail  resolved  to  be  more 
than  a member  in  name  only.  At  the 
county'  level,  he  has  served  as  cochair- 
man of  the  society’s  membership  com- 
mittee, a branch  president,  and  as  an 
executive  board  member.  He  reminds 
graduates  of  schools  outside  the  United 
States — and  all  physicians,  “ ITie  AMA  is 
our  only  national  medical  association,  the 
only  association  there  is  to  speak  on  our 
behalf  and  protect  us  from  intrusion  by 
the  federal  government.  Physicians  can’t 
do  that  alone.” 

Frank  H.  Gardner,  MD,  Fhe  University’ 
of  Texas  Medical  Branch,  Galveston, 
echoes  that  sentiment.  “The  AMA  has  the 
organization  to  get  things  done,”  he  says. 
Based  on  interactions  with  his  peers.  Dr 
(iardner  surmises  that  academic  physi- 
cians are  concerned  about  the  cost  of 
AMA  dues  because  they  are  on  a rigid  sal- 
ary base.  Further,  he  says,  some  academic 
physicians  question  whether  the  AMA  ad- 
dresses their  unique  problems.  “(Aca- 
demic physicians)  think  the  AMA 
protects  the  practicing  physician,  ” he 


said.  He  reminds  academic  physicians 
that  the  national  as.sociation  has  been 
active  in  promoting  "things  we  all  be- 
lieve in,”  such  as  measures  to  control  to- 
bacco and  alcohol.  A single  individual 
isn’t  going  to  get  very’  far  on  these  issues, 
he  adds. 

Physician  members  of  El  Paso  County' 
Medical  Society’  put  the  clout  of  the  na- 
tional organization  to  w’ork  w hen  they 
took  a local  problem  with  national  im- 
plications to  the  AMA.  The  resolution 
was  written  after  the  Health  Care  Financ- 
ing Administration  decertified  Landmark 
Medical  Center  of  El  Paso.  During  the 
one  month  that  it  was  closed,  the  center 
lost  $600,000  in  Medicare  revenue.  Tlie 
closure  contributed  to  a shortage  of 
emergency  rooms,  hospital  beds,  and  in- 
tensive care  facilities  in  El  Paso,  to  the 
detriment  of  patient  care.  TMA’s  House 
of  Delegates  passed  an  amended  version 
of  the  resolution,  w hich  the  Texas  dele- 
gation carried  to  the  AMA  Flouse  of  Dele- 
gates. f iltimately,  the  AMA  agreed  to 
introduce  legislation  to  assure  due  pro- 
cess for  hospitals  facing  Medicare  decer- 
tification. 'Hie  policy  calls  for  a 
preliminary  hearing  to  be  made  available 
for  hospitals  before  termination  of  the 
hospital’s  Medicare  participation 
agreement. 

Cxiunty  Medical  Society  President  Hec- 
tor E.  Franco,  MD,  described  the  proce.ss 
in  an  editorial  in  the  society’s  monthly 
magazine  The  El  Paso  Physician-. 

"A  resolution  dealing  w ith  last  year’s 
closure  of  Landmark  Medical  Center  re- 
cently passed  through  the  EPMS  Execu- 
tive Committee  and  subcommittee 
structure.  It  is  a resolution  . . . that  has 
forced  many  of  us  to  remember  or  real- 
ize for  the  first  time  the  continued  im- 
pact the  closure  of  Hotel  Dieu  ( alias 


I.  Categories  oj  TM. A ttietnhers  who  also  belong  to 
the  .AMA 


Catc-gon’ 

AMA  Members 

All  TMA  members 

S,S% 

Regular  and  provisional  members 

SS% 

Militarv  members 

47% 

Resident  members 

46% 

Student  members 

AH% 

Young  physicians 

55% 

Foreign  medieal  graduates 

47% 

LIS  graduates 

61% 

Male  physicians 

S9% 

Female  pbysicians 

46% 

19 


Volume  85  September  1989 


landmark  Medical  Center ) is  having  on 
this  communin'.  The  stunning  part  about 
this  is  the  physicians  around  the  state 
share  that  same  concern  as  evidenced  by 
the  quick  approval  of  this  resolution  by 
the  reference  committee  of  the  TMA  and 
the  recommendation  that  it  be  addressed 
at  the  national  level,  eg,  AMA. 

“In  this  mind’s  eye  this  is  organized 
medicine  at  its  best.  A resolution  with 
both  local  and  national  implications  is  in- 
troduced at  the  local  level.  It  is  amended 
and  promoted  up  to  the  state  level  where 
it  undergoes  some  fine  tuning  and  subse- 
quently graduated  up  to  the  national 
level.  We  have  now  availed  ourselves  of 
the  services  and  clout  of  two  very  large 
and  vcr\’  organized  medical  groups,  the 
TMA  and  the  AMA  ....  A single  society 
member  spoke  and  many  people  listened 

The  AMA  at  work 

ITie  Medical  Society  of  the  State  of  New 
York  took  the  first  step  toward  organizing 
the  American  Medical  Association  by 
adopting  a resolution  that  called  for  a na- 
tional convention  dedicated  to  “ . . . the 
elevation  of  the  standard  of  medical  edu- 
cation in  the  Tnited  States  ’ The  AMA 
was  born  when  that  national  convention 
met  in  18-t"’  in  Philadelphia.  The  agenda 
expanded  to  include  the  registration  of 
births,  marriages,  and  deaths;  the  estab- 
lishment of  a nomenclature  of  di.seases 
adapted  to  the  United  States;  medical  eth- 
ics; teaching  and  licensing  activities;  and 
quackety'. 


ITie  AMA  continues  to  deal  with  some 
of  these  issues  and  with  a number  of 
other  issues  that  developed  during  the 
ensuing  152  years.  ITiey  are  divided 
among  the  association’s  primary  missions: 
representation,  scientific  information,  so- 
cioeconomic information,  educational 
standards,  and  information  on  physician 
characteristics  (Fig  2 ).  Activities  related 
to  representation  and  scientific  informa- 
tion account  for  more  than  50%  of  the 
AMA’s  annual  budget. 

Representation 

Fach  year  the  AMA  makes  more  than 
3,500  contacts  with  legislators  and  their 
staffs  and  1 ,900  contacts  with  the  Presi- 
dent. the  White  Hou.se  staff,  the  Office  of 
Management  and  Budget,  and  represen- 
tatives of  administrative  agencies.  In  ad 
dition,  the  AMA  represents  physicians’ 
views  by  drafting  bills,  developing  state- 
ments for  Congress,  testifying  before 
Congress,  and  holding  legislative  briefings. 

In  1988,  the  AMA  successfully  repre- 
sented the  profession  in  Congress  by  de- 
feating mandatoty'  assignment,  preserving 
physicians’  freedom  in  drug  prescribing, 
defeating  the  inclusion  of  a drug  formul- 
ary in  the  Medicare  catastrophic  legisla- 
tion, and  .supporting  the  ban  on  smoking 
on  most  domestic  airline  flights. 

The  association  extends  its  representa- 
tional efforts  to  the  courts,  where  it  is 
the  leading  defender  of  patient  and  physi- 
cian rights  in  the  nation.  Of  special  inter- 
est to  Texans  is  the  association’s  support 
of  a case  involving  Victoria  obstetrician- 


gv  necologist  Michael  Burditt,  MD.  Dr 
Burditt  has  challenged  the  government  in 
the  nation’s  first  case  involving  federal 
patient  transfer  regulations.  At  the  heart 
of  the  case  is  a physician’s  right  to  due 
process. 

Fhe  association  has  other  legal  accom- 
plishments to  its  credit: 

In  three  court  cases,  the  AMA  won 
support  for  protection  of  AIDS  victims. 

The  AMA  aggressiveh’  challenged  PRO 
procedures  and  forced  the  federal  gov- 
ernment to  agree  to  due  process  protec- 
tions for  all  physicians. 

ITie  AMA  also  joined  the  California 
Medical  Association  in  successfully  argu- 
ing that  PROS  are  not  authorized  to  es- 
tablish independent  “federal”  standards 
of  care  for  physicians. 

A fault-based  administrative  alternative 
to  the  tort  system  was  unveiled  by  the 
AMA  and  specialty  societies.  It  would  re- 
sult in  significant  courtroom  time  and 
dollar  savings  with  more  equitable  judg- 
ments for  everyone. 

The  AMA  fought  against  federal  intru- 
sion by  suing  to  declare  MAAC  provi- 
sions unconstitutional. 

With  the  Massachusetts  Medical  So- 
ciety, the  AMA  challenged  the  state  law 
conditioning  licensure  upon  acceptance 
of  assignment.  The  AMA  stands  ready  to 
mount  further  challenges  should  such 
legislation  be  introduced  in  other  states. 

llirough  its  challenge  of  the  “Baby 
Doe”  regulations,  the  AMA  helped  pro- 
tect the  ability  of  parents,  in  consultation 
with  physicians,  to  make  reasonable  deci- 
sions about  the  treatment  to  be  given  to 
severely  handicapped  newborns. 

Noting  the  importance  of  the  associa- 
tion’s representational  activities,  James 
Sammons,  MD,  executive  vice  president 
of  the  AMA  and  a past  president  of  Texas 
Medical  Association,  tells  his  fellow  Tex- 
ans, “We  are  besieged  ...  by  bureaucrats 
in  Washington  who  never  saw  a regula- 
tion they  didn’t  like  if  it’ll  save  a few  dol- 
lars and  by  elected  officials  who  think  we 
physicians  are  wallowing  in  the  public 
trough.  The  need  has  never  been  greater 
for  American  physicians  to  speak  with 
one  voice.  There’s  only  one  organization 
that  can  do  that  with  authority — the 
American  Medical  Association.” 

From  his  office  in  Washington,  Rep 
Charles  Stenholm  ( D-Tex ) adds,  “If  I 
were  a physician,  I know  I would  want 
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my  voice  to  be  heard  in  Washington.  I’m 
concerned  that  during  the  next  4 or  5 
years,  health  care  will  be  one  of  the  top 
priorities  of  the  Congress.  Policies  on 
physician  reimbursement  will  certainly 
be  one  of  the  most  controversial  topics 
in  that  discussion. ’’ 

Scientific  information 

Among  the  AMA’s  scientific  endeavors 
are: 

The  Journal  of  the  American  Medical 
Association  (JAMA),  a widely  respected, 
weekly  clinical  journal  printed  in  eight 
languages. 

American  Medical  News,  a weekly 
newspaper  reporting  on  current  scien- 
tific and  socioeconomic  developments  in 
medicine. 

AMA/NET — access  to  this  on-line 
medical  information  network,  sponsored 
by  the  AMA,  is  free  to  AiMA  members. 
With  a personal  computer,  a modem,  and 
a telephone,  a member  can  access  more 
than  30  information  services. 

The  AMA  library,  one  of  the  nation’s 
most  complete  and  up-do-date,  with  on- 
line access  to  more  than  600  comput- 
erized data  bases  to  help  physicians  keep 
up  with  new  developments  in  research 
and  practice  management. 

I’he  AMA  Action  Plan  for  AIDS,  which 
outlines  major  scientific  accomplish- 
ments needed  to  curtail  the  spread  of 
AIDS  and  to  control  the  disease  in  AIDS 
patients.  It  defines  the  AMA’s  role  as  dis- 
seminating information  about  AIDS  to 
physicians  and  establishing  them  as  the 
most  credible  source  of  AIDS  information 
in  the  eyes  of  the  general  public. 

Texans  in  the  AMA 
As  the  AMA  pursues  better  health  care 
through  representation  and  scientific  en- 
deavors, Texans  are  at  the  helm.  More 
than  90  Texas  physicians  and  medical 
students  hold  positions  of  leadership 
with  the  AMA.  Joseph  T.  Painter,  MD, 
Houston,  serves  as  vice  chairman  of  the 
association’s  board  of  trustees,  and  Nancy 
Dickey,  MD,  Richmond,  is  a member  of 
the  board  and  the  first  woman  to  be  elec- 
ted to  the  office.  Other  Texans  partici- 
pate at  the  national  level  as  members  and 
leaders  of  AMA  sections  and  councils.  In 
1 988,  38  delegates  and  alternate  dele- 
gates represented  TMA  in  the  AMA 
House  of  Delegates.  Sixteen  other  Texas 


physicians  and  one  medical  student 
served  in  the  AMA  House  of  Delegates. 
Other  physicians  represent  the  AMA  on 
health-related  committees  and  commis- 
sions and  serve  on  editorial  boards  of 
AMA  specialty  journals. 

However,  the  state’s  leadership  posi- 
tion does  not  change  the  fact  that  ap- 
proximately 40%  of  TMA  members — 
almost  1 2,000 — have  not  joined  the 
AMA.  Val  F.  Borum,  MD,  Fort  Worth, 
TMA’s  immediate  past  president,  ad- 
dressed those  physicians  during  the  asso- 
ciation’s 1989  annual  session: 

“Our  troubles  are  not  just  little  squab- 
bles among  Texans.  ITiey  do  not  start  or 
stop  at  our  state  line.  There  is  no  way  to 
keep  a federal  juggernaut  and  multiple 
corporate  behemoths  out  of  Texas  just 
by  putting  up  ‘No  Trespassing’  signs. 
They  ignore  our  slogans  that  proclaim. 
Don’t  Mess  With  Texas!’  ....  We  need 
desperately  to  confront  ( our  troubles ) 
with  a national  organization.  If  we  did 
not  have  one  already,  it  would  be  essen- 
tial to  start  one  now.  We  must  act 
through  the  American  Medical 
Association.” 

At  the  same  meeting,  the  TMA  Com- 
mittee on  Membership  reminded  physi- 
cians who  do  not  belong  to  the  organi- 
zation: 

“All  physicians — whether  members  or 
not — reap  the  benefits  of  AMA’s  efforts 
on  behalf  of  the  profession.  The  commit- 
tee believes  that  it  is  therefore  the  re- 
sponsibility of  every’  physician  to  support 
the  federation  of  medicine  at  all  levels — 
local,  state,  and  national.” 
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Extra  SjREHen  pain  relief 

WITHOUT  EXTRA 
PRBCRIBING  R&TRICnONS 


Plus . . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 


Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  reiief 

The  heritage  of  VICODIN^  * 

• ViCODiN  is  the  24th  most  frequentiy 
prescribed  medication  in  America.^ 


* (hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750  mg) 


Tablet  for  tablet , 

the  most  potent  analgesic  you  can  phone  in 
<la]^ime,  nighttime,  weekends. 

** (hydrocodone  bitartrate  5 mg  [Warning.  May  be  habit  forming)  and  acetaminophen  500  mg) 

1.  Data  on  file,  Knoll  Pharmaceuticals 

2.  Standard  industry  new  prescription  audit.  Data  on  file.  Knoll  Pharmaceuticals  c 1989.  BASF  K&F  Corporation 

Please  see  adjacent  page  for  brief  summary  of  prescribing  information  5821/5-89 


thydrocodooe  Cxiarfrcrte  5mg  [Wotning  May  be  hobif  forming] 
arKj  ocelominophen  500  mg)  (gj 
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(hydfocodone  brtorfrote  75mg  [Worning.  Moy  be  hobt  forming) 
and  ocelominophen  750  mg) 


INDICATIONS  AND  USAGE;  For  the  relief  of  moderate  to  moderately 
severe  pain 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone 

WARNINGS; 

Allergic-Type  Reactions;  VICODINA/ICODIN  ESTablets contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people. 

Respiratory  Depression;  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  otner  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions;  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS; 

Special  Risk  Patients:  VICODINA/ICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison’s  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture 
Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions ; Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiely  agents,  or  other  CN5  depressants  (including  alcohol) 
concomitantly  with  VICODINA/ICODIN  ESTablets  may  exhibit  an  additive 
CNS  depression  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy; 

Teratogenic  Effects;  Pregnancy  Category  C Hydrocodone  has  been 
shown  to  be  teratogenic  in  namsters  when  given  in  doses  700  times  the 
human  dose  There  are  no  adequate  ana  well-controlled  studies  in 
pregnant  women  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenic  effects;  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODINA/ICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODINA/ICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS: 

The  most  frequently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System;  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemelic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODINA/ICODIN 
ES  Tablets  may  produce  constipation 

Genitourinaf7  System;  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression;  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODINA/ICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE; 

Acetaminophen  Signs  and  Symptoms;  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effea.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include;  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion 
Hydrocodone  Signs  and  Symptoms;  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  ancTsometimes  bradycardia  and  hypo- 
tension, In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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Finally  — An  Affordable  Computer  System 
Designed  Specifically  For 
The  Medical  Office  Profession 

Physician  Office  Management  Software  System 
offers  these  outstanding  features: 

• Patient/Family  Billing  with  Aging. 

• Superbills  and  Charge  Slips  generated  at  the  time  of  visit 
for  direct  billing  by  patient  to  insurance  company. 

• Individual  or  batch  mode  of  operation. 

• Open-Item  billing  with  complete  tracking  of  patient 
charges,  payments  and  adjustments. 

• User  defined  CPT-4  and  ICD'9  Codes. 

• Multiple-level  fee  structures. 

• Rapid  front-desk  patient  processing  with  point  of  service 
bill/receipt/insurance  claim  form. 

• Automatic  information  transfer  to  medical  records. 

• Automatic  processing  of  claims  to  secondary  carriers. 

• Patient  and  third  party  billing. 

• Detailed  Practice  Management  reporting. 

• Accounts  Receivable  analysis. 

• Aged  Accounts  Receivable  reports. 

• Quick  view  of  patient’s  information. 

• Statistical  Reports  (ICD-9,  CPT-4,  Referring 
Doctors,  Hospital, . . .) 

• Day  Sheet  Reports. 

• Recall  Notices. 

• Appointment  Scheduling  (Optional). 

• Word  processing  interface  (Optional). 

• Submit  claims  electronically  to  Medic 
Medicaid,  and  Blue  Cross  Blue  Shield. 

(optional) 


For  a FREE  on-site  demonstration  Integrated  Medical  System 

please  contact  us  at  2225  E Randol  Mill  Road  • Suite  531 

(817)  640-9860  (Metro)  Arlington,  Texas  7601 1 


•A  Subdivision  of  NcTECH  Computer  Service  Corporation 
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Elealth  care  spending  in 
Texas;  1980-1986 


This  paper  reports  health  care  spending  and  pay- 
ment patterns  for  Texas  hy  category’  of  service. 
Various  methods  and  sources  are  used  to  generate 
annual  estimates  of  total  spending,  state  govern- 
ment spending  and  spending  per  person.  The  basic 
approach  is  similar  to  that  used  hy  the  US  Health 
Care  Financing  Administration  in  estimating  na- 
tional health  care  spending.  Comparisons  between 
spending  in  Texas  and  the  nation  are  made  and 
various  reasons  for  differences  are  discussed. 

KIA'  WCIRDS:  CCIST,  FINANCE,  GOVERNMENT.  STATLSTICS, 
POPULATION. 


In  the  past,  we  have  provided  annual  estimates  of 
health  care  expenditure  and  payment  patterns 
for  Texas  and  compared  them  to  national  trends. 
Our  most  recent  report  provided  estimates  for 
1985.  In  this  report,  we  provide  new  estimates  for 
1986  and  revised  estimates  for  the  period  1980— 
1985.  As  in  the  past,  we  report  total  spending,  state 
government  spending,*  spending  per  person,  spend- 
ing by  source  of  payment,  and  spending  by  category 
of  service  ( 1,2 ). 

We  have  tried  to  make  the  reader  aware  of  the 
uncertainty  associated  with  our  estimates  by  de- 
scribing how  they  are  developed  and  the  sources 
used.  Our  basic  approach  involves  three  steps.  First, 
we  adopt  estimates  provided  by  the  US  Health  Care 
Financing  Administration  (HCFA)  for  the  years  that 
they  are  available.  HCFA  periodically  estimates 
health  spending  by  state,  in  addition  to  providing 
estimates  of  national  health  expenditures.  Second, 
we  generate  estimates  using  our  own  methods  and 
data  sources,  lliird,  we  adjust  our  estimates  for  the 
years  not  covered  by  HCFA  to  reflect  differences  be- 


*State government  spending  is  reported  for  1 979  and 
1983-1986. 


tween  the  HCFA  figures  and  our  figures  for  the  years 
that  both  are  available.  Detailed  descriptions  of  the 
categories  of  spending  and  estimation  methods  are 
provided  in  Appendix  1(3)- 

Overview  of  total  expenditures 
Health  care  spending  in  Texas  was  S28. 1 billion  in 
1986,  up  from  $14.4  billion  in  1980  (Fig  1 ).  These 
figures  include  spending  on  all  types  of  personal 
health  care  services  plus  the  nonpersonal  health 
items — prepayment  and  administration,  govern- 
ment public  health  activities,  and  research  and 
construction. 

The  growth  rate  in  total  spending  was  7%  in 
1986,  up  0.8%  from  1985,  but  well  below  the  aver- 
age annual  growth  rate  experienced  in  the  early 
1980s.  The  growth  in  health  care  spending  ex- 
ceeded general  economic  growth  as  indicated  by  a 
rise  in  the  percentage  of  gross  state  product  (GSP) 
devoted  to  health  care  from  8.5%  in  1985  to  9.3% 
in  1986.  During  the  1980-1986  period,  growth  in 
the  relative  importance  of  health  spending,  as  ex- 
pressed by  the  percent  of  GSP  devoted  to  health,  in- 
creased by  more  than  25%. 

The  1 986  growth  rate  was  below  the  national 
average  of  8.4% . The  slowdown  in  the  annual  grow  th 
of  spending  over  the  last  two  years  was  consistent 
with  the  national  pattern.  Over  the  1980-  1986  pe- 
riod, national  health  spending  as  a percentage  of 
gross  national  product  (GNP)  rose  about  20%,  com- 
pared to  25%  in  Texas.  However,  Texas  continues 
to  spend  less  of  its  total  product  on  health  care  than 
does  the  nation  as  a whole  (9  3%  vs  10.9%  ) (4). 

Personal  health  care  expenditures  amounted  to 
89.4%  of  total  expenditures  in  1986  ( Fig  2 ).  TTie  re- 
maining 1 0.6%  was  spent  on  the  three  nonpersonal 
items — prepayment  and  administration,  government 
public  health  activities,  and  research  and  con- 
struction of  medical  facilities.  While  these  percent- 
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/.  Texcis  health  care  spending  by  category  of  sen’ice.  1980- 1986.  .Amounts  in  hillions  of  dollars. 


1980 

1981 

1982 

1983 

1984 

1983 

1986 

Personal  health  care 

12  60 

14.73 

17.29 

19  34 

21.47 

23.03 

2308 

Hospital  care 

S.-tA 

6.35 

7.86 

8.84 

9 34 

10  28 

10  97 

Physicians’  services 

.SOI 

3.60 

4 ,30 

4 87 

3.42 

3.73 

65-’ 

Dental  services 

0.79 

0 91 

1 03 

121 

1 37 

1 36 

1 32 

Other  professional  services 

O.Sl 

0.33 

0.33 

0 49 

0.38 

0 63 

0 72 

Drugs  and  drug  sundries 

1 28 

1 42 

1 38 

1 76 

1 92 

2 10 

2 26 

Eyeglasses  and  appliances 

O..S,S 

0.33 

0,38 

0.41 

0 46 

0.30 

0.33 

Nursing  home  services 

1.12 

1.23 

1.36 

1 30 

1 64 

1 82 

2.00 

Other  health  services 

0 31 

0 36 

0 42 

0.47 

0 34 

062 

069 

Prepayment  and  administration 

084 

114 

1 14 

1 33 

1 82 

1 79 

149 

Government  public  health  activities 
Research  and  construction  of 

0.28 

0.32 

0 ,36 

0 40 

0 42 

0.44 

0 49 

medical  facilities 

0.69 

0.78 

096 

098 

0.96 

l.OO 

Fotal 

14.-12 

16.99 

19  66 

22.26 

24.69 

26  22 

2806 

Annual  growth  rate  (%  ) 

13.8 

I"”  8 

13  T’ 

13.2 

10  9 

6.2 

7.0 

Percent  of  total  state  product 

7.3 

7.1 

^-7 

8.3 

8.3 

8.3 

9,3 
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ages  fluctuate  somewhat  from  year  to  year,  there 
have  been  no  consistent  trends  in  the  categories, 
with  two  exceptions.  Government  public  health  ac- 
tivities and  research  and  construction  have  consis- 
tently declined  in  importance  since  1980. 

On  a per  capita  basis,  health  spending  in  Texas 
was  SI, 682  in  1986,  a 68%  increase  over  the  1980 
level  of  1,002  (Fig  },).  These  figures  represent  the 
increase  in  the  relative  amount  of  resources  de- 
voted to  health  care,  controlling  for  changes  in 
population.  ITie  national  average  per  capita  spend- 
ing figure  was  $1,8,S"’  in  1986,  exceeding  the  Texas 
figure  by  13%.  Hie  growth  in  national  per  capita 
spending  since  1980  was  '^4%,  slightly  above  the 
Texas  experience.  As  indicated  in  the  table,  on  a 
per  person  basis  Texans  spend  considerably  less 
than  the  national  average  on  hospital  care,  as  well  as 
dental  services,  nursing  home  services,  and  govern- 
ment public  health  activities.  They  spend  signifi- 
cantly more  per  person  for  physician  services,  other 
professional  services,  and  drugs  and  drug  sundries. 


and  about  the  same  on  eyeglasses  and  appliances, 
other  health  .services,  prepayment  and  administra- 
tion, and  research  and  construction. 

Financing 

ITie  distribution  of  personal  health  care  expen- 
ditures by  source  of  payment  is  presented  in  Fig  4. 
AppendLx  2 describes  the  payment  categories  and 
the  methods  and  data  sources  used  in  their  estima- 
tion. As  indicated  in  Fig  4,  Texas  stands  out  from  the 
nation  in  most  categories  of  health  care  financing. 
Approximately  32%  of  health  .spending  in  Texas  in 
1986  was  financed  through  the  public  sector:  fed- 
eral government  sources  were  responsible  for  22% 
and  state  and  local  government  sources  were  re- 
.sponsible  for  1 0% . Private  insurance  payments, 
which  consist  of  payments  by  commercial  insurance 
carriers,  health  maintenance  organizations,  and  self- 
insured  plans,  accounted  for  an  additional  27% . The 
remaining  42%  was  made  by  consumers  directly. 
This  di.stribution  of  sources  of  funds  has  remained 


2.  Dislrihulhm  f%  ) of  Texas  speniling  hy  category’  of  sereice.  I9H()—  I9H6 


1980 

1981 

1982 

1983 

1984 

1983 

1986 

Pcrvmal  health  care 

8'’..V) 

86  8.^ 

87  9-J 

87.80 

86.93 

87.84 

89, 39 

Hospital  care 

;^8  S4 

,■^9.9' 

39 '1 

3862 

,39.19 

,39.08 

Physicians'  services 

20  86 

2118 

21  89 

21  86 

21  94 

21  83 

22. '1 

Dental  scTN  ices 

S 49 

S 

“S  .^2 

3 42 

3.36 

3.18 

3.42 

Other  professional  services 

2.1' 

1 94 

1.7' 

2.20 

2. 3-* 

2.42 

2.37 

Drugs  and  drug  sundries 

8 89 

8 ,^8 

804 

7.92 

7.77 

8.00 

8.04 

Fveglasses  and  appliances 

2 26 

2 0^ 

193 

1 83 

1 88 

1.91 

1.9' 

Nursing  home  services 

“’."’-4 

'24 

690 

6.'3 

6.63 

6.93 

7.1  1 

(')ther  health  services 

2 14 

2 12 

2 13 

2 12 

2 18 

2,38 

2.47 

Prepavment  and  administration 

S8S 

6.'0 

382 

6 08 

7.36 

6.84 

3 31 

(iovernment  public  health  activities 
Research  and  construction  of 

1 96 

I 8^ 

181 

1 80 

1 70 

1.68 

1.'4 

medical  hacilities 

4 80 

4 60 

4.42 

■*.31 

3.99 

3.64 

3.36 

,i  Health  care  spenditig  per  capita  for  selected  years: 

Textis  I'S  HS. 

Texas  ( $ ) 

US  (S) 

1980 

1983 

1986 

1980 

1983 

1986 

Personal  health  eare 

8'6 

1,233 

1,303 

9,34 

1,297 

1 620 

Hospital  care 

.3'9 

339 

63' 

4,32 

605 

720 

Physicians’  ser\  ices 

209 

.308 

,382 

199 

282 

369 

Dental  services 

33 

'6 

91 

63 

89 

1 19 

Other  professional  services 

22 

31 

■1,3 

24 

,38 

3' 

Drugs  and  drug  sundries 

89 

1 1 1 

1,33 

80 

101 

123 

Hyeghasses  and  appliances 

23 

26 

33 

22 

26 

33 

Nursing  home  services 

7S 

93 

120 

87 

121 

133 

Other  health  services 

22 

.30 

41 

23 

34 

48 

Prep,ivment  and  administration 

39 

86 

89 

39 

71 

98 

(i()\ernnient  public  health  activities 
Research  and  construction  of 

20 

2^ 

29 

31 

41 

34 

ntedical  facilities 

-tS 

61 

60 

31 

64 

63 

Total 

1,002 

1 ,40' 

1,682 

1,034 

1,472 

1,837 
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about  the  same  throughout  the  198()s,  In  com- 
parison to  the  national  average,  Texans  pay  a much 
higher  percentage  of  their  medical  bills  directly. 
Third-partv  payments  by  the  federal  government  are 
about  8%  less  in  Texas  than  the  national  average, 
and  private  insurance  payments  are  about  4%  less 
in  Texas  than  nationwide. 

State  government  spending  on  health  care 
State  government  expenditures  for  health  care  were 
S3.6  billion  in  1986,  representing  1.3%  of  total 
health  care  spending  in  the  state  ( Fig  3 ).  Appendix 
3 describes  the  methods  and  data  used  in  generat- 
ing estimates  of  these  expenditures.  The  annual  rate 
of  growth  in  state  government  .spending  on  health 
was  1.9%  in  1986,  well  below  the  growth  of  total 
health  spending  in  the  state,  and  below  the  1 984 
and  1985  growth  rates  in  government  spending.  As 
a percentage  of  total  government  spending,  health 
spending  was  20%  in  1986,  the  same  as  in  1979. 

Unlike  total  health  spending,  the  distribution  of 
state  government  spending  among  the  categories  of 
service  fluctuates  over  time.  The  largest  component 
of  state  government  .spending  throughout  the  1979— 
1986  period  was  for  ho.spital  care,  which  accounted 
for  37%  of  total  government  health  .spending  in 
1986.  However,  this  percentage  was  27%  in  19'^9. 
Most  of  this  increase  occurred  in  the  1979—  1983 
period.  ITie  next  largest  component  of  health 
spending  was  education  and  research,  which  ac- 
counted for  S652  million  of  government  health 
spending  in  1986,  or  17.9%  of  the  government's 
health  budget.  This  figure  includes  state  govern- 
ment support  for  public  and  private  medical,  dental, 
nursing,  and  other  health  professional  schools 
around  the  state.  In  1979,  this  categoix'  accounted 
for  1 5.8%  of  total  government  spending  on  health. 


ITiere  has  been  a consistent  decline  in  the  relative 
amount  spent  on  nursing  home  care  over  the  pe- 
riod, and  it  appears  that  spending  on  government 
public  health  activities  has  declined  in  importance, 
although  the  trend  is  not  consistent  over  the  entire 
period. 

Discussion 

Although  the  growth  in  health  spending  has  slowed 
in  recent  years,  it  continues  to  outpace  .spending  in 
other  sectors  by  a wide  margin,  and  Texas  con- 
tinues to  devote  a larger  portion  of  economic  ac- 
tivity to  health  care.  VC'hile  there  is  some  evidence 
at  the  national  and  state  level  that  hospital  utiliza- 
tion has  slowed  in  recent  years,  our  data  showing 
the  increasing  proportion  of  spending  devoted  to 
ho.spital  care  indicate  that  this  trend  has  not  had  a 
significant  impact  on  total  hospital  spending.  This 
may  be  due  to  unique  factors  in  Texas,  such  as  the 
recent  ri.se  in  ho.spital  spending  by  state  govern- 
ment through  expansion  in  the  Medicaid  program 


i.  Source  of  funds  for  personal  health  expenditures.  I<>86.  .Amounts  in  hiUions  of  dollars 


Texas  Health  Kxpenditures 

I'S  Health  Expenditures 

s 

% 

s 

% 

Federal 

S 6,S 

22  -lO 

121  K 

.so  1 s 

State  anil  local 

2 41 

9 6 1 

AH  1 

9 -r  .S 

Private  iiiMirance 

6 ■’1 

26  ■’S 

122  9 

.SO  42 

('.onsumer 

10  .S  .S 

4l  IK 

1212 

.SOOO 

Total 

2S  OK 

■4()^  () 

5 State  Siovemment  health  e.xpenditures  hy  cidegor)'  of  sert'ice.  lh8f—l9S6.  .Amounts  in  millions  of  dollars. 


1 9^9 

1 9KS 

19K4 

19KS 

19K6 

s 

% 

s 

% 

s 

% 

s 

% 

$ 

% 

Personal  health  care 

1.221  S 

^0  ■'O 

2 ()6K  2 

69  SS 

2,280  0 

69  "4 

2.4'0.7 

69  04 

2.S1S6 

6K  96 

Hospital  care 

4SK6 

26  S4 

I.O^I  " 

S6()4 

1.1.S4  9 

S4  "2 

I.2.S6K 

S4  S6 

l .S  SS  (1 

S6  6S 

Physicians’  ser\  ices 

1 1 6 S 

6.7S 

ISS^ 

s I-* 

192  K 

S 90 

191  K 

S S6 

ISl  1 

4 IS 

Oental  services 

0 1 

OOl 

1 1 

004 

I 4 

004 

1 K 

0 (IS 

18 

oos 

Other  professional  services 

K2..S 

4 -’6 

101  S 

S4l 

1K2  1 

s 

2SK6 

" 2 .S 

so  1.2 

K 26 

I)ruj>s  and  drug  sundries 

S9.2 

S 4S 

K9  2 

00 

100  S 

A-(r 

1119 

I.-^ 

1 1 S 6 

s.  1 2 

Hyeglasses  and  appliances 

()() 

0.00 

0 ! 

0 00 

0 2 

0,00 

0 2 

0 00 

0 2 

0.00 

Nursing  home  services 

4 16  S 

24  10 

Sl4  K 

1^  SI 

4999 

IS  29 

S(l4  1 

14  09 

46  S I 

12  ^6 

Other  health  services 

KK"" 

S 14 

1 S6  2 

4 SK 

16K  2 

S IS 

16S  S 

4 6S 

I4S 

4 00 

Prepavmeiit  and  admini.stration 

SS  0 

SIS 

1 190 

4 OO 

249  S 

-’6S 

2^2."^ 

^OS 

2S6  6 

^ 0 i 

(iovernnieni  public  health  activities 

14S  S 

K42 

244  K 

K 2S 

IS8  ^ 

4 K4 

19^(1 

S.Sl 

222  8 

6 1 1 

Hducation  and  research 

2^2  0 

IS  ’S 

Stl  S 

IK  21 

SKI  4 

I-’  -79 

6SK  4 

18  40 

6S1  ■’ 

1‘7.88 

Total 

l.'’2^.6 

2.9^S  S 

S.269  2 

S.S^K  S 

S,644  K 

Annual  growth  rate  (%  ) 

NA 

NA 

9 94 

9 46 

1 KS 

% of  total  health  care  spending 

1 S 6S 

1 S -^6 

1 S 24 

1 S 6S 

12  99 

% of  state  budget 

20  09 

21  SI 

2208 

21  6"' 

20  06 
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This  program  has  grown  recently,  in  part  because  of 
the  increased  number  of  people  eligible  for  the 
program. 

Those  who  benefit  from  growth  in  the  industry 
see  these  trends  as  positive,  while  those  who  must 
absorb  continuously  rising  medical  care  bills  are 
alarmed.  While  some  feel  that  the  battle  over  medi- 
cal costs  will  eventually  be  won  if  cost  containment 
efforts  are  continued  and  intensified,  others  feel  that 
we  have  already  swung  the  pendulum  too  far  in  the 
direction  of  cost  containment  and  need  to  renew 
our  attention  to  access  and  quality  of  care  concerns. 
Nevertheless,  cost  containment  efforts  by  the  busi- 
ness community  and  in  such  government  programs 
as  Medicare  and  Medicaid  have  not  had  a discerni- 
ble impact  on  the  growth  in  aggregate  expenditures. 

While  health  care  spending  is  growing  in  the 
state,  Texans  continue  to  spend  less  than  the  na- 
tional average  on  health,  both  on  a per-person  basis 
and  as  a percent  of  the  state  economy.  One  of  the 
reasons  may  be  the  greater  portion  of  the  medical 
bill  funded  out-of-pocket  rather  than  through  third 
party  payers.  Research  indicates  that  demand  for 
health  care  is  sensitive  to  insurance  coverage.  How- 
ever, there  may  be  costs  associated  with  lower  cov- 
erage in  certain  population  groups.  Texas  ranks 
48th  among  50  states  in  the  percentage  of  poor 
people  covered  by  the  state  Medicaid  program,  and 
a 1985  survey  by  the  Texas  Department  of  Human 
Services  indicated  that  2.7  million  people  in  the 
state,  representing  16.5%  of  the  population,  have  no 
health  insurance  coverage  whatever.  Evidence  from 
national  studies  indicates  that  the  uninsured  poor 
often  go  without  necessary  medical  care  ( 5,6 ). 

Finally,  the  1986  figures  do  not  incorporate  the 
full  effect  of  the  AIDS  epidemic.  On  a national  basis, 
it  is  estimated  that  about  1%  - 2%  of  health  care 
spending  will  be  devoted  to  the  care  of  patients 
with  AIDS  by  1991.  However,  the  effect  in  Texas 
will  be  greater  because  of  the  large  number  of  cases 
reported  here.  The  University  of  Texas  School  of 
Public  Health  has  estimated  that  30,000  AIDS  cases 
will  be  reported  by  the  end  of  1991.  At  an  esti- 
mated lifetime  cost  per  case  between  840,000  and 
880,000,  AIDS  costs  will  definitely  have  a discerni- 
ble effect  on  health  care  spending  over  the  next  few 
years  ( 7 ). 
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Appendix  1:  Definition  of  expenditure 
categories  and  estimation  methods 

The  expenditure  categories  used  are  the  same  used 
by  the  Health  Care  Financing  Administration  ( HCFA) 
in  their  reports  on  national  and  state  health  expen- 
ditures, with  a minor  change.  ITie  category  “Educa- 
tion and  Research”  was  defined  at  the  state  level 
because  it  is  a major  health  care  expenditure  of 
state  government.  HCFA  estimates  for  each  category 
were  available  for  1980  and  1982.  The  methods  de- 
scribed below  apply  to  the  estimates  for  1981  and 
1983—  1986.  In  generating  our  own  estimates  of 
health  expenditures,  we  rely  on  secondary  data  for 
some  categories,  use  projections  based  on  per  cap- 
ita growth  for  some,  and  a combination  of  these  two 
methods  for  others. 

1.  HOSPITAL  CARE.  Definition:  All  funds  ex- 
pended in  the  provision  of  services  and  supplies  of 
both  public  and  private  licensed  facilities,  including 
ancillary'  services,  staff  services,  and  pharmaceutical 
services  when  such  are  billed  by  the  hospital.  Es- 
timation method:  Estimates  are  obtained  from  the 
American  Hospital  Association  hospital  statistics, 
llie  net  total  revenue  of  community  hospitals  is 
added  to  the  expenses  of  noncommunity  hospitals 
to  get  the  total. 

2.  PHYSICIANS’  SERVICES.  Definition:  The 
gross  income  of  all  privately  practicing  medical  and 
osteopathic  doctors,  excluding  those  physicians 
who  are  working  in  salaried  positions,  such  as  staff 
and  government  physicians,  whose  expenses  are  in- 
cluded in  other  categories.  Estimation  method:  The 
number  of  licensed  private  practice  MDs  is  multi- 
plied by  the  sum  of  mean  professional  expenses 
plus  mean  net  income  after  expenses  before  taxes, 
for  physicians  in  the  west  south  central  area.  These 
data  are  reported  hy  the  American  Medical  Asso- 
ciation Socioeconomic  Characteristics  for  the  West 
South  Central  Area.  The  gross  income  of  DOs  is  es- 
timated by  multiplying  the  number  of  licensed  pri- 
vate practice  DOs  by  a 1976  income  estimate 
adjusted  forward  by  the  physician  consumer  price 
index.  ITie  MD  and  DO  estimates  are  summed  to 
obtain  the  estimate  of  total  spending  on  physician 
services. 

3.  DENTISTS’  SERVICES.  Definition:  The  gross 
income  of  all  privately  practicing  dentists  (analo- 
gous to  physicians’  services ).  Estimation  method: 
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llic  number  of  licensed  dentists  in  private  practice 
is  multiplied  by  the  estimated  mean  gross  revenue 
for  dentists  in  the  west  south  central  region  of  the 
US.  Ilie  revenue  data  are  based  on  information  from 
Dental  Economics.  Iliis  journal  reports  the  per- 
centages of  practicing  dentists  in  various  income 
brackets  by  region.  By  categorizing  the  income  lev- 
els ( taking  the  midpoint  of  each  income  bracket ) 
and  calculating  univariate  statistics,  a “mean”  gross 
revenue  can  be  estimated. 

4.  OTHER  PROFESSIONAL  SERVICES.  Defini- 
tion: The  gross  income  of  all  other  privately  practic- 
ing health  professionals,  such  as  visiting  nurses, 
chiropractors,  physical  therapists,  etc.  Estimation 
method:  Estimated  by  using  national  expenditure 
data  on  other  professional  services  and  physicians’ 
services  from  HCFA  reports  and  the  estimate  of  cur- 
rent year  spending  on  physicians’  services  for  Texas. 
The  assumption  is  made  that  the  Texas  ratio  of 
other  professional  services  to  physicians’  services 
equals  the  national  ratio  of  other  professional  ser- 
vices to  physicians’  services. 

5.  DRUGS  AND  DRUG  SUNDRIES.  Definition: 
Total  receipts  from  the  sale  of  all  prescription  and 
nonprescription  drug  items,  including  items  such  as 
first-aid  supplies.  Institutionally  dispensed  drugs 
within  ancillary  services  of  institutions  are  not  in- 
cluded. Estimation  method:  Calculated  using  HCFA 
per  capita  data  and  Texas  population  estimates.  The 
current  year  national  per  capita  growth  rate  is  mul- 
tiplied by  the  previous  year  per  capita  expenditure 
estimate  for  Texas  to  obtain  the  current  year  state 
per  capita  estimate.  This  figure  is  multiplied  by  the 
current  year  state  population  to  estimate  total  ex- 
penditures for  the  current  year. 

6.  EYEGLASSES  AND  APPLIANCES.  Definition: 
Total  receipts  from  the  sale  of  all  eyeglasses  and 
prosthetic  devices.  Estimation  method:  Same 
method  as  for  drugs  and  drug  sundries. 

7.  OTHER  HEALTH  SERVICES.  Definition:  A re- 
sidual category  that  includes  all  health  and  medical 
expenditures  that  are  not  included  in  any  of  the 
other  categories,  such  as  industrial  in-plant  services, 
public  school  health  services,  and  medical  rehabili- 
tative services.  Estimation  method:  Same  method  as 
for  the  drugs  and  drug  sundries. 

8.  NURSING  HOME  SERVICES.  Definition:  All 
expenditures  made  in  the  provision  of  long-term,  in- 
stitutional care.  Estimation  method:  Same  method 
as  for  the  drugs  and  drug  sundries. 

9.  PREPAYMENT  AND  ADMINISTRATION.  Defi- 
nition: The  cost  of  administering  private  health  in- 
surance (premiums  paid  minus  benefits  paid)  and 
government  health  care  programs.  Estimation 
method:  Estimates  are  based  on  four  components: 
(a)  the  net  cost  of  accident  and  health  insurance 
policies — benefits  minus  premiums  (obtained  from 
the  Texas  State  Board  of  Insurance);  (b)  workers’ 


compensation  costs  attributable  to  medical  care  ad- 
ministration— (0.4l  X workers’  compensation  bene- 
fits minus  payments)  (obtained  from  Texas  State 
Board  of  Insurance);  (c ) the  administration  costs  of 
Medicare  (0.029  x total  Texas  Medicare);  and  (d  ) 
the  state  government  estimate  for  prepayment  and 
administration  derived  from  state  budget  docu- 
ments. ITie  estimate  does  not  include  administra- 
tion costs  of  self-insured  plans. 

10.  GOVERNMENT  PUBLIC  HEALTH  ACTIVI- 
TIES. Definition:  Expenses  incurred  in  the  provision 
(by  all  levels  of  government)  of  preventive  health 
services,  such  as  sanitation,  immunization,  pollution 
control,  and  public  health  education.  Estimation 
method:  Estimated  from  three  components:  (a)  the 
estimate  of  state  expenditures  for  GPHA  derived 
from  state  budget  documents;  (b)  federal  funds 
which  are  sent  directly  to  local  governments  for 
public  health  programs;  and  (c)  local  government 
funds  which  are  spent  on  public  health. 

11.  RESEARCH  AND  CONSTRUCTION.  Defini- 
tion: Spending  for  biomedical  research  and  the  con- 
struction of  medical  facilities.  Estimation  method: 
Estimate  based  on  assumption  this  category  ac- 
counts for  the  same  proportion  of  total  spending  in 
Texas  as  the  US. 

12.  STATE  GOVERNMENT  RESEARCH  AND  EDU- 
CATION. Definition:  All  expenditures  (state  govern- 
ment only ) on  state-supported  facilities  of  higher 
education  related  to  health  research  and  health 
manpower  training,  including  schools  of  medicine, 
dentistry,  nursing,  pharmacy,  optometry,  osteopathy, 
biomedical  sciences,  allied  health  sciences,  and  pub- 
lic health,  and  in  health  services  education  and  ad- 
ministration. Expenditures  on  state-supported 
hospitals  are  included  under  hospital  care.  Estima- 
tion method:  Includes  expenditures  by  state-sup- 
ported  facilities  of  higher  education  for  health 
research  and  health  manpower  training.  Facilities  in- 
clude schools  of  medicine,  dentistry,  nursing,  phar- 
macy, optometry,  osteopathy,  biomedical  sciences, 
allied  health  sciences,  and  public  health;  and  health 
services  education  and  administration.  Expenditures 
on  state-supported  hospitals  within  these  facilities 
are  included  under  hospital  care.  Data  are  obtained 
from  state  budget  documents. 

Appendix  2.  Definitions,  methods,  and  data  for 
sources  of  payment 

1.  FEDERAL  FUNDS.  Definition:  Consists  of  Medi- 
care, Medicaid,  Veterans  Administration,  and  other 
health  care  program  spending  by  the  federal  gov- 
ernment. Estimation  method:  US  DHHS  expen- 
ditures in  Texas  were  obtained  from  Einancial 
Assistance  by  Geographic  Area.  Veterans  Admin- 
istration expenditures  in  Texas  were  obtained  from 
Geographic  Distribution  ofVA  Expenditures. 

2.  STATE  AND  LOCAL.  Definition:  Spending  of 
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Health  care  spending 


State  and  local  tax  revenues  on  health  programs.  Es- 
timation method:  Includes  health  and  hospital  ex- 
penditures minus  charges  and  federal  revenues  from 
Bureau  of  the  Census  Government  Finance  Series, 
plus  state  general  revenues  devoted  to  state  govern- 
ment health  spending. 

3.  PRIVATE  INSURANCE.  Definition:  Payments  by 
commercial  insurance  carriers,  lIMOs  and  self-in- 
sured plans.  Estimation  method:  Estimated  based 
on  data  in  State  Hoard  of  Insurance  Annual  Report, 
plus  unpublished  information  from  the  state  board 
of  insurance  on  self-insurance  plans. 

4.  CONSUMER.  Definition:  Payments  made  on  a 
cash  basis  at  time  of  consumption.  Estimation 
method:  llie  residual  of  total  spending  less  federal, 
state  and  local,  and  private  insurance  payments. 


Appendix  3.  Methods  for  estimating  state 
government  expenditures 

Health-related  program  and  service  expenditures  in 
the  state  budget  were  identified  and  placed  in  the 
appropriate  expenditure  category'.  The  majority  of 
the  data  for  the  state  government  health  expen- 
ditures were  extracted  from  Legislative  Budget  Es- 
timates prepared  by  the  Legislative  Budget  Board. 
Additional  data  were  obtained  from  annual  reports 
of  the  Texas  Department  of  Human  Services  and 
from  legislative  appropriations  requests  of  individ- 
ual state  agencies. 


What’s  quick,  easy,  and  effective 
medicine  for  childhood  diseases? 

It’s  the  TMA  Immunization 
Reminder  Card! 

These  3x5  cards  remind  your  patients  that  they  are  due  for 
important  immunizations.  On  the  back,  you  fill  in  the  type  of 
vaccine  needed. 


30 


Texas  Department  of  Health 
in  cooperation  with 
Texas  Medical  Association 
Texas  Osteopathic  Medical  Association 


And  best  of  all  they  are  free  from  the  Texas  Medical  Association. 


To  order  your  free  supply  of  cards, 
complete  this  coupon  and  send  to 
Texas  Medical  Association 
Immunization  Cards 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


name 

address  (no  P.O.  boxes) 

city state zip 

number  of  cards 


Texas  Medicine 


From  the  Lone  Star  State,  a new 
name  in  pharmaceutiGis  has 
emerged.  LEXIS  PharmaceutiGis 
combines  innovations  with  a 
sense  of  pride  that  goes  with 
anything  Texan.  We  invite  you 
to  join  those  supporting  this 
dynamic  new  company, 
managed  with  worldwide 
experience,  and  dedicated  to 
quality  products. 


SPAN-FF‘ 

provides  more  Ferrous  Fumarate 
(325  mg.jthan  many  other  iron 
products  currently  marketed.  A 
daily  iron  deficiency  supplement 
in  a sustained-action  capsule. 


furonatalf,a:" 

a complete  and  affordable 
combination  of  vitamins  and 
minerals  for  today’s  woman 
during  pregnancy  and  lactation. 


HISTAMIC"® 

antihistamine/deccxigestant 
capsules.  Provides  1 2-hour  relief 
of  nasal  congestion  and  eusta- 
chian  tube  congestion. 


Support  LEXIS.  A shining  new 
spirit  in  pharmaceutiGis,  and 
proud  to  Gll  Texas  home. 


For  additional  rifomiation,  all 
LEXIS  Ftiarmaceuticats,  Inc. 

800-346-7455 


SPAN-FF® 


FURONATAL  FA."'* 


HISTAMIC"'* 


1 06  mg  Elemental  Iron 


Prenatal  Multivitamin  with  Minerals 


Antihistamine/Decongestant 


^ LEXIS’Pharmaceuticals.  Inc. 

100  Congress  Avenue  Austin,  Texas  78701 


SPAN-FF® 


106  mg  Elemental  Iron 
Description 

Each  SPAN-FF  capsule  contains  325  mg  Ferrous  Fumarate  specially  encased  in  bead  lorm  for  optimal  dispersion 
of  ihe  iron  content,  thereby  minimizing  the  potential  intolerance,  while  increasing  the  solubility  and  making 
available  a maximum  amount  of  solute  iron  SPAN-FF  is  tasteless,  odorless,  and  will  not  stain  the  teeth  These 
properties,  combined  with  the  high  availability  of  Elemental  Iron,  make  SPAN-FF  unique  m action  and  flexible  in 
administration 

Indications 

SPAN-FF  IS  intended  for  use  m the  treatment  of  iron-deficiency  anemias,  a maintenance  hematmic  for  those 
patients  needing  a daily  iron  supplement  to  maintain  normal  hemoglobin  levels,  frequent  blood  donors,  and  for 
anyone  who  must  use  a diet  of  inadequate  iron  content 

SPAN-FF  IS  indicated  prophylactically  m pregnancy  and  during  lactation  Pregnant  women  need  additional  iron 
to  replace  the  approximately  400  mg  contributed  to  the  fetus  during  gestation,  especially  during  the  last  two-thirds 
of  pregnancy  In  most  cases,  greater  absorption  occurs  during  the  last  trimester  of  pregnancy  rather  than  the 
first  However,  treatment  delayed  until  the  last  trimester  many  times  will  not  correct  the  anemia 


The  use  of  well-tolerated  Ferrous  Fumarate  provides  high  levels  of  elemental  iron  with  a low  incidence  of  gastric 
distress 

Precautions 

Peptic  ulcer,  regional  enteritis,  and  ulcerative  colitis  may  be  aggravated  by  Ferrous  Fumarate  as  by  other  ferrous 
salts  Severe  iron  poisoning  can  occur  with  overdosage,  particularly  m children 

Suggested  Dosage 

For  adults  and  children  12  or  more  years  of  age  One  capsule  daily  or  as  directed  by  a physician 

How  Supplied 

NDC  0454-3002-01  bottles  of  100 

NDC  0454-3002-04  professional  sample  bottles  of  4 

Storage 

Store  at  controlled  room  temperature  15  to  30®C  (59  to  86°F) 


FURONATALFA™^ 


Prenatal  Multivitamin  with  Minerals 

Actions 

Folic  acid  IS  one  of  the  important  hematopoietic  agents  necessary  for  proper  regeneration  of  Ihe  blood-forming 
elements  and  their  functioning  Folic  acid,  given  by  mouth,  stimulates  Ihe  production  of  RBC's,  WBC's.  and 
platelets  m persor^  suffering  from  certain  megaloblastic  anemias 

Indications 

Folic  acid  IS  effective  in  the  treatment  of  megaloblastic  anemias  due  to  a deficiency  of  folic  acid  as  may  be  seen 
in  tropical  or  nontropical  sprue,  in  anemias  of  nutritional  origin,  pregnancy,  infancy,  or  childhood 

Contraindications 

Folic  acid  (pteroylglutamic  acid)  is  contraindicated  in  patients  with  untreated  and  uncomplicated  pernicious 
anemia  and  in  those  with  anaphylactic  sensitivity  to  folic  acid  Iron  therapy  is  contraindicated  in  patients  with 
hemachromatosis  and  patients  with  iron  storage  disease  or  the  potential  for  iron  storage  disease  due  to  chronic 
hemolytic  anemia  (e  g , inherited  anomalies  of  hemoglobin  structure  or  synthesis  and/or  red  cell  enzyme  deficien- 
cies. etc  ).  pyridoxine  responsive  anemia  or  cirrhosis  of  Ihe  liver  Cyanocobalamm  is  contraindicated  in  patients 
with  sensitivity  to  cobalt  or  to  cyanocobalamm  (vitamin  B-12) 

Warnings 

Pernicious  anemia  should  be  ruled  out  before  starting  treatment  While  folic  acid  corrects  the  blood  picture  of 
pernicious  anemia,  it  does  not  ameliorate  the  attendant  neurological  involvement  Resistance  to  treatment  may 
be  due  to  depressed  hematopoiesis,  alcoholism,  the  presence  of  antimetabolic  drugs  or  to  deficiencies  of 
vitamins  Iron  deficiency  anemia  may  be  due  to  occult  blood  loss  the  cause  of  which  should  be  determined  and 
treated  appropriately 

Precautions 

Folic  acid  (pteroylglutamic  acid)  and  vitamin  B- 1 2 microbiologic  blood  assays  are  invalidated  by  the  administration 
of  most  antibiotics,  methotrexate  or  pyrimethamine  Folic  acid  (pteroylglutamic  acid)  is  not  effective  in  reversing 
the  toxic  effects  of  methotrexate  Folmic  acid  (5-formyltelrahydrofolic  acid)  must  be  used  m that  situation  Black 
tarry  stools  may  be  due  either  to  occult  Gl  bleeding  or  iron  therapy  or  both  Folic  acid  in  doses  above  0 1 mg 
daily  may  obscure  pernicious  anemia  in  that  hematologic  remission  can  occur  while  neurological  manifestations 
remain  progressive  Supplementation  of  the  diet  by  milk  or  other  dietary  sources  of  calcium  may  be  advisable 

Adverse  Reactions 

Allergic  reactions  have  been  reported  following  both  oral  and  parenteral  administration  of  folic  acid 

Dosage  and  Administration 

One  tablet  daily  after  a meal,  or  as  directed  by  a physician 


Overdosage 

The  average  human  lethal  dose  of  iron  is  about  200-250  mg  iron/kg  body  weight  In  the  case  of  a 4-kg  infant, 
this  IS  about  8(X)  mg  iron  or  about  2 grams  anhydrous  ferrous  sulfate  or  ferrous  fumarate 

How  Supplied 

Bottles  of  100  tablets  debossed  with  the  product  code  "7777 " A child  resistant  cap  is  standard  on  bottles  of 
100  and  sample  bottles  of  4 tablets  as  a safeguard  against  accidental  ingestion 

NDC  0454-7777-01  bottles  of  100 

NDC  0454-7777-04  professional  sample  bottles  of  4 

Storage 

Store  at  controlled  room  temperature  15  to  30*C  (59  to  86®F) 

Description 

Each  tablet  contains 

For  pregnant  or  lactating  women 

Percentage  of  Recommended  Dietary  Allowance  (RDA) 


Vitamin  A (as  Acetate) 

8000  lU 

(RDA) 

(160%) 

Vitamin  C (as  Ascorbic  Acid) 

90  mg 

(112  5%) 

Thiamine  (as  Thiamine  Mononitrate  Vitamin  B,) 

2 55  mg 

(170%) 

Riboflavin 

3 mg 

(187%) 

Niacinamide 

20  mg 

(125%) 

Calcium  (as  Calcium  Carbonate) 

02g 

(16  5%) 

Iron  (as  Ferrous  Fumarate) 

65  mg 

(100%) 

Vitamin  Dj  . . . 

400  iU 

(80%) 

Vitamin  E (as  dl-Alpha  Tocopheryl  Acetate) 

30  lU 

(214%) 

Vitamin  Bg  (as  Pyndoxme  Hydrochloride) 

10  mg 

(385%) 

Folic  Acid  . . 

1 mg 

(125%) 

Vitamin  B,2  (Cyanocobalamm) 

12  meg 

(300%) 

Iodine  (as  Potassium  Iodide) 

1 50  meg 

(86%) 

Magnesium  (as  Magnesium  Oxide) 

100  mg 

(22%) 

Zinc  (as  Zinc  Oxide) 

25  mg 

(125%) 

HISTAMIC"^^ 

Antihistamine/Decongestant 
Indications  and  Usage 

HISTAMIC  provides  12-hour  relief  of  nasal  congestion  and  eustachian  tube  congestion  associated  with  the 
common  cold,  sinusitis,  and  acute  upper  respiratory  infections  Also  indicated  for  symptomatic  relief  of  perennial 
and  seasonal  allergic  rhinitis,  vasomotor  rhinitis  Decongestants  in  combination  with  antihistamines  have  been 
used  to  relieve  eustachian  tube  congestion  associated  with  acute  eustachian  salpingitis,  aerotitis  and  serous 
otitis  media 

Contraindications 

Patients  with  severe  hypertension,  severe  coronary  artery  disease,  patients  on  MAO  inhibitors,  narrow  angle 
glaucoma,  urinary  retention,  peptic  ulcers,  or  during  an  asthmatic  attack  Also  contraindicated  in  patients  with 
hypersensitivity  or  idiosyncrasy  to  sympathomimetic  amines  or  antihistamines 

Warnings 

Antihistamines  may  impair  mental  and  physical  abilities  required  for  the  performance  of  potentially  hazardous 
tasks,  such  as  driving  a vehicle  or  operating  machinery,  cause  drowsiness,  and  may  impair  mental  alertness  in 
children 

Precautions 

Caution  should  be  used  in  patients  with  diabetes,  hypertension,  cardiovascular  disease,  increased  intraocular 
pressure,  hyperthyroidism,  prostatic  hypertrophy,  or  patients  with  a history  of  bronchial  asthma  SEE  CONTRAIN- 
DICATIONS 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  HISTAMIC  It  is  also  not  known  whether  HISTAMIC 
can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproductive  capacity  HISTAMIC 
should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers 

It  is  not  known  whether  the  drugs  in  HISTAMIC  are  excreted  in  human  milk  Due  to  the  potential  for  serious 
adverse  reactions  in  nursing  infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue 
the  product,  taking  into  account  the  importance  of  the  drug  to  the  mother 


Adverse  Reaaions 

Hyperreactive  individuals  may  display  ephednne-like  reaclions  such  as  tachycardia,  palpitations,  headache, 
dizziness  or  nausea  Patients  sensitive  to  antihistamines  may  experience  mild  sedation  Sympathomimetics  have 
been  associated  with  certain  untoward  reactions  including  restlessness,  tremor,  weakness,  pallor,  respiratory 
difficulty,  dysuria,  insomnia,  hallucination,  convulsions,  CNS  depression,  arrythmias  and  cardiovascular  collapse 
with  hypotension  Possible  side  effects  of  antihistamines  are  drowsiness,  restlessness,  dizziness,  weakness,  dry 
mouth,  anorexia,  nausea,  vomiting,  headache,  nervousness,  blurring  of  vision,  polyuria,  heartburn,  dysuria  and, 
very  rarely,  dermatitis 

Dosage  and  Administration 

One  HISTAMIC  capsule  every  12  hours  for  adults  and  children  over  12  years  of  age 

How  Supplied 

NDC  0454-3603-01  bottles  of  100  Capsules 

NDC  0454-3603-04  professional  sample  bottles  of  4 capsules 

How  Supplied 

Orange,  clear  HISTAMIC  Sustamed-aclion  Capsules 
Imprint  MMI/MMI 

NDC  0454-3603-01  bottles  of  100  Capsules 

NDC  0454-3603-04  professional  sample  bottles  of  4 capsules 

Storage 

Store  at  controlled  room  temperature  15  to  X*C  (59  to  86°F) 

# LEXiS'Pharmaceuticals,  Inc. 

100  Congress  Avenue  Austin,  Texas  78701 


ARMY  RESERVE  MEDICAL  PROFILE  NO.  5 


ROSALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  ScFiool  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S, 

Chemistry;  NYU  School  of  Medicine,  New  York,  M.D 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 

cular);  Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  US.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


##  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.#/ 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


Experience  counts 


Pulvules 
250  mg 


■Cefaclor 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Inilicatian:  Lower  respiralorv  infections,  including  pneumonia, 
caused  by  Stfeptococcus  pneumniae.  Haemophilus  inlluemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECion  should  be  administered  cautiously  to  penicillin^ 
SENSITIVE  patients  penicillins  and  cephalosporins  show  partial  cross- 
allergenicity possible  reactions  include  anaphylaxis 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjuslments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrhea)  25% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children), 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly)  loeiusaLi 

Additional  information  available  from  n 235i  amp 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988,  ELI  LILLY  AND  COIVIPANY  CR-5012-B-849345 


PLEXUS 

An  mfermtioiml  conference 

examining  the  nn/sferies  of  coma  nnd  PVS.  ; ' 


Healthcare  Rehabilitation  Center,  A Brown  Schools  Brain  Injury  & 
Neuropsychiatric  Hospital,  is  sponsoring  Plexus,  the  first  international  meeting 
in  the  United  States  featuring  the  world’s  preeminent  clinical  investigators  of 
treatments  for  comatose  and  persistent  vegetative  state  patients. 

Plexus  topics  and  speakers 


Damage  control  strategies  to  limit  the  effects  of  acute  brain  injury. 

J.  Mark  Braughler,  Ph.D.,  Upjohn  Company  Central  Nervous  System  Research, 

Kalamazoo,  MI,  U.S.A. 

Stephen  Karpiak,  Ph.D.,  Columbia  College  of  Physicians  and  Surgeons,  New  York,  NY,  U.S.A. 

Neurophysiologic  aspects  of  coma  and  PVS. 

Ron  Hayes,  Ph.D.,  Medical  College  of  Virginia,  Richmond,  VA,  U.S.A. 

David  Levy.  M.D.,  Cornell  Medical  Center,  New  York,  NY,  U.S.A. 

Fred  Plum,  M.D.,  Cornell  Medical  Center,  New  York,  NY,  U.S.A. 

Neurochemical  arousal  techniques. 

J.M.  Minderhoud,  M.D.,  Academic  Hospital,  Groningen,  The  Netherlands. 

Phillip  Skolnick,  Ph.D.,  National  Institute  of  Health,  Bethesda,  MD,  U.S.A. 

Takashi  Tsuhokawa , M.D.,  Nihon  University  School  of  Medicine,  Tokyo,  Japan. 

T.C.A.M.  van  Woerkom,  M.D.,  Ph.D.,  Psychiatric  Centre  Rosenhurg,  The  Hague, 

The  Netherlands. 

Epidemiology  and  ethics  in  the  treatment  of  coma  and  PVS  patients. 

Brian  Jennett,  M.D.,  South  General  Hospital,  Glasgow,  Scotland. 

Leon  Sazhon,  M.D.,  Tel  Aviv  University,  Tel  Aviv,  Israel. 

Short  reports  and  anecdotes. 

Audience  participation  led  by  Henry  Stonington,  M.D.,  editor  of  “Brain  Injury”  journal, 
Richmond,  VA,  U.S.A. 

Saturday  and  Sunday,  December  2 and  3,  1989 

The  Stouffer  Hotel 

Austin,  Texas,  The  United  States  of  America 
$385  before  November  I,  1 989,  $425  thereafter. 

For  more  information 

To  learn  more  about  the  Plexus  Conference,  please  contact  Allen  Childs,  M.D., 
executive  medical  director.  Healthcare  Rehabilitation  Center. 

Healthcare  Rehabilitation  Center,  a 1 79-bed  rehabilitation  hospital,  provides  a 
continuum  of  care  from  ventilator-dependent,  comatose  patients  through 
community  re-entry.  For  details,  please  ask  for  the  Information  Office. 


Healthcare  Rehabilitation  Center 

A Brown  Schools 
Brain  Injury  & 

■ Neuropsychiatric  Hospital 


001-1-800-252-5151  (continental  U.S.) 
001-1-512-444-4835 
001-1-512-462-6636  FAX 


1 106  W.  Dittmar  Road,  PO.  Box  43148,  Austin,  Texas  78745,  U.S.A. 

Sponsored  in  part  by  an  education  grant  from  the  Upjohn  Co. 
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Isolated  testicular  relapse  of  acute  leukemia  al- 
though common  in  children,  is  rare  in  adults.  A 
63-year-old  man  who  had  completed  induction 
and  intensification  chemotherapy  presented  with 
unilateral  testicular  enlargemejit  as  the  sole  mani- 
festation of  biopsy-proven  acute  leukemic  relapse. 
The  infiltrative  characteristics  of  acute  monocytic 
leukemia  and  the  anatomic  barriers  and  location 
of  the  testicles  may  have  provided  a satwtuary 
from  chemotherapy. 

KE\-  WORDS:  LEI  KEMIA,  TESTICLE,  CHEMOTHERAPY,  RELAPSE 


Acute  leukemia  frequently  demonstrates  extra- 
medullary involvement,  both  at  diagnosis  and 
at  relapse.  However,  isolated  testicular  re- 
lapses, although  common  in  childhood  leukemias, 
have  not  been  documented  in  adult  leukemias 
( 1 — 4 ).  This  report  describes  a patient  whose  sole 
manifestation  of  relapse  was  unilateral  enlargement 
of  the  testis. 


Case  report 

A previously  well  63-year-old  man  presented  to  his 
local  physician  with  a 3-week  history’  of  pruritic- 
rashes,  weakness  and  malai.se.  He  was  referred  to 
TTie  University  of  Texas  M.D.  Anderson  Cancer  Cen- 
ter with  an  elevated  white  blood  cell  count  and 
bhusts  in  the  peripheral  blood. 

Examination  showed  hypertrophied  gums  and 
multiple  papular  skin  lesions  on  the  trunk  and  ex- 
tremities. Laboratory’  studies  disclosed  a white 
blood  cell  count  of  64,40()/|xL  with  53%  blasts,  a 
platelet  count  of  41,000/|jlL,  and  a serum  lactic  de- 
hydrogenase level  greater  than  600  lU/L.  Bone  mar- 
row aspirate  was  consistent  with  acute  monocytic 
leukemia,  and  .showed  95%  cellularity  in  the  bone 
marrow  biopsy.  Cytochemical  staining  for  blasts  was 
positive  for  myeloperoxidase,  chloroacetate  es- 
terase, nonspecific  esterase,  and  periodic  acid-Schiff 
and  negative  for  terminal  deoxynucleotidyl  trans- 
ferase. Specimens  of  peripheral  blood  and  bone 
marrow  were  tested  for  surface  markers;  identified 
were  myelomonocytic  markers  OKMI  ( 28%  ),  MY-4 
(82%  ),  M\'-7  ( 51%  ),  MY-8  (65%  ),  MY-9  (96%  ),  T4 
( 32%  ),  and  Ia-(97%  ).  Other  markers  for  T cells 
( T - 1 1 , Pan-T,  T8 ),  B cells  ( Leu- 1 , surface  Ig  | M + D ], 

B cell  antigen),  and  cALLA  (common  acute  leuke- 
mia lymphocyte  antigen)  were  not  present.  A skin 
biopsy  demonstrated  acute  leukemic  infiltrates  in 
the  dermis. 

The  patient  achieved  a complete  remission  after 
two  cycles  of  chemotherapy  with  cytosine  ara- 
binoside  (Ara-C,  3 g/m’  initially,  followed  by  1.5  g/ 
m’  by  continuous  infusion  daily  for  4 days),  vin- 
cristine (2  mg),  and  methylprednisolone  (100  mg 
for  5 days ).  Maintenance  and  early-intensification 


chemotherapy  regimens  were  tolerated  without 
complications. 

At  a clinical  follow  -up  5 weeks  after  the  inten- 
sification treatment,  the  patient  demonstrated  a uni- 
lateral enlargement  of  the  right  testicle  measuring  8 
cm  X 5 cm.  The  bone  marrow  was  normal  (Fig  1 ). 
Ultrasound  and  magnetic  resonance  imaging  (MRI) 
showed  an  enlarged  right  testicle  with  diffuse  infil- 
tration ( Fig  2 ).  Fine-needle  aspirates  were  diag- 
nostic for  relapsed  acute  monocytic  leukemia 
(Fig  3). 

Radiotherapy  to  both  testicles  was  started  at  200 
cGy/day.  After  5 treatment  days,  the  patient  devel- 
oped symptoms  of  weakness,  anorexia,  and  short- 
ness of  breath.  His  white  blood  cell  count  was 
1 04,000/ /u,L,  with  30%  blasts.  He  died  within  24 
hours  of  admission.  Autopsy  showed  extensive  leu- 
kemic involvement  of  the  marrow,  viscera,  and  soft 
tissue.  Both  testicles  contained  leukemic  infiltration, 
hemorrhage,  and  necrosis. 

Comments 

Although  extramedullary  infiltration  at  diagnosis  of 
acute  monocytic  leukemia  is  fairly  frequent  and  may 
commonly  involve  the  skin  and  gingivae  and  less 
commonly  the  meninges  and  testes,  isolated  extra- 
medullary' involvement  at  relapse  is  very  rare  (4  — 

7).  Nishida  ct  al  (7)  reported  that  the  postmortem 
incidence  of  microscopic  testicular  involvement  in 
acute  monocytic  leukemia  was  8.8%  ( 10/1 13); 
however,  clinical  manifestations  were  rare. 

ITie  infiltrative  nature  of  the  leukemic  monocyte 
is  largely  a result  of  its  physiologic  functional  matu- 
rity’ (8).  Schiffer  and  Wiernik  (8)  showed  that  71% 
of  patients  who  had  functional  cells  had  extra- 
medullary' involvement  at  diagnosis  as  compared 
with  only  36%  of  patients  with  nonfunctional  cells. 
Lightman  and  Weed  (9)  identified  two  different 
populations  of  leukemic  monocytes  taken  from  a pa- 
tient who  had  extensive  infiltration  at  diagnosis.  The 
cytoplasmically  mature  cell  population  exhibited  a 
reduced  surface  negative-charge  density,  increased 
ability  to  adhere  to  negatively  charged  surfaces,  in- 
creased cytoplasmic  deformability,  more  rapid  mo- 
bility, and  enhanced  phagocytic  rate  and  was  more 
capable  of  tissue  infiltration. 

These  functionally  mature  characteristics  of  the 
leukemic  monocyte  are  not  exhibited  by  other  non- 
monocytic  leukemia  cells.  Lightman  (10)  showed 
by  rheologic  study  that  the  deformability  index  of 
myeloblasts  and  lymphoblasts  approached  total 
rigidity.  The  increased  intrinsic  viscosity  of  the  leu- 
kemic leukocyte  is  due  to  its  more  viscous  cyto- 
plasm and  a large  spheroidal  nucleus.  These  features 
plus  their  inability  to  adhere  to  endothelium  make 
the  tissue  migration  of  nonmonocytic  leukemic 
cells  unlikely. 

It  has  been  observed  that  after  the  leukemic  cells 
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migrate,  the  leukemic  monocy  tes  are  capable  of  fur- 
ther transformation  and  proliferation.  Sultan  et  al 
(11)  observed  colony-stimulating  activity  in  acute 
monocytic  leukemia,  and  Gaffney  et  al  ( 1 2 ) found 
that  THP-1,  a monocytic  leukemia  cell  line,  is  able 
to  produce  growth-stimulating  and  growth-inhibit- 
ing factors  that  are  active  against  several  cultured 
malignant  cell  lines.  They  were  able  to  characterize 
one  of  the  growth  factors  and  found  that  it  is  similar 
to  the  macrophage  colony-stimulating  factor  ( M- 
eSF)  ( 1 3),  a growth  factor  that  induces  macrophage- 
like characteristics  in  colonies  derived  from  bone 
marrow  cell  cultures. 

Extramedullary'  leukemic  involvement  does  not 
appear  to  affect  the  prognosis  of  nonlymphoblastic 
leukemia.  (14,15).  However,  Weinstein  et  al  ( 16) 
noted  shorter  remissions  in  acute  monocytic  leuke- 
mia than  in  acute  nonlymphocytic  leukemias. 

In  our  patient,  the  testicles  may  have  provided  a 
pharmacologic  sanctuary  to  the  microscopic  leuke- 
mic infiltrates  that  survived  chemotherapy.  Setchell 
(17)  and  Neaves  ( 18),  in  reviews  of  testicular  anat- 
omy and  physiology,  provided  anatomic,  morpho- 
logic, and  physiologic  evidence  for  the  existence  of 
a testicular-blood  barrier.  They  showed  that  the  bar- 
rier is  actually  not  in  the  capillary  wall,  but  in  and 
around  the  seminiferous  tubules.  Van  Eys  and  Sul- 
livan (19)  described  a young  patient  with  leukemia 
in  remission  who  had  unilateral  cry  ptorchidism.  A 
biopsy  of  the  descended  testicle  was  positive  for  re- 
current leukemia,  but  the  undescended  testicle,  ex- 
cised by  orchiectomy,  yielded  no  malignant  cells. 
Van  Eys  and  Sullivan  postulated  that,  since  chem- 
otherapeutic effects  are  enhanced  by  temperature 
elevations,  perhaps  the  warmer  undescended  testi- 
cle responded  while  the  scrotum,  with  its  lower 
temperature,  might  have  provided  sanctuary  to  the 
leukemic  cells  ( 20 ). 

The  question  of  whether  radiotherapy,  either 
alone  or  combined  with  chemotherapy,  would  have 
benefited  the  patient  is  difficult  to  answer.  Since  iso- 
lated testicular  relapse  is  rare  in  adult  leukemia,  no 
therapy  can  be  considered  standard. 

In  summary',  the  frequent  extramedullary'  involve- 
ment of  acute  monocytic  leukemia  is  a result  of  its 
physiologic  functional  maturity.  The  existence  of 
the  testicular-blood  barrier  and  the  anatomic  loca- 
tion of  the  testis  may  make  it  a pharmacologic  sanc- 
tuary' from  chemotherapeutic  agents.  The  testicles 
in  adults  with  leukemia  should  be  recognized  as  po- 
tential sites  of  isolated  recurrences. 
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remission 


2.  Nuclear  magnetic 
imaging  of  the  testicles 
showing  an  enlarged 
right  testis  with  a 
diffuse  area  of 
abnormality  and  large 
area  of  high-signal 
intensity  on  Tl 
suggestire  of 
hemorrhage. 


j.  Testicular  aspirate 
showing  mature  and 
immature  monocytes 
and  monoblasts 
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YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
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Breast  reconstruction  has  been  playing  an  increas- 
ing role  in  breast  cancer  therapy  at  The  University 
of  Texas  M.D.  Anderson  Cancer  Center.  Our  goal  is 
not  only  to  correct  cosmetic  deformity  but  also  to 
allow  mastectomy  patients  to  wear  normal  cloth- 
ing and  function  as  normally  as  possible  in  so- 
ciety. Reconstruction  is  now  available  to  most 
women  who  request  it  The  most  commonly  used 
technkpies,  in  our  institution,  are  tissue  expan- 
sion, use  of  the  latissimus  dorsi  flap,  and  use  of  the 
transverse  rectus  abdominis  musculocutaneous 
(TRAM)  flap.  Each  has  advantages  and  disadvan- 
tages, with  the  choice  of  method  depending  on  in- 
dividual circumstances.  In  most  cases,  successful 
hreast  reconstruction  can  be  achieved. 
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Breast  reconstruction  has  been  used  increas- 
ingly for  women  who  have  had  a mastec- 
tomy. It  is  helpful  to  patients  for  a number  of 
reasons:  it  avoids  the  need  for  an  “external  pros- 
thesis”; allows  the  mastectomy  patient  freedom  to 
wear  almost  any  kind  of  clothing,  including  swim- 
wear; and  permits  her  to  exercise  without  worry 
about  dislodging  an  external  prosthesis.  It  also  sig- 
nificantly improves  the  self-image  of  most  women 
who  have  undergone  mastectomy.  It  is  therefore 
not  merely  a cosmetic  procedure,  but  rather  an  at- 
tempt to  allow  normal  function  and  appearance  in 
women  who  w'ould  otherwise  be  hampered  in  those 
activities  by  their  cancer  treatment. 

Breast  reconstruction  is  currently  available  to 
most  patients.  For  patients  who  choose  to  undergo 
breast  reconstruction,  there  are  only  three  contrain- 
dications: uncontrolled  cancer,  extreme  obesity,  or 
medical  contraindications  that  would  make  elective 
surgery  unwise.  Breast  reconstruction  is  not  neces- 
sarily complex,  so  even  patients  who  have  only  a 
fair  prognosis  can  be  helped. 

A variety  of  methods  is  currently  available  for 
post-miEstectomy  reconstruction  of  the  breast.  At 
M.D.  Anderson  Chancer  Center,  the  overwhelming 
majority  of  such  reconstructions  are  currently  per 
formed  with  one  of  three  techniques:  tissue  expan- 
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sion  ( 1 ),  use  of  the  latissimus  dorsi  musculo- 
cutaneous flap  (2),  or  use  of  the  transverse  rectus 
abdominis  musculocutaneous  (TRAM)  flap  (3-5). 
Other  techniques  used  less  commonly  in  our  own 
institution,  but  which  have  been  used  with  success, 
include  simple  implant  placement  and  breast  recon- 
struction with  a variety  of  free  flaps.  Each  of  these 
techniques  has  its  own  unique  advantages  and  dis- 
advantages. Which  is  best  for  any  particular  patient 
depends  on  individual  circumstances.  For  some  pa- 
tients, there  may  be  a choice  of  two  or  more  meth- 
ods, which  allows  the  patient  to  participate  in  the 
choice.  For  others,  the  choice  may  be  limited  by  the 
condition  of  the  skin  of  the  chest  wall,  size  of  the 
contralateral  breast,  previous  radiotherapy,  or  other 
factors. 

Simple  implant  insertion 

In  some  cases,  particularly  in  women  with  small 
breasts,  reconstruction  can  be  accomplished  simply 
by  inserting  an  implant  beneath  the  chest  wall  skin. 
In  most  cases,  the  implant  is  placed  deep  to  the  pec- 
toralis  major  and  serratus  anterior  muscles  to  pro- 
tect it  from  possible  exposure  and  to  reduce  the 
incidence  of  capsule  contracture  and  breast  firm- 
ness. Although  the  implant  may  be  very  tight  at  first, 
the  ti.ssues  generally  relax  with  time,  and  the  breast 
softens  and  achieves  a more  natural  shape.  Some 
surgeons  perform  most  of  their  breast  reconstruc- 
tions in  this  fashion,  but  at  M.D.  Anderson  Cancer 
Center,  this  approach  has  been  used  only  for  very 
small-breasted  women.  Women  who  require  recon- 
struction of  medium  sized  and  larger  breasts  and 
who  do  not  object  to  reconstruction  with  an  im- 
plant have  had  better  success  with  tissue  expansion 
at  our  institution. 

Tissue  expansion 

Tissue  expanders  (Fig  1 ) are  nothing  more  than  sil- 
icone balloons,  which  in  the  case  of  breast  recon- 
struction are  implanted  beneath  the  skin  and  muscle 
of  the  chest  wall.  After  a suitable  waiting  period 
( usually  1 or  2 weeks),  the  expander  is  gradually  in- 
flated with  weekly  injections  of  saline  solution  ad- 
ministered over  a two-  or  three-month  period.  This 
stretches  the  skin  and  muscle  until  a pocket  is  made 
that  is  large  enough  to  accommodate  a permanent 
silicone  breast  prosthesis  and  allow  the  skin  to  as- 
sume a ptotic  .shape  similar  to  that  of  a real  breast. 

In  order  to  achieve  this  ptosis,  the  expander  is  in- 
flated to  a size  significantly  larger  (Fig  2)  than  the 
breast  we  are  attempting  to  duplicate.  It  is  left  in 
this  oversized  condition  for  at  least  two  months  in 
order  to  take  advantage  of  the  skin’s  natural  elas- 
ticity. During  this  period  of  temporary  overinflation, 
the  patient  must  tolerate  the  deformity  of  two  very 
different  sized  breasts,  though  clothing  often  tends 
to  hide  the  discrepancy. 
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ITie  expander  is  removed  and  a permanent  sil- 
icone prosthesis  is  inserted  in  a second  procedure; 
nipple  and  areolar  reconstruction  is  usually  per- 
formed at  this  time.  The  result,  when  expansion  has 
been  successful,  is  often  excellent  ( Fig  3 )• 

Tissue  expansion  is  a relatively  simple  method  of 
reconstructing  breasts,  causes  minimal  scarring,  is 
usually  not  painful,  and  can  often  be  an  outpatient 
procedure.  It  does,  however,  have  its  limitations.  It 
is  generally  not  useful  for  making  ver^’  large  breasts 
and  should  not  be  used  in  patients  who  have  had  ra- 
diation therapy  applied  to  the  chest  wall.  Like  any 
reconstruction  method  dependent  on  a silicone  im- 
plant for  the  achievement  of  breast  volume,  there  is 
a possibility  (approximately  15%  ) that  the  body 
will  form  a tight  contracted  capsule  of  scar  tissue 
around  the  implant,  resulting  in  a firm  or  hard  re- 
constructed breast.  In  addition,  implants  may  leak 
or  become  infected,  requiring  their  removal.  Fur- 
thermore, in  some  patients  the  skin  and  muscle 
tissues  do  not  stretch  well  enough  to  make  a truly 
adequate  breast.  In  this  case,  unless  special  mea- 
sures are  taken  to  counteract  the  problem,  medi- 
ocre results  will  be  obtained. 

At  M.D.  Anderson  Cancer  Center,  tissue  expan- 
sion is  most  often  used  for  immediate  breast  recon- 
struction (ie,  simultaneous  with  the  mastectomy). 
ITiis  is  most  appropriate  in  cases  in  which  the  tu- 
mor is  small  and  when  most  of  the  breast  skin  not 
involved  by  tumor  can  be  preserved  and  used  in  the 
reconstruction.  Breast  skin  is  never  presett  ed  when 
doing  so  would  compromise  the  tumor  resection, 
but  fortunately  such  compromise  is  rare.  Preserva- 
tion of  this  skin,  especially  the  inframammary  fold, 
gives  the  patient  a head  start  in  her  expansion  and 
considerably  improves  the  quality  of  the  recon- 
structions obtained  with  ti.ssue  expansion  alone. 
Patients  do  vary  considerably,  however,  in  the  elas- 
ticity of  their  skin.  In  some,  expansion  is  very  suc- 
cessful and  truly  superb  results  are  obtained.  In 
others,  the  skin  expands  poorly  and  other  tech- 
niques must  be  utilized. 

Latissimus  dorsi  flap 

ITie  latissimus  dorsi  flap  technique  imports  a paddle 
of  skin  from  the  back  ( Fig  4 ) into  the  anterior  chest. 
ITiis  corrects  the  shortage  of  skin  created  by  the 
mastectomy,  but  by  itself  does  not  provide  the  bulk 
needed  to  simulate  a breast  mound.  With  an  under 
lying  silicone  implant,  however,  this  technique  is  ca- 
pable of  constructing  a fairly  large  breast  with  a 
shape  that  mimics  that  of  the  opposite  breast  quite 
well  ( Fig  5 ).  While  the  function  of  the  latissimus 
muscle  on  the  side  of  the  reconstruction  is  lost,  pa- 
tients rarely  report  any  significant  weakness. 

Advantages  of  this  method  include  its  technical 
ease  and  reliability.  The  latissimus  flap  can  be  used 
in  almost  all  patients,  including  those  with  marked 


obesity  and  those  who  smoke.  ITie  flap  is  al.so  useful 
in  patients  who  have  failed  to  respond  to  tissue  ex- 
pansion. Disadvantages  include  the  scar  of  the 
donor  site  on  the  back  and  the  dependence  on  a sil- 
icone breast  prosthesis.  In  addition,  a significant 
percentage  of  patients  ultimately  develop  some  de- 
gree of  firmness  or  distortion  of  breast  shape  sec- 


2.  An  immeduite 
breast  reconstruction 
patient  undergoing 
temporary'  over 
expansion 


Aa  Same  patient  as  in 
Fig  2.  six  months  after 
completion  of  re 
construction. 


3h  Another  example 
of  breast  reconstruc 
tion  with  a tissue 
expander 
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Breast  reconstruction 


4.  Typical  donor  site 
plan  for  a latissimns 
dorsi  breast  re- 
construction. 


5 Result  of  right 
breast  reconstruction 
with  a latissimus  dorsi 
niyocutaneous  flap 


6.  Result  of  a bilateral 
latissimus  dorsi  breast 
reconstruction. 


ondarv'  to  capsular  contraction,  often  several  years 
after  the  surgery  has  been  successfully  completed. 

One  veiy'  important  advantage  of  this  flap  is  in  pa- 
tients who  have  had  double  mastectomies.  Because 
each  flap  is  independent  of  the  other,  each  of  the 
two  breasts  can  be  made  relatively  full  even  when 
the  chest  wall  skin  is  tight  (Fig  6).  In  some  patients, 
this  can  be  a significant  consideration  in  the  choice 
of  technique. 

TRAM  flap  breast  reconstruction 

llie  transverse  rectus  abdominis  musculocutaneous 
(TRAM  ) flap  method  (the  tummy-tuck  method  as  it 
is  often  called  by  our  patients),  is  currently  the 
most  popular  method  for  delayed  breast  reconstruc- 
tion in  our  institution.  In  this  technique,  a modified 
abdominoplasty  is  performed,  and  the  surplus  ab- 
dominal skin  and  fat  is  transferred  to  the  chest  and 
used  to  reconstruct  the  absent  breast  mound  (Figs 
7,  8 ).  Only  autogenous  tissues  are  used;  no  silicone 
implant  is  necessary  except  in  unusual  circum- 
stances. In  order  to  accomplish  the  transfer,  the  ab- 
dominal tissues  must  be  carried  by  one  or  both 
rectus  abdominis  muscles.  Although  the  abdomen  is 
tightened  considerably,  patients  must  be  informed 
that  the  loss  of  this  muscle  may  cause  some  abdomi- 
nal weakness. 

Advantages  of  this  method  include  a donor  scar 
that  is  easily  concealed  with  clothing  and  a reduc- 
tion of  abdominal  bulk.  Furthermore,  because  the 
new  breast  is  made  of  skin  and  fat  in  proportions 
not  unlike  those  of  a real  breast,  the  reconstruction 
is  often  softer  and  more  natural  than  that  from  other 
techniques.  It  is  probably  this  characteristic,  along 
with  the  avoidance  of  silicone-related  risks,  that 
accounts  for  the  operation’s  high  and  growing 
popularity. 

The  main  disadvantages  of  the  TRAM  flap  proce- 
dure are  related  either  to  flap  loss  or  to  the  sacrifice 
of  the  rectus  abdominis  muscle.  Flap  loss  is  not 
common  in  healthy  patients  who  do  not  smoke. 
Smoking  patients,  however,  and  patients  with  medi- 
cal problems  that  interfere  with  skin  circulation 
such  as  collagen-vascular  diseases  or  (possibly)  dia- 
betes, have  a much  higher  incidence  of  partial  or 
complete  flap  loss.  In  such  high-risk  patients  we 
have  been  able  to  almost  eliminate  major  flap  loss  as 
a problem  by  doubling  the  blood  supply  to  the  flap 
with  the  use  of  two  rectus  muscles  instead  of  one 
( 6 ).  The  use  of  the  double-pedicle  flap  has  not 
caused  any  demonstrable  increase  in  abdominal 
complications,  but  it  does  increase  operating  time. 
Some  physicians  have  expressed  concern  that  the 
loss  of  both  muscles  might  lead  to  a weaker  ab- 
domen. In  our  series  (60  patients  to  date),  this  has 
not  yet  proven  to  be  the  case.  We  therefore  are 
using  the  double-pedicle  technique  more  and  more 
frequently. 
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The  rectus  abdominis  is  an  important  muscle,  and 
its  loss  theoretically  should  cause  difficulties  in  lift- 
ing, abdominal  weakness,  back  pain,  and  even  ab- 
dominal bulging  and  hernias.  Although  all  of  these 
side  effects  do  occur,  their  incidence  in  properly  se- 
lected patients  is  surprisingly  low.  Furthermore,  al- 
most all  of  the  abdominal  complications  can  be 
corrected  with  further  surgery.  Fortunately,  while 
the  side  effects  of  loss  of  the  rectus  abdominis  mus- 
cle or  muscles  are  real  and  cannot  be  ignored,  the 
magnitude  of  the  problem  is  far  less  than  might 
have  been  expected  on  theoretical  grounds. 

We  have  found  that  the  incidence  of  complica- 
tions in  our  TRAM  flap  patients,  with  respect  to 
both  the  abdomen  and  the  flap,  increases  in  a linear 
relationship  with  the  patient’s  weight.  In  a study  of 
81  TRAM  flaps,  in  which  we  calculated  a weight/ 
height  ( W/H ) index  for  each  patient  by  dividing 
weight  in  kilograms  by  height  in  meters  ( 7 ),  we 
found  that  our  markedly  obese  patients  (W/H  index 
> 49 ) had  a complication  rate  of  approximately 
40%,  moderately  obese  patients  (W/H  index  be- 
tween 38  and  49)  33%,  patients  of  average  weight 
(W/H  index  between  35  and  38)  27%,  and  thin  pa- 
tients (W/H  index  < 35)  only  15%.  This  finding  has 
allowed  us  to  predict  with  some  accuracy  which  pa- 
tients are  likely  to  develop  complications  from 
TRAM  flap  surgery.  As  a consequence,  we  are  reluc- 
tant to  offer  such  procedures  to  markedly  obese  pa- 
tients. Patients  with  moderate  obesity,  however,  are 
allowed  to  have  the  surgery  if  they  are  willing  to  ac- 
cept the  higher  risk  of  developing  a complication. 
Fortunately,  having  a complication  is  not  synony- 
mous with  failure,  and  most  complications  are  ulti- 
mately resolved  with  a satisfactory  outcome. 

Free  tissue  transfer 

Microvascular  techniques  have  recently  become 
successful  enough  to  allow  their  use  in  routine  rec- 
onstructive endeavors.  In  the  case  of  breast  recon- 
struction, donor  sites  have  included  the  buttock  and 
the  lower  abdomen.  Although  it  is  too  early  to  re- 
port on  our  results  at  this  time,  they  have  been  en- 
couraging, and  it  is  likely  that  more  efforts  will  be 
put  into  this  area  in  the  future. 

Nipple  reconstruction 

Nipple  reconstruction  (Fig  9)  has  been  successfully 
accomplished  with  a wide  variety  of  techniques. 
Most  of  the  techniques  used  today  achieve  nipple 
projection  with  flaps  of  local  tissue.  The  surround- 
ing areola  can  be  reconstructed  with  skin  grafts 
from  the  opposite  areola  or  the  groin,  or  simply 
simulated  by  tattooing  the  surrounding  skin  with  an 
appropriate  color. 

Detection  of  cancer  recurrence 

In  the  past,  many  physicians  have  been  concerned 


7 Preofyeralive  plan 
showing  location  of 
donor  site  for  rit\M 
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about  the  risks  of  a breast  reconstruction  masking 
the  detection  of  a cancer  recurrence.  Theoretically 
this  can  occur,  but  in  practice  it  has  proven  to  be  an 
extraordinarily  rare  event.  The  breast  is  a skin  ap- 
pendage, and  most  local  recurrences  consequently 
occur  in  the  skin  superficial  to  any  reconstruction. 
They  are  therefore  easily  detected,  and  diagnosis 
should  not  be  delayed.  Breast  reconstruction  pa- 
tients are  not  immune  to  recurrence  or  to  the  ap- 
pearance of  metastases,  so  constant  vigilance  must 
be  maintained  just  as  in  the  case  of  all  cancer  pa- 
tients. Survival,  hoveever,  has  not  been  affected  ad- 
versely by  the  performance  of  reconstruction. 

Conclusion 

Breast  reconstruction,  for  those  women  who  desire 
it,  has  become  a safe  and  important  part  of  the  over- 
all treatment  of  breast  cancer.  Which  technique  is 
best?  There  really  is  no  one  answer.  All  of  the  meth- 
ods described  here  have  their  place,  and  each  has 
its  own  advantages  and  disadvantages.  The  choice 
depends  on  the  unique  requirements  of  each  pa- 
tient. Breast  reconstruction  has  helped  many  pa- 
tients in  the  past  and  will  be  made  available  to 
increasing  numbers  of  women  in  the  future.  It  is  im- 
portant for  the  patient  to  realize  that  the  facsimile 
of  a breast  we  create  is  generally  not  as  attractive  or 
natural  as  the  breast  they  were  born  with.  Neverthe- 
less, if  patients  are  realistic  in  their  expectations, 
their  goals  in  breast  reconstruction  can  usually  be 
met. 
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Medicare  recoupment:  a legal 
and  legislative  update 

In  1987,  the  Texas  Medical  Association  and  20  other  plain 
tiffs  filed  suit  against  the  US  Department  of  Health  and  Hu- 
man Services  (HHS)  over  the  federal  goi'emment’s  effort  to 
recoup  $14  million  from  physicians  and  patients  for  alleged 
overpayments  during  July  1985  through  March  3 1,  1986.  A 
federal  district  court  judge  granted  a preliminary’  injimction 
that  halted  the  recoupment  pending  a full  hearing  on  the 
merits  of  the  case  and  a decision.  In  June  1989  the  Court  of 
Appeals  overturned  the  district  court’s  decision,  and  TMA 
turned  to  the  US  Congress  for  relief.  This  article  summarizes 
recent  Judicial  and  legislative  progress  in  halting  the 
recoupment 

In  July  1987,  HHS  instructed  Blue  Cross-Blue  Shield  of  Texas, 
the  state’s  Medicare  carrier,  to  collect  Sl4  million  in  alleged 
overpayments  for  Medicare  services.  The  payments  went  to 
more  than  5,000  physicians  and  14,000  Medicare  beneficiaries. 
BCBS  also  advised  more  than  200,000  Medicare  patients  that 
their  physicians  were  “overpaid”  and  were  being  asked  to  re- 
fund the  money.  Many  patients  thought  their  physicians  had 
done  something  wrong.  Some  on  fixed  incomes  were  con- 
cerned about  the  effort  to  collect  bills  paid  one  and  a half  to 
two  years  earlier  because  if  they  did  not  pay,  HHS  threatened 
to  take  the  amount  due  out  of  their  social  .security  checks. 
Even  the  executors  of  the  estates  of  deceased  patients  ( usually 
.spouses ) received  collection  letters  demanding  repayment. 

These  collection,  or  recoupment,  letters,  as  they  later  came 
to  be  known,  resulted  from  HHS’  reconsideration  of  the  Medi- 
care carriers’  procedure  coding  conversion  that  took  place  in 
1985.  To  complete  the  conversion,  BCBS  paid  for  .some  proce- 
dures on  the  basis  of  a statewide  fee  schedule  because  histori- 
cal customary  and  prevailing  charge  data  were  not  available. 
HHS  contended  that  use  of  the  fee  schedule  was  illegal  and  be- 
gan the  recoupment  of  alleged  overpayments  for  bills  filed  July 
1985  through  March  31,  1986. 

Basis  of  recoupment 

30  When  TMA  learned  of  the  recoupment  effort,  the  association 

immediately  began  its  review  of  the  basis  of  the  recoupment 

decision.  Association  representatives  met  with  the  carrier  and 
with  HHS  Region  VI  Administrator  Jerrv’  Sconce.  At  TMA’s  re- 
quest, HHS  extended  the  original  repayment  deadline  from 
Sept  4,  1987,  to  Oct  18  so  that  TMA  could  complete  its  review 
before  repayment. 

A review  of  the  information  obtained  in  September  and  Oc- 
tober 1987  indicated  that  neither  Medicare  law  nor  regulation 


Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  publi.shed  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  .specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


required  the  recoupment.  Under  its  contract  with  HHS  and 
federal  regulations  and  guidelines,  the  carrier  had  the  authority 
to  pay  physicians  on  a fee  schedule  basis  as  it  did.  Armed  with 
this  information,  TMA  President  David  Vanderpool,  MD,  re- 
quested an  additional  extension  from  Health  Care  Financing 
Administration  ( HCFA ) Administrator  William  Roper.  Addi- 
tionally, after  TMA  called  the  overpayment  project  to  the  at- 
tention of  the  Texas  Congressional  delegation,  the  entire 
delegation  ( 27  congre.ssmen  and  two  senators ) sent  a letter  to 
HHS  secretary  Otis  Bowen  asking  that  HHS  .stop  the  recoup- 
ment effort  until  TMA  could  evaluate  the  facts  serving  as  the 
basis  for  the  recoupment. 

After  receiving  no  respon.se  to  these  letters,  TMA  had  no 
choice  but  to  file  suit.  Joining  TMA  in  the  suit  were  the  Texas 
Ophthalmological  Association,  Texas  Academy  of  Family  Physi- 
cians, Texas  Society  of  Internal  Medicine,  Travis  County  Medi- 
cal Society,  1 1 physicians,  one  medical  clinic,  and  four 
patients. 

District  court  grants  preliminary  injunction 

On  Oct  29,  1987,  Federal  DLstrict  Judge  James  R.  Nowlin 
granted  a preliminary  injunction  halting  the  recoupment  pend- 
ing a full  hearing  on  the  merits  of  the  case  ( 1 ).  Judge  Nowlin 
found  that  ( 1 ) there  was  a substantial  likelihood  that  plaintiffs 
would  succeed  on  the  merits,  ( 2 ) there  was  a substantial 
threat  that  the  plaintiffs  would  suffer  immediate  irreparable  in- 
jury if  the  preliminary  injunction  were  not  granted,  (3)  the 
threatened  injury  to  plaintiffs  outweighed  the  threatened  harm 
to  the  defendants,  and  (4)  the  preliminary'  injunction  served 
the  public  interest.  The  preliminary  injunction  stopped  the 
overpayment  project  and  prevented  HHS  from  collecting  the 
alleged  overpayments  again.st  physicians  and  patients.  The 
court  noted  that  HHS  had  waited  more  than  one  year  after  pay- 
ments had  been  made  to  decide  that  the  method  of  determin- 
ing the  previous  payments  was  improper  and  that  the  money 
should  be  recouped  from  physicians  and  patient  beneficiaries. 
I’he  court  also  determined  that  the  recoupment  was  subject  to 
judicial  review  because  the  Medicare  Part  B hearing  process 
could  not  address  the  merits  of  the  i.ssue.  Judge  Nowlin  wrote: 

The  Medicare  Part  B hearing  process  is  a plainly  inadequate 
remedy  according  to  Plaintiffs  because  it  cannot  give  relief 
commensurate  with  the  claim  . . . Defendant  Bowen  has 
clearly  enunciated  his  opinion  both  in  oral  argument  and  in 
his  briefs,  that  the  state  wide  fee  schedule  is  illegal.  Accord- 
ingly, the  hearing  officer  would  be  bound  by  the  secretary’s 
interpretation  that  the  state  wide  fee  was  improper  and 
could  not  provide  the  Plaintiffs  the  relief  they  seek  .... 

HHS  attacks  opinion 

Immediately  after  Judge  Nowlin  granted  the  preliminary  in- 
junction, HHS  attacked  it.  The  attack  has  continued  at  both  the 
federal  district  and  appellate  court  levels.  On  June  27,  1989 — 
nearly  20  months  after  the  injunction  was  granted — the  Fifth 
Circuit  Court  of  Appeals  concluded  that  the  Federal  District 
Court  did  not  have  juri.sdiction  and  ordered  the  preliminary 
injunction  dismissed  ( 2 ).  The  Court  of  Appeals’  decision  was 
based  not  on  the  merits  of  the  arguments,  but  on  technical 
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grounds.  Hic  court  found  that  { 1 ) HHS  directions  to  the  car- 
rier were  not  judicially  reviewable  regulations  or  instructions 
and  ( 2 ) administrative  re%'iew  by  a Medicare  hearings  officer 
was  adequate  to  ettnsider  the  issues  in  the  case. 

Appellate  opinion  creates  havoc 

Aware  of  the  havoc  that  its  opinion  would  cause,  the  Appellate 
Court  attempted  to  “assuage”  phy  sicians’  fears  by  requesting 
that  HHS  grant  a minimum  of  122  days  for  filing  hearing  re- 
quests. The  court  also  encouraged  HHS  to  develop  “innovative, 
imaginative  collaboration  of  all  interested  parties”  in  creating 
an  administrative  system  to  deal  with  the  parties  and  the 
issues.  The  court  concluded: 

We  cannot  overemphasize  the  bald  faith  we  are  placing  . . . 
in  the  secretary’,  1 ICFA  and  Blue  Cross-Blue  Shield  of  Texas 
to  prescribe  a workable  system  that  will  ensure  that  the 
magnitude  of  the  potential  claims  to  be  reviewed  in  the  req- 
uisite hearing  process  . . . and  not  impede  the  fundamental 
fairness  due  to  all  physicians  and  beneficiaries  entitled  to 
such  review. 

Legislative  resolution  imperative 

TMA  doubts  that  Medicare  Part  B hearing  officers  will  be  free 
to  adequately  address  the  merits  of  the  issues  raised  in  this  liti- 
gation. Accordingly,  the  association  filed  a petition  for  rehear- 
ing. ITie  petition  was  denied,  and  attorneys  filed  a Motion  to 
Stay.  At  press  time,  the  court’s  ruling  on  the  motion  was  pend- 
ing. If  the  Motion  to  Stay  is  granted,  the  TMA  Board  of  Trustees 
has  approved  an  appeal  to  the  US  Supreme  Court. 

The  Association  also  is  pursuing  legislative  initiatives.  On 
July  12,  1989,  Congressman  John  Bry  ant  (D-Dallas),  acting  on 
a request  from  TMA  President  Max  C.  Butler,  MD,  introduced 
and  passed  an  amendment  to  the  House  of  Representatives  En- 
ergy and  Commerce  Committee  budget  reconciliation  pack- 
age, which,  if  passed  into  law  this  fall,  would  halt  the 
recoupment.  ITie  amendment  was  actively  supported  by  the 
entire  Texas  delegation  serving  on  the  committee:  Ralph  Hall 
( D-Rockwall ),  Jack  Fields  ( R-Flumble ),  Mickey  Leland  ( D- 
Houston),  and  Joe  Barton  (R-Ennis).  It  would  halt  the  recoup- 
ment of  Medicare  Part  B payments  made  to  patients  and  physi- 
cians from  July  1,  1985,  through  March  31,  1986,  based  on 
statewide  fees  set  by  the  Texas  Medicare  Part  B carrier  when 
enacted. 
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It’s  the  world  we  live  in. 

And  she’s  helping  to  change  it  by  working  as  a volunteer. 

If  we  all  gave  just  five  hours  a week  as  a volunteer,  it  would  be 
like  mobilizing  a force  of  more  than  20  million  M-time  workers. 

And  if  we  ^ gave  just  five  percent  of  our  incomes,  we  could 
generate  more  than  $175  billion. 

Think  of  the  progress  we  could  make  with  that  sort  of  money 
and  effort. 

In  our  community.  The  environment.  The  arts.  Education.  The 
fight  against  hunger.  Or  any  of  the  causes  we  really  care  about. 

Have  you  looked  closely  at  your  own 
giving  and  volunteer  work?  Isn’t  there 
room  to  do  just  a little  more. 

Because  it’s  your  world.  And  after 
four  billion  years,  it  needs  your  help . 
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Pilot  study  report:  obstetrical 
care  by  Texas  family  physicians 

Fewer  family  physicians  are  mclucling  obstetrics  in  their 
practices.  This  has  caused  concern  about  access  to  obstetrical 
care  and  has  fueled  the  debate  about  the  need  for  obstetrics 
curriculum  in  family  practice  residencies.  Reasons  frequently 
cited  by  previous  research  for  this  change  in  practice  pattern 
include  the  rapidly  escalating  cost  of  liability  insurance  and 
the  threat  of  lawsuit  for  obstetrical  malpractice.  The  decrease 
in  the  availability  of  obstetrical  care  from  family  physicians 
has  hampered  access  to  obstetrical  care,  especially  for  rural 
Texans.  Texas  family  physicians  have  not  beett  surveyed  pre- 
viously about  their  obstetrical  practices.  For  this  pilot  study  I 
surveyed  205  of  Texas’  4, 700  family  physicians  and  general 
practitioners  ( 4% ) about  their  past  and  present  obstetric 
practices.  The  sample  was  randomly  selected,  and  included 
both  MDs  and  DOs.  Of  the  64.9%  who  responded,  28%  were 
practicing  obstetrics,  11%  had  never  included  obstetrics  in 
their  practices,  and  61%  had  practiced  obstetrics  in  the  past 
Forty  percent  of  those  who  had  discontinued  obstetric  prac- 
tice did  so  after  1983  High  malpractice  premiums  and  fear 
of  lawsuits  were  the  most  frequently  chosen  reasons  for  dis- 
continuing the  obstetric  component  of  practice.  Document- 
ing this  trend  of  decreasing  availahility  of  obstetrical  care 
from  family  physicians,  and  sharing  the  data  with  pol- 
icymakers, may  help  to  prevent  the  disappearance  of  the  fam- 
ily physician  who  delivers  babies. 

KJTi’  WORDS:  FAMILY  PhTYSlCUNS,  OBSTETRICS,  RURAL,  LLABILm 

Are  they  [family  physicians]  still  delivering  babies? — from 
the  1989—1990  Preliminary  State  Health  Plan,  Texas  Depart- 
ment of  Health 

Recent  research  shows  that  fewer  family  physicians  are  includ- 
ing obstetrics  in  their  practices.  Reasons  frequently  cited  for 
this  change  in  practice  pattern  include  the  rapidly  escalating 
cost  of  liability  insurance  and  the  perceived  high  risk  of  being 
sued  for  obstetrical  malpractice  ( 1,2—6).  Of  all  graduates  of 


Editor's  note:  Access  to  health  care  services  in  general  and  obstetrical 
services  in  particular,  is  rapidly  eroding  in  many  rural  Texas  commu- 
nities. Increasing  costs  of  liability  insurance,  coupled  with  the  threat  of 
lawsuits  for  obstetrical  malpractice  has  resulted  in  substantially  fewer 
family  physicians  providing  obstetrical  services. 

The  recently  enacted  Texas  Omnibus  Health  Care  Rescue  Act  ad- 
dresses many  of  these  concerns,  in  part,  through  a state  indemnifica- 
tion for  liabilit)'  claims  against  health  professionals  for  the  first 

8100.000  per  occurrence  for  obstetrics  and  emergency  cases,  and 

825.000  for  other  cases  if  at  least  10%  of  his/her  patients  are  Medicaid 
or  indigent  and  he/she  has  at  least  8100,000  in  liability  coverage.  Fur- 
ther, the  act  allows  for  liability  premium  discounts  if  the  physician 
takes  1 5 hours  of  continuing  medical  education  in  risk  management 
and  patient  safety.  The  act  contains  several  other  provisions,  such  as 
the  creation  of  a Center  for  Rural  Health  Initiatives,  designed  to  ad- 
dress availability  and  accessibility  of  health  care  services. 


the  Tuscaloosa  (Alabama)  Family  Practice  Residency  Program, 
only  19.4%  were  practicing  obstetrics  in  198‘’,  while  50.6% 
had  done  so  at  some  time.  Eiglity  -three  percent  of  those  family 
physicians  who  stopped  obstetrics  before  1985  cited  time  re 
quired  as  the  major  factor.  In  contrast,  the  cost  of  malpractice 
insurance  was  cited  by  89%  of  those  who  stopped  during  or 
after  1985  ( 1 ). 

In  1987,  just  21%  of  Ohio  family  physicians  were  perform- 
ing vaginal  deliveries,  and  only  16%  planned  to  continue  deliv- 
ering babies  beyond  1989.  Fear  of  litigation  and  increasing 
malpractice  insurance  costs  were  significantly  more  important 
issues  to  those  who  dropped  obstetrics  during  the  previous  5 
years  than  to  their  colleagues  who  had  discontinued  obstetrics 
before  1 976  ( 3 ) A nationwide  survey  of  American  Academy  of 
Family  Physicians  members  found  that  4()%  currently  offer 
obstetrical  care,  but  another  40%  have  discontinued  this  com- 
ponent of  practice.  Both  the  physicians  who  have  left  obstet- 
rics and  the  21%  who  entered  practice  during  the  past  5 years 
and  decided  not  to  offer  obstetrics  gave  malpractice  risk  as  the 
primary  reason  not  to  perform  deliveries  ( 5 ). 

Debate  is  growing  about  whether  to  continue  training  all 
family  practice  residents  in  obstetrics  ( 6 ).  The  liability  climate 
has  been  found  to  affect  the  decisions  of  graduating  residents, 
fewer  of  whom  choose  to  include  obstetrics  when  they  enter 
practice.  While  some  previous  work  has  concluded  that  family 
practice  educators  should  try'  to  alleviate  residents’  fears  of 
high  practice  costs  and  risk  of  lawsuit  ( 7,8 ),  the  situation  has 
worsened  for  physicians  in  practice,  and  these  reassurances 
may  no  longer  be  accurate  or  effective.  In  1987,  Alabama  .se- 
nior residents  indicated  that  the  high  cost  of  malpractice  insur- 
ance was  the  most  significant  barrier  to  including  obstetrics  in 
practice  (4).  In  1985,  Michigan  residents  who  decided  not  to 
practice  obstetrics  after  graduation  gave  two  primary  reasons 
for  their  decision;  the  high  risk  of  liability  and  the  rising  cost  of 
malpractice  premiums  ( 7).  Smucker  ( 3 ) reported  that  Ohio 
family  physicians  who  had  started  practice  within  the  past  7 
years  were  less  likely  to  include  obstetrics  in  their  first  year 
than  those  who  began  practice  before  1 980  ( 3 ). 

Because  the  availability  of  obstetrical  services  has  declined 
recently,  public  health  planners  are  concerned  about  inade- 
quate access  to  obstetrical  care,  especially  in  rural  areas 
(2,9,10).  In  1985,  20.6%  of  Arizona’s  rural  physicians  had  dis- 
continued obstetrical  services,  and  all  cited  liability  issues  as 
the  rea,son  ( 2 ).  Reports  from  Washington  state  have  noted  in 
adequate  access  to  obstetrical  care  for  patients  in  rural  areas  as 
well.  In  Texas,  the  Special  Task  Force  on  Rural  Health  Care  De- 
livery' documented  the  problems  with  access  to  obstetrical  ser- 
vices in  Texas  in  1989.  The  report  noted  that  as  of  January 
1989,  92  of  Texas’  25-i  counties  do  not  have  obstetrical  ser- 
vices ( 10).  The  Texas  Department  of  Health  (11)  reported  that 
in  1987,  96  Texas  counties  had  in-hospital  births  and  practic- 
ing family  physicians,  yet  had  no  practicing  obstetricians  ( Fig 
1 ).  The  pilot  study  findings  described  in  this  article  indicate 
that  while  a number  of  Texas  counties  depend  on  family  physi- 
cians for  obstetrical  care,  fewer  Texas  family  physicians  arc 
providing  this  care.  Without  appropriate  intervention  from 
policymakers,  access  to  obstetrical  care  will  continue  to 
worsen. 
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Methods 

Names  of  all  Texas  physicians  who  identified  themselves  as 
family  physicians  or  general  practitioners  in  1988  were  ob- 
tained from  the  Texas  State  Board  of  Medical  Examiners.  ITie 
2 1 2 names  used  for  this  pilot  study  were  chosen  by  systematic 
random  selection  methods  (12).  The  sample  group  did  not  dif- 
fer in  gender  or  in  year  of  medical  school  graduation  from  the 
group  of  all  family  physicians  and  general  practitioners  in 
Texas.  Two  physicians  could  not  be  located,  two  were  found 
to  practice  other  specialties,  and  three  were  retired.  This  re- 
duced the  sample  size  to  205  physicians.  Demographic  and  ge- 
ographic information  about  Texas  physicians  was  obtained 
from  the  Texas  Department  of  Health,  the  Texas  Department  of 
Human  Services,  and  the  Texas  Higher  Education  Coordinating 
Board. 

The  survey  instrument  was  reviewed  by  faculty  members 
from  Texas  family  practice  residency  programs  and  by  officers 
and  staff  members  from  the  Texas  Academy  of  Eamily  Physi- 
cians, the  Texas  Osteopathic  Medical  Association,  and  the 
Texas  Medical  Association.  Questions  about  liability  insurance 
premiums  were  posed  to  all  surveyed,  and  questions  regarding 
the  decision  to  discontinue  obstetrics  were  asked  of  those  who 
had  done  so.  Packets  containing  a cover  letter  (from  either  the 
president  of  the  Texas  Academy  of  Eamily  Physicians,  the  presi- 
dent of  the  Texas  Osteopathic  Medical  Association,  or  the  inves- 
tigator ),  the  questionnaire,  and  a postcard  survey  of  malpractice 
suit  history,  were  distributed  to  the  physicians.  ITiree  weeks 
after  the  packet  was  mailed,  reminder/thank-you  postcards 
were  sent  to  all  physicians  in  the  sample.  Two  weeks  after  the 
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reminder  postcards  were  mailed,  the  author  administered  the 
questionnaire  by  telephone  to  29  of  the  95  nonrespondents 
(30.5%  ).  The  overall  response  rate,  combining  results  of  the 
returned  surveys  and  the  telephone  response,  was  65.8% 
(135/205). 

Chi-squared  analyses  and  Eisher’s  two-tail  exact  test  were 
used  to  compare  respondent  versus  nonrespondent  groups, 
and  to  compare  physicians  who  practice  obstetrics  with  those 
who  did  not.  Student’s  two-tailed  t-test  was  used  to  compare 
the  physicians  who  practiced  obstetrics  in  the  past  with  the 
entire  group  and  with  those  who  never  practiced  obstetrics. 
Pearson’s  product  moment  correlation  was  used  to  compare 
practice  site  population  and  malpractice  insurance  cost.  Confi- 
dence intervals  (Cl)  were  calculated  at  the  95%  level. 

Results 

Response  rates  were  similar  between  MDs  and  DOs  and  be- 
tween genders.  Physicians  were  less  likely  to  respond  if  they 
were  not  members  of  the  Texas  Academy  of  Family  Physicians 
or  the  Texas  Osteopathic  Medical  Association  (p<0.01 ).  There 
was  no  significant  difference  in  age  distribution  between  re- 
sponders and  nonresponders.  Twenty-nine  percent  of  the  re- 
sponders practiced  in  rural  areas,  28%  in  urban  areas,  6%  in 
suburban  areas,  and  37%  in  cities  smaller  than  500,000  popu- 
lation. Of  those  responding,  50%  trained  in  rotating  intern- 
ships, 34%  trained  in  3-year  family  practice  residency 
programs,  and  1 6%  had  other  types  of  postgraduate  training. 
Fifty-nine  percent  of  responders  held  board  certification  in 
family  practice,  and  1 3%  reported  that  they  were  eligible  to 
take  a board  certification  examination. 

Of  the  135  responses,  31  physicians  (23%  ) delivered  babies, 
79  ( 58.5%  ) had  done  so  in  the  past,  and  25  ( 18.5%  ) had  never 
practiced  obstetrics  (Fig  2).  MDs  and  DOs  were  equally  likely 
to  practice  obstetrics.  Female  family  physicians  were  slightly 
more  likely  than  males  to  practice  obstetrics  (p<0.05).  Physi- 
cians trained  in  community-based  programs  were  more  likely 
to  practice  obstetrics  than  were  those  trained  in  university- 
based  programs,  and  those  trained  in  3-year  family  practice  re- 
sidency programs  were  significantly  more  likely  to  deliver 
babies  than  those  with  rotating  internships  or  other  types  of 
training  (p<0.005). 

Of  those  who  had  discontinued  obstetrical  practice,  40% 
did  so  after  1983.  The  ages  of  the  responders  and  of  those 
practicing  obstetrics  were  skewed  toward  younger  physicians. 
The  distribution  of  the  last  year  of  obstetrical  practice  was 
markedly  skewed  to  recent  years,  indicating  that  more  physi- 
cians have  decided  to  discontinue  obstetrics  in  the  recent  past 
( Fig  3 )•  Among  the  8 1 physicians  surveyed  who  did  not  de- 
liver babies,  high  malpractice  premiums  (41/81  = 50. 1%  ) and 


2.  Texas  family  physicians  and  obstetrics. 


Number 

(%) 

Confidence ( % ) 
Interval • 

Current  obstetrics  practice 

.51 

23 

17-29 

Past  obstetrics  practice 

79 

58.5 

51.5-65  5 

Never  practiced  obstetrics 

25 

18  5 

13.5-23  5 

•Calculated  at  the  95%  confidence  interval. 
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fear  of  lawsuit  ( 30/81  = 37%  ) were  the  most  frequently  cited 
reasons  to  drop  obstetrics  or  not  begin  at  all.  These  answers 
did  not  differ  between  those  who  had  practiced  obstetrics  in 
the  past  and  those  who  never  had.  Twenty-six  percent  of  those 
who  had  previously  practiced  obstetrics,  and  18%  of  those 
who  never  had,  stated  that  they  would  deliver  babies  if  the 
current  liability  climate  changed. 

Twenty-five  percent  of  the  physicians  who  delivered  babies 
paid  malpractice  insurance  premiums  of  more  than  $18,000  in 
1988.  The  annual  premium  in  this  group  ranged  from  $8,000 
to  $24,000.  Only  one  doctor  not  delivering  babies  paid  more 
than  $13,000;  this  doctor  practiced  obstetrics  until  1987  and 
reported  that  he  is  still  paying  for  long-term  coverage  (“tail 
coverage”)  of  obstetrics.  The  malpractice  premiums  for  doc- 
tors practicing  obstetrics  were  significantly  higher  than  for 
those  who  did  not  (p<0.0001 ),  and  were  higher  in  counties 
with  smaller  populations.  Eighty-six  percent  of  doctors  ( 24/28, 
Cl  = 73%  —99%  ) still  practicing  obstetrics  reported  having 
raised  fees  to  cover  liability  premium  increases.  Thirty  percent 
of  all  physicians  responding  reported  that  their  patients  must 
travel  more  than  50  miles  for  obstetrical  care. 

Discussion 

Our  study  included  physicians  with  the  doctor  of  osteopathy 
degree  as  well  as  the  doctor  of  medicine  degree,  and  we  in- 
cluded all  doctors  who  identified  themselves  to  the  Texas  State 
Board  of  Medical  Examiners  as  either  family  physicians  or  gen- 
eral practitioners.  Most  previous  literature  surveyed  only 
members  of  the  American  Academy  of  Family  Physicians  or 
one  of  its  state  chapters;  these  organizations  require  residency 
training  or  board  certification  via  a “grandfather”  process  for 
membership.  In  this  survey,  the  proportion  of  physicians  in- 
cluding obstetrics  in  their  practices  is  lower  than  the  figure 
found  by  a nationwide  study  of  American  Academy  of  Family 
Physician  members,  yet  higher  than  surveys  of  Ohio  and  Ala- 
bama family  physicians.  It  is  possible  that  nonmembers  of  the 
AAFP  chapter  and  tho,se  physicians  who  have  not  trained  in  a 
3-year  family  practice  residency  may  have  found  difficulty  ob- 
taining hospital  privileges  for  obstetrics  ( 10)  or  may  not  have 
trained  in  obstetrics  at  all.  The  physicians  trained  in  commu- 
nity-based programs  were  more  likely  to  practice  obstetrics. 
These  physicians  may  have  been  influenced  by  a more  positive 
obstetrical  experience  in  residencies  that  offer  longitudinal 
obstetrical  care  rather  than  block  rotations  with  little  patient- 
doctor  relation,ship  and  rapport. 


Ehe  results  of  this  survey  are  consistent  with  previous  re- 
search documenting  decreasing  availability  of  obstetrical  care 
within  the  current  liability  climate  (1-5;  personal  communica- 
tion, Jim  Bob  Brame,  MD,  1989;  14  ).  Over  half  of  the  Texas 
family  physicians  who  had  recently  dropped  obstetrics  from 
their  practices  indicated  that  this  decision  was  influenced  by 
the  high  cost  of  malpractice  premiums,  and  over  one  third 
blamed  the  risk  of  lawsuit.  Of  particular  concern  is  the  finding 
that  many  of  the  physicians  who  had  recently  discontinued  the 
obstetrical  component  of  their  practices  had  done  so  early  in 
their  careers.  Many  Texas  family  physicians  dropped  obstetrics 
well  before  they  reached  retirement  age.  This  could  explain 
the  rather  sudden  and  dramatic  loss  of  access  to  obstetrical 
care  faced  by  many  Texans. 

This  survey  shows  that  doctors  who  include  obstetrics  in 
their  practices  pay  significantly  higher  malpractice  premiums 
than  those  who  do  not  and  that  a substantial  majority  of  those 
delivering  babies  have  raised  fees  to  help  pay  for  this  practice 
cost.  Physicians  who  care  for  the  medically  indigent  may  pay 
disproportionately  more  in  malpractice  premiums  than  they 
generate  in  fees.  Rural  physicians  may  not  be  able  to  generate 
enough  income  from  their  practices  to  pay  these  high  pre- 
miums. ITiey  experience  the  dual  burdens  of  lower  practice  in- 
come and  higher  malpractice  premiums  than  their  urban 
colleagues.  These  factors  have  combined  to  cause  an  increas- 
ing number  of  Texas  family  physicians  to  di.scontinue  the 
obstetrical  component  of  their  practices. 

Recent  studies  from  across  the  country  have  concluded  that 
the  professional  liability  problem  has  reduced  access  to  health 
care  in  rural  and  medically  underserved  areas  and  has  contrib- 
uted to  a curtailment  of  care  to  the  medically  indigent  (15). 
The  director  of  the  department  of  professional  liability’  at  the 
American  College  of  Obstetricians/Gynecologists  has  predicted 
that  if  the  current  trend  continues,  obstetrical  services  may  be 
limited  to  metropolitan  areas  with  a population  greater  than 
50,000,  and  that  if  women  must  travel  far  for  prenatal  care, 
fewer  will  bother  to  get  it.  Inadequate  access  to  prenatal  care 
has  been  linked  with  poor  pregnancy  outcomes,  a higher  inci- 
dence of  low  birth  weight  infants,  and  higher  overall  costs  of 
perinatal  care  (personal  conversation,  Mike  McKinney,  MD, 
April  1989).  In  this  survey  almost  one  in  three  Texas  family 
physicians  reported  that  their  patients  must  travel  more  than 
50  miles  for  obstetrical  care.  With  hospital  obstetrical  services 
currently  unavailable  in  92  rural  Texas  counties  (16),  the  risk 
to  mothers  and  babies  in  rural  Texas  is  high,  due  to  the  long 
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distances  these  patients  must  travel  for  obstetrical  and  prenatal 
care  (10). 

rhe  primarv’  obstacles  for  Texas  family  physicians  who  wish 
to  include  obstetrics  in  their  practices  appear  to  be  unafforda- 
ble malpractice  premiums  and  fear  of  litigation.  The  root  of 
this  situation  may  be  found  in  the  current  trends  in  medical 
malpractice  litigation.  Some  malpractice  insurance  carriers 
claim  that  malpractice  premiums  are  unlikely  to  fall.  The  car- 
riers cite  the  likelihood  that  obstetrical  claims  will  continue  to 
generate  high-dollar  awards,  the  tendency  of  juries  to  award 
money  to  infants  with  neurologic  deficits  even  if  negligence  is 
not  apparent,  and  a 20-year  statute  of  limitations  in  Texas  for 
filing  lawsuits  in  ob,stetrical  cases  (17,18).  The  current  jur\’ 
trial  and  settlement  systems  for  malpractice  claims  may  have 
forced  many  physicians  out  of  obstetrics  and  subsequently  lim- 
ited access  to  obstetrical  care  for  many  Texans. 

ITie  results  of  this  study,  along  with  information  collected  by 
the  Texas  Department  of  Health  noting  the  absence  of  obstetri- 
cal specialists  in  many  Texas  counties,  suggest  that  access  to 
obstetrical  care  for  many  rural  Texans  is  in  jeopardy.  Access  to 
obstetrical  care  can  be  improved  if  family  physicians  can  re- 
turn to  the  practice  of  obstetrics.  Twenty-five  percent  of  family 
physicians  not  currently  delivering  babies  would  do  so  if  the 
liability  climate  changes.  In  addition,  over  42%  of  Texas  family 
practice  residency  graduates  select  Texas  towns  with  popula- 
tions less  than  25,000  for  their  practice  site  ( 19).  ITiese  young 
physicians,  if  they  chose  to  practice  obstetrics,  could  improve 
access  to  care  in  many  small  communities  and  rural  areas. 

Further  studies  of  the  economic  impact  of  jury  awards  and 
settled  claims,  as  well  as  studies  that  review  closed  claims  and 
investigate  the  relationship  between  actual  negligence  and 
likelihood  of  award,  will  help  to  further  clarify  the  liability' 
issue.  Continued  monitoring  of  the  status  of  Texas  family  phy- 
sicians and  obstetricians  may  be  useful  in  predicting  future 
health  care  access  problems  before  they  reach  crisis  propor- 
tions. ITie  policy  decisions  that  attempt  to  improve  the  current 
situation  must  preserve  the  right  to  jury'  trial  while  providing 
Texans  the  opportunity'  for  access  to  health  care  (19).  Texas 
legislators  should  recognize  the  special  ri.sks  physicians  face  in 
the  practice  of  obstetrics,  and  should  evaluate  the  adequacy  of 
the  present  tort  system  in  dealing  with  obstetrical  malpractice 
lawsuits.  Noting  that  if  current  trends  continue,  there  will  be 
no  family  physicians  delivering  babies  in  Ohio  by  1 992,  Smucker 
( 3)  concluded  that  only  changes  in  medical-legal  and  liability' 
environments  will  permit  obstetrics  to  continue  to  be  a part  of 
family  practice.  In  Texas,  as  well  as  in  other  states,  the  respon- 
sibility to  educate  the  policymakers  falls  to  physicians.  The  re- 
.sponsibility  to  change  the  policy  falls  to  legislators. 

The  clearest  threat  to  our  continued  existence  is  the  mal- 
practice climate  and  as.sociated  insurance  costs,  which  ulti- 
mately increase  the  burden  on  taxpayers  who  support  our 
efforts.  We  hope  for  some  sensible  relief,  soon.  We  fear 
that  no  relief  will  occur  until  many  more  suffer  from  lack  of 
health  care. — Texas  family  practice  residency  program  di- 
rector, 1988. 
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Leasing 

Medical  Equipment 
Makes  Good 
Business  Sense! 


I Leasing  is  a cost-effective  way  to  acquire  state-of-the-art  diagnostic 
equipment  that  enables  you  to  provide  your  patients  with  quality, 
comprehensive  medical  care.  Additionally,  leasing  preserves  your 
working  capital  and  allows  you  to  use  the  revenue  generated  from 
your  equipment  to  make  your  monthly  lease  payment. 

I With  today’s  rapid  changes  in  medical  technology,  it  is  often  wiser 
to  “use”  or  lease  equipment,  a depreciating  asset,  rather  than  to 
“own”  it.  And  recognizing  that  your  time  is  valuable.  Bell  Atlantic 
TriCon  makes  the  leasing  process  easy  for  you. 

I Now  you  can  share  in  leasing’s  benefits  at  special,  low  Texas 
Medical  Association  member  rates.  For  a competitive  lease  quote 
and  program  details,  contact  the  medical  leasing  specialists  at 
Bell  Atlantic  TriCon. 
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Market  timing  with  mutual 
funds:  a risky  approach 

Not  so  ver\'  long  ago,  it  was  considered  unusual  for  a mutual 
fund  investor  to  profess  an  interest  in  market  timing.  After  all, 
mutual  funds  are  generally  viewed  as  being  long-term  invest- 
ment vehicles,  while  market  timers  are  apt  to  buy  and  sell  se- 
curities several  times  a year.  Moreover,  one  of  the  primary 
reasons  investors  are  attracted  to  mutual  funds  is  that  the 
funds  offer  professional  portfolio  management.  ITiis  manage- 
ment expertise  provides  a cost-efficient  means  of  participating 
in  the  investment  markets  to  people  who  have  neither  the 
time  nor  the  interest  necessary  to  choose  specific  securities. 
Market  timers,  in  contrast,  are  generally  willing  to  track  closely 
the  progress  of  the  economy  and  of  specific  stocks.  They  then 
make  buy  and  sell  decisions  based  upon  tbeir  forecasts  of 
which  securities  are  best  positioned  to  rise  in  value. 

Yet,  as  mutual  funds  have  proliferated  in  recent  years  and 
fund  share  exchanges  have  become  a simple  and  timely  pro- 
cess, the  potential  for  making  profits  through  market  timing 
has  attracted  a great  deal  of  investor  interest.  With  market  tim- 
ing, the  individual  assumes  an  active  role  in  managing  his  or 
her  own  assets.  An  investor  attempts  to  purchase  shares  of  a 
fund  before  or  in  the  initial  stage  of  a price  rise.  At  the  first  in- 
dication that  the  fund  share’s  price  is  about  to  decline,  the  in- 
vestor then  switches  into  a different  fund,  often  a money 
market  fund  affiliated  with  the  fund  group.  With  many  mutual 
fund  firms,  a single  telephone  call  is  all  that  is  required  to 
move  money  from  one  fund  to  another.  Ideally,  a switching 
strategy  enables  the  investor  to  reap  the  returns  of  a rising 
market,  while  also  preserving  capital  during  bear  markets. 

There  is  no  single  formula  relied  upon  by  investors  to  make 
their  switching  decisions.  Some  investors  use  a specific  per- 
centage change  in  their  fund  share’s  net  asset  value  ( NAV ), 
such  as  a 5%  or  10%  move,  as  a signal  to  buy  or  sell.  Investors 
who  use  this  strategey  must  take  into  account  any  changes  in 
their  fund’s  NAV  resulting  from  capital  gains  and  income  distri- 
butions. The  reason  for  this  is  that  when  mutual  funds  make 
distributions,  their  net  asset  value  drops  by  the  amount  of  the 
distribution.  It  would  be  a mistake,  therefore,  to  confuse  a dis- 
tribution-related NAV  decline  with  a signal  to  buy  or  sell 
.shares. 

Many  market  timers  invest  primarily  in  specialty  or  sector 
mutual  funds.  Unlike  the  vast  majority  of  mutual  funds,  .spe- 
cialty' and  sector  funds  do  not  have  broadly  diversified  port- 
folios. Instead,  they  concentrate  their  investments  in  a single 
industrial  grouping,  such  as  stocks  related  to  health  care.  Mar- 
ket timers  strive  to  move  their  a.ssets  from  sector  funds  they 
believe  are  about  to  enter  a cyclical  downturn  to  those  with 
brighter  prospects.  The  difficulty  of  predicting  such  cycles  can 
be  illustrated  by  the  large  cash  inflows  attracted  by  sector  and 
.specialty  funds  just  as  they  have  peaked  in  value  and  appeared 
at  the  top  of  quarterly  listings  of  top  performing  mutual  funds. 
For  most  people,  the  time  spent  deciding  when  and  where 
next  to  move  their  investment  dollars  would  be  more  profita- 


bly spent  at  the  initial  investment  stage.  Hence  before  purchas- 
ing fund  shares,  these  investors  would  be  better  off  identify  ing 
the  industries  they'  believe  have  superior  long-term  pro.spects. 
They  could  then  purchase  shares  of  funds  that  specialize  in 
such  industries  and  apply  a buy  and  hold  strategy. 

Other  more  complex  switching  strategics  involve  tracking 
interest  rate  trends  or  moving  averages.  Yet  regardless  of  the 
switching  signals  used,  the  risks  inherent  in  market  timing  are 
substantial.  Even  if  an  investor  correctly  predicts  tbe  market’s 
direction,  a difficult  enough  feat  to  achieve  on  a consistent 
basis,  a failure  to  accurately  forecast  the  magnitude  of  the 
move  could  result  in  below-average  investment  performance. 
Investors  should  also  be  aware  that  by  frequently  entering  and 
exiting  the  market,  they  may  very  well  miss  a period  during 
which  prices  begin  to  rise.  By  the  time  they  realize  that  a rally 
is  under  way,  the  bargains  are  often  gone.  Remember  that  be- 
cause market  timing  reduces  the  amount  of  time  the  investor 
is  in  the  market,  he  or  she  is  more  subject  to  short-term  mar- 
ket gyrations.  Investing  over  a longer  period,  on  the  other 
hand,  tends  to  smooth  out  price  swings  and  allows  investors  to 
participate  in  the  overall  upward  trend  in  the  market. 

Investors  who  do  choose  to  employ  a market  timing  strategy' 
should  follow  these  steps: 

1.  Be  prepared  to  set  aside  sufficient  time  to  monitor  the 
performance  of  the  economy  and  of  your  mutual  funds  on  an 
ongoing  basis.  Investors  should  also  be  knowledgeable  about 
prospective  tax  law  changes. 

2.  Invest  only  in  no-load  mutual  funds  to  avoid  repeatedly 
paying  sales  load  charges.  Also  investigate  the  tran.saction  costs 
of  moving  assets  between  funds.  An  increasing  number  of  mu- 
tual fund  companies  now  impose  a ".switching  ” fee  and  restrict 
the  number  of  transfers  that  can  be  made  among  the  group’s 
funds  each  year.  They  do  so  because  fund  exchanges,  e.spe- 
cially  those  involving  large  sums  of  money',  can  disrupt  the  in- 
vestment management  of  a fund  and  impose  costs  which  must 
be  borne  by  all  of  the  fund's  shareowners.  Remember  the  ex- 
change privilege  is  just  that — a privilege.  Mutual  fund  com- 
panies reserve  the  right  to  restrict  the  number  of  exchanges 
that  can  be  made  by  their  shareholders  if  it  is  in  the  best  inter- 
est of  the  fund  to  do  so. 

3.  Carefully  maintain  a file  of  all  of  your  mutual  fund  state- 
ments. ITiis  information  will  prove  invaluable  when  you  file 
your  federal  tax  returns  because  each  time  a .switch  is  made, 
even  within  a family  of  funds,  the  sw  itch  is  considered  to  be  a 
taxable  tran.saction.  Any  capital  gains  or  los.ses  must  be  re- 
ported to  the  IRS. 

4.  And  finally,  periodically  evaluate  your  investment  strategy' 
to  determine  whether  your  returns  exceed  what  you  w'ould 
have  earned  if  you  had  followed  a buy  and  hold  stragegy'.  If, 
over  time,  your  performance  results  lag  that  of  the  general 
market  indices,  you  should  reduce  your  switching  activity. 

LINDA  BRI^NNER 

AJVIA  Advisers,  Ine,  200  l,a.Salle  .St.  Suite  SAS,  Cihicago,  II.  60001 
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fAedicine  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1989  the  library  will  add  more  than  600  book  titles 
to  its  50,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  more  than  1,000  medical  and 
health-related  journals.  For  additional  information,  call  the 
Memorial  Library  at  (512)  477-6704. 


Ingersoll  B:  Your  Hyperactive  Child.  A Parent’s  Guide  to 
Coping  with  Attention  Deficit  Disorder.  New  York,  Doubleday 

1988. 

Ung  DA:  The  Disabled  Physician.  Problem-Solving  Strategies 
for  the  Medical  Staff  Chicago,  American  Hospital  Publishing 

1989. 

Lechtenberg  R:  Multiple  Sclerosis  Fact  Book  Philadelphia,  FA 
Davis  Co,  1988. 


In  the  TMA  Library 

Brown  F:  ICD-9-CM  Coding  Handbook,  with  Answers,  rev  cd. 
Chicago,  American  Hospital  Publishing,  Inc,  1989. 

Brown  SW,  Morley  AP  Jr,  Bronkesh  SJ,  et  al:  Promoting  Your 
Medical  Practice.  Marketing  Communications  for  Physicians. 
Oradell,  NJ,  Medical  Economics  Books,  1980. 

Building  a Cancer  Information  Network  in  Texas.  Austin, 

Tex,  Texas  Cancer  Nenvork  Project,  Lyndon  B.  Johnson  School 
of  Public  Affairs,  The  University  of  Texas  at  Austin,  1989. 

Burnell  GM,  Burnell  AL:  Clinical  Management  of  Bereave- 
ment A Handbook  for  Healthcare  Professionals.  New  York, 
Human  Services  Press,  1989. 

dayman  CB  (ed):  The  American  Medical  Association  Ency- 
clopedia of  Medicine.  New  York,  Random  House,  1989. 

Dalton  K:  Depression  After  Childbirth.  How  to  Recognize  and 
Treat  Postnatal  Illness,  ed  2.  New  York,  Oxford  University 
Press,  1989. 

Dan  BB  ( ed ):  A Piece  of  My  Mind.  A Collection  of  Essays  from 
The  Journal  of  the  American  Medical  Association.  Los  Angeles, 
Feeling  Fine  Programs,  1989. 

Eiler  MA,  Pasko  TJ:  Specialty  Profiles,  1988  Edition.  Chicago, 
American  Medical  Association,  1988. 

Eeldstein  PJ:  The  Politics  of  Health  Legislation.  An  Economic 
(jO  Perspective.  Ann  Arbor,  Mich,  Health  Administration  Press 
1988. 


Einegold  SM,  George  WL  (eds ):  Anaerobic  Infections  in  Hu- 
mans. New  York,  Academic  Press,  1989. 

Green  J,  McCreaner  A (eds):  Counselling  in  HTV Infection 
and  AIDS.  Boston,  Blackwell  Scientific  Publications,  1989. 

Guidotti  TL,  Cowell  JWF,  Jamieson  GG:  Occupational  Health 
Services.  A Practical  Approach.  Chicago,  American  Medical  As- 
sociation, 1989. 

Hagen-Ansert  SL:  Textbook  of  Diagnostic  Ultrasonography , ed 
3.  St  Louis,  CV  Mosby,  1989. 


Macdonald  DL  Drugs,  Drinking  and  Adolescents,  ed  2.  Chi- 
cago, Year  Book  Medical  Publishers,  1989. 

Marson  JL:  Treating  Depression  in  Children  and  Adolescents. 
New  York,  Pergamon  Press,  1989. 

McCue  JD  ( ed ):  The  Medical  Cost-Containment  Crisis.  Pears, 
Opinions,  and  Pacts.  Ann  Arbor,  Mich,  Health  Administration 
Press,  1989. 

Moore  IT,  Simendinger  EA:  Managhig  the  Nursing  Shortage.  A 
Guide  to  Recruitment  and  Retention.  Roclcvflle,  Md,  Aspen 
Publishers,  1989. 

Rappaport  ES,  Helbert  BJ,  Hurley  D,  et  al:  Invasion  of  the 
Ticks.  Temple,  Tex,  Scott  and  White  Clinic,  1989. 

Report  of  the  Committee  on  Infectious  Diseases,  ed  2 1 . Elk 
Grove  Village,  111,  American  Academy  of  Pediatrics,  1988. 

Saltman  RB  (ed):  The  International  Handbook  of  Health-Care 
Systems.  New  \ brk.  Greenwood  Press,  1988. 

Snider  HC  fi.Jury  of  My  Peers.  A Surgeon’s  Encounter  with  the 
Malpractice  Crisis.  Montgomery',  Ala,  Fountain  Press,  1989. 

Stern  EL:  Surgery.  A Layman’s  Guide  to  Common  Operations. 
Tarzana,  Calif,  Lawman  Press,  1988. 

Sutton  HE:  An  Introduction  to  Human  Genetics,  ed  4.  San  Di- 
ego, Harcourt  Brace  Jovanovich,  1988. 

Treatments  of  Psychiatric  Disorders.  A Task  Force  Report  of 
the  American  Psychiatric  Association , 4 vols.  Washington,  DC, 
American  Psychiatric  Association,  1989. 

Vacalis  TD,  Shoemaker  PJ,  McAlister  A,  et  al:  The  Texas  Plan 
for  the  Prevention  of  HTV  Infection  in  Black  Communities. 
Austin,  Tex,  Texas  Department  of  Health  AIDS  Division,  1989. 

Whitten  CE:  Anyone  Can  Intubate.  San  Diego,  Medical  Arts 
Press,  1989. 

Worthley  JA,  DiSalvio  PS:  Managing  Computers  in  Health 
Care.  A Guide  for  Professionals,  ed  2.  Ann  Arbor,  Mich,  Health 
Administration  Press,  1989. 
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A Few  Doctors  Still  Think 
It’s  Smart  To  Own  A Car! 


PRICE: 

PURCHASE 

OPTION: 


MONTHLY 

PAYMENT: 

(approximate) 


BUY: 
*25,000 
NA 
*822 


PRICE: 

PURCHASE 

OPTION: 

(at  36  mos.  lease) 


MONTHLY 
PAYMENT: 

(approximate) 

YOU  SAVE  $342  PER  MO.  X 36  MOS.  = $12,312 


LEASE: 
*25,000 
11,900 
*480 


Savings 

FUTURE  VALUE  OF  LEASE  PAYMENT  SAVINGS  ASSUMING  9%  RETURN: 

Some  Of  Autoficx’s  Exclusive  Features 


★ Delivered  to  your  home  or 
office 

★ No  down  payment 

★ No  security  deposit 

★ Closed  end  lease 

★ Trade  Ins/We  will  purchase 
your  present  vehicle. 


ASK  FOR  LOUIS  MURAD 

1-800-678-FIEX 

(3  5 3 9) 

IN  DALLAS:  (214)  234-0304 
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Somewhere 
a child  lies  crying 


Somewhere 
an  old  man  shivers 
in  the  dark 


Somewhere 
a family’s  dreams 
burn  to  the  ground 


Somewhere 
somebody  needs  help. 


Please  support  your 
local  chapter. 


American 
Red  Cross 


Because  somewhere 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  M.D. 
Founder/Consultant 


Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas.  M.D. 
Joseph  T.  Queng,  M.D. 
Lawrence  G.  Thorne.  M.D. 
Venugopal  K,  Menon,  M.D. 
Robert  E.  Smith,  M.D. 
Gerald  T.  MachinskI,  M.D. 
Theresa  C.  Queng,  M.D. 
Waldo  M.  Martinez,  M.D. 
Lyna  Kit  Lee.  M.D. 

Harlan  W.  Sindell,  M.D. 


Robert  D.  Otte 
Administrator 


RESEARCH  ASSOCIATES 
Chinavudh  Wanissorn,  Ph  D. 

Michael  H.  Smolensky,  Ph  D. 

Alain  Reinberg,  M.D.,  Ph.D. 

CONSULTANTS 
Reuben  D.  Wende,  Ph.D. 

ANTIGEN  AND  CLINICAL  LABORATORIES 
George  R.  Kerr,  M.D. 

NUTRITION 

Thomas  D.  Downs,  Ph  D. 

BIOMETRICS 
James  A.  Knight,  M.D. 

PSYCHIATRY 
John  A.  Thomas.  Ph  D. 

CLINICAL  PHARMACOLOGY 
R.  John  PrevosI,  M.S. 

AIR  POLLUTION 


Certified  American  Board  of  Allergy  and  Immunology,  a Conjoint  Board  of  the  American 
Board  of  Internal  Medicine  and  The  American  Board  of  Pediatrics 
6969  Bromplon  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated  to  DIAGNOSIS  AND 
COMPREHENSIVE  CARE  OF  PATIENTS  WITH  CHRONIC  RECURRENT  HEADACHES 
with  emphasis  on  prophylactic  treatment. 


HOUSTON 
HEADACHE  CLINIC 

Park  Plaza  Prof.  Blvd 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality,  Behavioral  and 
Psychological  Evaluations.  Mullimodality  approach  to  management  of  headache  including 
prophylactic  medications,  biofeedback  and  behavioral  therapy. 

NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


JAMES  A.  CAPLIN,  MD 
AAA,  AC  A,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2250  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 
GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 
HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks.  MD 
Charles  S.  White.lll,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long, III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample.  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack.  MD 
Rick  T.  Waldo,  MD 


ANESTHESIOLOGY 


Diplomales  American  Boards  of  Internal  Medicine. 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


EDWARD  A.  TALMAGE,MD,PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
713  496-1006 


MEDICLINICS,  HOUSTON 

Family,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray,  and  physical  therapy. 
Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN 
MEDICINE  AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 


A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient’s  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 


Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  41  IB,  Dallas  75246 


SHELLY  LISS,MD  DERMATOLOGY 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVID  R.  WEAKLEY,  MD,  FACP 

Representing  the  Profession  Dermatology  and  Dermatologic  Surgery-Skin  Care, 

Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

. . . Another  service  of  your  association  Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 

Dallas,  Texas  75230;  Phone  214  661-7460 
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WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas,  Texas  75246; 
214  827-5960 

Presbyterian  III.  8230  Walnut  Hill  Lane,  Suite  808,  Dallas,  Texas  75231 ; 

214  827-5960 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651, 222-2001 
(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 
Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 
ERIN  BOH,  MD,  PhD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C Brown.  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas.  Texas  75230;  214  661-4537 


BAYLOR  HAIR  RESEARCH  & 

TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of  all  hair  disorders 
including  hair  transplantafion  and  electrolysis. 

3600  Gason  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue.  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


ENDOCRINOLOGY 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and  surgical  services,  and 
internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 


Director;  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug 
treatment,  biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical 
therapy,  or  anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


PARK  PLAZA  GASTROENTEROLOGY 
ASSOCIATES 

1200  Binz,  Suite  775,  Houston,  Texas  77004;  713  522-1788 

Gl  Endoscopy,  Laser  Abalation  of  Gl  Tumors 
Percutaneous  Endoscopic  Gastroscopy  (PEG) 

Variceal  Sclerosis.  Full  Upper  and  Lower  Gl 
Endoscopy,  Polypectomy  and  Laparoscopy 

Frieder  Wuerth,  MD,  FRCP  (c).  President 


HAND  SURGERY 


L LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450.  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  81 7 335-5411 


ERIC  A.  ORZECK,  MD,FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Texas  Medical  Association  Directory 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 


. . . Another  service  of  your  association 


Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue 
Dallas,  Texas  75246;  Office  214  823-9440 


Texas  Medicine 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell.  Fort  Worth.  Texas  76104 
Telephone  81 7 877-31 1 3 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303.  Dallas.  Texas  75246; 

214  823-7090 

Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  8116,  Dallas.  Texas 
75230;  214  661-7010 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT,  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Diplomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower.  3600  Gaston  Avenue, 

Dallas.  Texas  75246;  Telephone  214  826-7060 


OCCUPATIONAL  MEDICINE 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12.  Houston.  Texas  77074 

Phone  713  541-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  dost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

71 50  Greenville  Ave.,  Dallas,  Texas  75231 ; 21 4 692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD.  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD 
Morris  Sanders,  MD 
W.  Robert  Hudgins,  MD 
Richard  H.  Jackson,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas.  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane.  Suite  610; 

Dallas,  Texas  75231;  214  369-7596 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C,  Baum,  MD 
R.  Edwin  Pitts.  MD 
William  L.  Decker.  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway.  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One.  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston.  Texas  77082 
713  556-5757 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomats  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg  . Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF 
TEXAS 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In;  Hematology,  Thyroidology,  Endocrinology.  Gastroenterology, 

Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen.  Jr,  MD.  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


EDWIN  C.  AUGUSTAT,  MD 

ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Mam,  Suite  503.  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Gary  M Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


TMA  Member  Services 

...  a benefit  of  membership 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 

211  Medical  Drive,  Suite.  Fredericksburg.  Texas  78624 
512  997-6535 
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ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


W.B.  CARRELL  MEMORIAL 
CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


Drs.  Morton,  Blumenfeld,  & Charbonneau,  PA 
ENT,  ENT-Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD,  FACS 

DIplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


FCRT  WCRTH  BCNE  & JCINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brolherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 

CRTHCPEDIC  ASSCCIATES  CF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


LUBBCCK  CRTHCPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  a.  Peinert,  Jr..  MD 

3702  21st  St.,  Suite  9.  Lubbock.  Texas  79410;  806  795-8261 


THE  ARLINGTCN  CRTHCPEDIC  GRCUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


CRTHCPEDIC  ASSCCIATES  CF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster.  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Ralhjen,  MD 


Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATICN  HCSPITAL 
GCNZALES  WARM  SPRINGS 
FCUNDATICN,  INC. 

P.O.  Box  58.  Gonzales,  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy. 

Recreational  Therapy.  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Brown,  MD.  Medical  Director 


RCBERTC  G.  RCLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FDR  REHABILITATICN 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston.  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for 
persons  disabled  by  injury  or  disease.  Inpatient  and  outpatient 
services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by  ; Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitafion  Facilities 


Patient  Services  Coordinator;  713  797-5922  or  in  Texas  1-800-44REHAB 


PLASTIC  SURGERY 


DRTHDPAEDIC  FDDT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


SDUTHWEST  CRTHCPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal.  MD 
Scott  O.  Paschal,  MD 
L,  T.  Johnson,  MD 
Kenneth  Driggs,  MD 


HDUSTDN  PLASTIC  SURGERY  ASSCCIATES 

Simon  Fredricks,  MD.  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD.  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS.  MD,  FACS  Steven  M.  Hamilton.  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston.  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  PA,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P.  0.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


Texas  Medicine 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 
Raymond  A.  Faires,  MD,  FACS 
Larry  E.  Reaves,  MD 


Aesthetic,  Plastic,  Reconstructive,  Hand  & Microsurgery 

800  8lh  Ave.,  Suite  606,  Fort  Worth,  Texas  76104 
817  335-4752,  817  332-9441,  817  335-4755 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  ol  Surgery 
DIplomate  American  Board  ol  Plastic  Surgery 

Plastic  Surgery 

771 1 Louis  Pasteur  Drive,  Suite  801 , San  Antonio,  Texas  78229 
Telephone:  Ottice  512  696-2390;  Medical  Exchange  512  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  ol  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned  patients.  Care  lor 
every  phase  of  burn  trauma  will  be  provided  from  resuscitation  to  late  rehabilitation. 


John  E.  Carter,  MD 
Lebaron  W,  Dennis,  MD 
Michael  M,  Duffy,  MD 
Joe  Ford,  MD 
David  Mclnnis,  MD 


Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith.  MD 
Millie  Smith,  Coordinator 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate.  ABPN;  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane.  Dallas,  Texas  75231 ; 214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephohe  817  335-9409 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 
Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larne  Arnold,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 


Gretchen  Megowen,  MD 
John  L.  Peake,  MD 
Rebecca  M.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood.  MD 
John  M.  Zimburean,  MD 


Offices  ; Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City, 
Irving  Health  Care  System  Phone  214  247-1150 


RADIATION  ONCOLOGY 


BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PSYCHIATRY 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road.  Suite  120 
Dallas.  Texas  75237;  214  296-6241 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and  Adolescent, 
Substance  Abuse,  Short-Term,  ACCEL,  and  Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett.  MD 
Ernest  N.  Brownlee,  MD 
Tom  G.  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Joseph  P Gaspari,  MD 
David  J,  Korman,  MD 

P.  O,  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  75228 


Jerry  M.  Lewis,  III.  MD 
Ruth  A.  MarDock,  MD 
Charles  G.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C,  Payne,  MD 
Glen  T,  Pearson,  MD 
Catherin  A.  Roberts,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 
Paula  Dobbs-Wiggins,  MD 


214  381-7181 
1-800-426-4944 


Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


WILLIAM  G.  BRELSFORD,  MD 

Diplomate  American  Board  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Arthritis  Center 

801  Medical  Cr.  Dr.,  Suite  D 

Longview,  Texas  75601;  214  753-5803 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 
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THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

•Also  certificate  of  special  qualification  in  general  vascular  surgery. 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams.  Fort  Worth.  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander.  MD  A.E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay.  MD.  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane.  Suite  230,  Dallas.  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone.  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 

C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th.  Suite  114,  Abilene,  Texas  79601 
91 5 673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available 
to  TMA  members  at  $48.00  per  column  inch  per 
month  and  listings  must  run  for  a minimum  of  six 
months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes, 
or  cancellations  should  be  sent  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of 
the  month  preceding  publication  month. 
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Texas  Medicine 


“Senior  Patient  is  a 
very  readable  journal 
that  helps  me  deal  with 
my  frustrations  in  treating 
older  patients.  It’s  a real 
pearl.  Why  don’t  you  read 
the  next  issue?” 


SENIOR 

pATlEtjT 


Senior  Patient 
4530  West  77th  St 
Minneapolis,  MN  55435 
(612)  835-3222 


With  every  puff,  your  health  could  be  going  up  in  smoke. 

If  you’d  like  to  kick  the  habit  but  you  need  help,  call  your  local 
American  Cancer  Society  office. 

It  could  be  the  first  step  to  quitting  for  life. 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Associate  Director  of  university-affiliated,  community-based 
family  practice  residency  program.  Full-time  university  faculty 
appointment.  Prior  clinical  and  teaching  experience  desirable. 
Must  be  board-certified  in  Family  Medicine  or  residency 
trained  and  eligible  for  certification.  Send  C.V.,  cover  letter 
and  3 letters  of  reference  to  D.  Clifford  Burross,  M.D.,  Pro- 
gram Director,  1301  3rd  Street,  Wichita  Falls,  Texas  76301, 
Equal  opportunily  employer. 

Assistant  Professor/Associate  Director,  university-affili- 
ated family  practice  residency  program.  Board-certified.  Resi- 
dency trained,  academic/research  experience  preferred.  Ex- 
perience in  vasectomies,  colposcopy,  obstetrical  ultrasound 
and  obstetrics  desired.  CV  and  cover  letter  to  Dr,  W.  D.  Ever- 
ett. John  Peter  Smith  Hospital,  1500  South  Main,  Fort  Worth, 
TX  76104.  Equal  opportunily  employer. 

Faculty  position  for  nurse  at  major  medical  school,  depart- 
ment of  pediatrics.  Qualifications:  Master's  or  doctoral  prepa- 
ration. Clinical  expertise  in  Pediatrics  and  Experience  in  both 
university  or  private  practice  settings.  Position  Description: 
Nurse  faculty  member  will  report  to  Chairman.  Areas  of  re- 
sponsibility include  liaison  efforts  with  community  physicians, 
developing  new  referral  patterns,  and  enhancing  communica- 
tion between  referring  and  attending  physicians.  Other  duties 
include  administration  of  certain  ambulatory  center  and  teach- 
ing programs.  Personal  research  and  publication  important. 
The  University  of  Texas  is  an  Equal  Opportunity  Employer. 
Women  and  minorities  are  encouraged  to  apply.  Contact  Dr. 
Jan  van  Eys,  Department  of  Pediatrics,  UT  Medical  School, 
RO.  Box  20708,  Houston,  Texas  77225.  713  797-4555. 


Dermatology 

Dermatologist  needed  for  50  member  multispecialty  group 
In  North  Texas.  Excellent  ready  made  practice.  Call  the  Lewis 
Group  1-800-666-1377. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817  336-8600  or 
write  Emergency  Medicine  Consultants,  PA:  1525  Merrimac 
Circle.  Suite  107,  Fort  Worth.  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group  needs  ex- 
perienced ER  physician.  Fee-for-service  with  guarantee. 
Contact  Greater  Houston  Emergency  Physicians  Associates, 
P.  O.  Box  7445,  Houston,  Texas  77248:  713  861-7942. 

San  Angelo — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr.  days,  50  weeks/year.  Profit  sharing  above  guar- 
antee. Contact  Wayne  Williams,  MD,  915  942-8611, 
Shamrock  Clinics,  4208  College  Hills,  San  Angelo,  Texas 
76904. 

Texas — Full-Time  ED  positions  available  in  North  Texas 
area.  Small  group,  flexible  scheduling.  ACLS  and  US  educa- 
tion required.  Send  CV  to  Ms.  Neu,  Numed  Systems.  P.  O. 
Box  2122,  Denton.  Texas  76202. 

Texas;Dallas/Fort  Worth  and  East  Texas — Full-time  posi- 
tions available  with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine.  Op- 
portunities include  staff  and  directorship  positions,  in  high  vol- 
ume, Level  1 Trauma  Centers,  as  well  as  smaller  community 
hospitals.  We  offer  very  desirable  geographic  locations  in- 
cluding the  Dallas/Fort  Worth  area.  East  Texas,  Amarillo,  and 
Austin.  Competitive  compensation  rates  range  from  $85,000 
to  $150,000  annually.  Positions  available  for  both  part-time 
and  full-time  emergency  medicine  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic  settings. 
Contact  Brenda  Lancaster,  Vice  President,  Professional  Ser- 
vices, EmCare,  Inc.,  3310  Live  Oak,  Suite  400,  Dallas,  Texas 
75204  or  call  collect  214  823-6850,  out  of  state 
1-800-527-2145. 

San  Antonio — Full  time  position  available  as  independent 
contractor  with  fee  for  service  billing.  Moderate  patient  flow: 
Level  II  trauma:  no  pediatrics.  Excellent  reimbursement  & 
backup.  For  more  information  contact  CSH,  M.D.  512  344- 
0404.  1840  Lockhill-Selma  #102,  San  Antonio,  Texas  78213. 


Family/General  Practice 

Board  Certified  Famiiy  Physician  needed  in  Texas  commu- 
nity of  150,000.  Call  sharing  arrangement  available  with  two 
board  certified  FPs.  No  OB.  Modern,  356-bed  hospital  offer- 
ing generous  incentive  package  to  qualified  physician.  For 
information,  without  cost  or  obligation,  please  contact:  Physi- 
cian Resource  Network,  P.O.  Box  37102,  Fort  Worth.  Texas 
76117-8102:817  595-1128. 


Texas  Community  of  8,000  (trade  area  16,000)  seeks  BC/ 
FPs  for  group.  One  young  BC  physician  recruited,  available 
for  call  sharing.  New  hospital  under  construction.  Sound 
economy:  good  schools;  airport.  Generous  incentive  package 
including  income  guarantee,  relocation,  office  space,  more. 
Physician  Resource  Network,  P.  O.  Box  37102,  Fort  Worth, 
Texas  761 17-8102;  817  595-1 128 


Medical  Director 

• F/T  Family  Practitioner  with  Texas  License; 
BE/BC  Preferred 

• Must  Provide  Ambulatory  Care, 

Including  Obstetrics 

• Must  Provide  Hospital  In-Patient  Care 

• No  Financial  Investment  Necessary 

• Very  Competitive  Salary 

The  tadlity  is  located  in  a very  pleasant  community 
(population  1 8 ,000)  at  the  toot  of  the  Texas  Hill  Country, 

70  miles  southwest  of  San  Antonio. 

Send  CV  with  references  to:  Executive  Director,  Uvalde  County 
Clinic,  Inc.,  1009  Gamer  Reid  Rd.,  Uvalde,  Texas  78801.  EOE. 


Two  board  certified  family  physicians  seek  third  associate 
for  busy  practice  in  West  Texas  community.  Friendly  town, 
good  schools.  Within  35  minutes  of  larger  city.  Very  lucrative 
financial  situation.  Excellent  for  pilot  physician.  Contact;  Phy- 
sician Resource  Network,  P.  0,  Box  37102,  Fort  Worth,  Texas 
76117-8102:817  595-1128. 

Well  established  reputable  multispecialty  clinic  is  seeking 
a family  practice  physician,  preferable  American  graduate. 
Clinic  located  in  a thriving  industrialized  area  30  minutes  from 
Houston  and  15  minutes  from  Galveston.  Close  proximity  to 
excellent  educational  facilities,  universities,  colleges  and 
recreational  areas.  May  begin  immediately,  excellent  salary, 
income  proportional  to  effort.  Please  forward  C.V.  or  contact 
Dr,  Faus,  Beeler-Manske  Clinic,  P.  O.  Box  3333,  Texas  City, 
Texas  77592-3333;  409  948-8521  (Collect). 

Family  Practitioner — Mediclinic,  a progressive  multiclinic 
system  specializing  in  family  and  industrial  medicine  has  im- 
mediate openings  in  the  Houston  area  for  board  eligible/cer- 
tified  family  practitioners.  We  offer  choice  clinic  locations  with 
generous  guaranteed  income  and  benefits  package.  Please 
send  CV  to  M.  Fazlani,  MD,  Chief  Medical  Director,  Medi- 
clinic, 6604  Southwest  Freeway,  Houston,  Texas  77074;  or 
call  713  783-4707. 

Solo  family  practitioner  seeking  associate  for  general  fam- 
ily practice  with  no  OB.  Fully  turnished  office,  lab  and  x-ray  on 
premises,  beautiful  modern  clinic.  Rotating  call  at  nearby  hos- 
pital with  3-4  nights  per  month  and  one  weekend  every  five 
weeks.  Guaranteed  salary  option  available.  Located  within  90 
minutes  of  Austin,  San  Antonio.  Houston.  Buy  in  or  buy  out 
available.  Good  solid  income  practice.  Position  available  im- 
mediately. Please  reply  to  Ad-717,  TEXAS  MEDICINE  1801 
North  Lamar  Blvd.,  Austin.  TX  78701. 

Houston.  “Texas  Licensed  Physicians  ”,  Family  Practice  or 
G.P.,  ER.  Hospital  based,  full-time  positions,  physician  ori- 
ented multi-specialty  group,  with  a minimum  guarantee.  Send 
CV 

or  contact:  713  464-4633  or  P.  0.  Box  55447,  Houston,  TX 
77255. 

BC  Family  Practitioner  to  estabiish  private  practice  associ- 
ated with  99  bed  hospital  in  West  Texas  town  of  12,000  plus. 
Income  guarantee,  malpractice  insurance  assistance,  and 
other  local  Incentives.  Contact;  Thomas  R.  Hockwalt,  CEO, 
Cogdell  Memorial  Hospital.  Cogdell  Center,  Snyder,  Texas 
79549;  91 5 573-6374. 

Family  Physician,  Southeast  Texas — A busy,  well- 
established.  board-certified  Family  Physician,  practicing  in 
Beaumont,  is  now  seeking  an  associate  to  join  his  expanding 
practice.  Flexible  financial  arrangements.  Send  your  CV 
to:  Manager,  Professional  Relations,  Dept.  II-09C,  P.O.  Box 
1438,  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 

FP/GP  Tyler/Dallas  Region.  I am  a 31  y/o  M.D.  in  Canton, 
(one  hour  from  Dallas,  30  minutes  from  Tyler,  near  Lake 
Fork).  I need  help!  There  is  no  call,  OB.  or  hospital  work  re- 
quired. Requirements:  Must  be  personable,  Christian,  clean 
cut.  and  a non-smoker.  I am  also  recruiting  someone  tor  a 
clinic  in  Mineola  with  the  same  arrangement.  In  both  cases 
there  will  be  no  financial  obligation  to  you  and  you  will  be 
guaranteed  $90,000  (negotiable).  In  addition  the  facilities  are 
new  with  the  most  advanced  equipment  including  flex-sig., 
stress  test,  hotter,  echo,  and  much  more.  Call  Dr.  Morris 
seven  days/week.  21 4 567-4841 . 

Physician  wanted  for  busy  Central  Texas  General  Prac- 
tice. Opportunity  lor  partnership.  Three  person  clinic.  New  40- 
bed  hospital.  Clinic  & hospital  practice,  obstretrics  included. 


Good  income.  Close  to  Houston,  Austin  & San  Antonio. 
Please  reply  to  Ad  #730,  TEXAS  MEDICINE,  1 801  N.  Lamar, 
Austin,  TX  78701. 

Northeast  Texas— Regional  medical  center  seeks  BC  tamily 
physicians  to  establish  group  in  desirable  community  of 
27,000  (referral  area  150,000).  Strong  economy,  excellent 
schools:  many  recreational  and  social  opportunities.  Modern 
hospitals.  Incentive  package,  including  assistance  with  office 
building.  Physician  Resource  Network,  P.  O.  Box  37102,  Fort 
Worth,  Texas  76117-8102;  817  595-1128. 

Within  one  hour  of  Dalias — Two  family  physicians  seek 
third  associate  for  group  practice  near  lake  area.  Attractive, 
fully  equipped  office.  Ultra-modern  hospital.  Shared  call,  com- 
petitive incentive  package  to  qualified  physician.  For  informa- 
tion, without  cost  or  obligation,  please  contact:  Physician  Re- 
source Network,  P.  0.  Box  37102,  Fort  Worth,  Texas 
76117-8102;  817  595-1128. 


Our  clients 
are  particular. 

So  are  we. 

••• 

The  PRN  Physicians  III 

locum  tenens  opportunities 
for  physicians  who  qualify 

Toll-free  1-800-531-1122 


Write  or  call 
for  complete  details. 

The  PRN  Physicians 

1000  N.  Walnut,  Suite  B 
New  Braunfels,  Texas  78130 


Name 


Street 


City 


State  Zip 


For  immediate  consideration 
FAX  us  your  c.  v. 

FAX  No.  512-629-1234 


East  Texas — Community  of  approximately  3,500  (referral 
area  14,000)  seeks  board  certified  family  physician.  Shared 
call  with  two  board  certified  family  physicians.  Financially 
sound,  48-bed  hospital  in  community.  Recreational  mecca; 
hunting,  fishing,  water  sports.  Competitive  incentive  package 
to  qualified  physician.  Physician  Resource  Network,  P.  O.  Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 


Vultime  8S  Sep/embei-  1989 


Within  one  hour  of  Austin  and  San  Antonio — Community 
of  5.000  (referral  area  24,000)  seeks  board  certified  family 
physician.  Shared  call  with  two  other  family  physicians;  OB 
needed.  Financially  sound,  30-bed  hospital  offering  competi- 
tive incentive  package  to  qualified  physician.  Physician  Re- 
source Network.  P.  0.  Box  37102.  Fort  Worth,  Texas 
76117-8102:817  595-1128. 

Panhandle  community  of  3,000  seeks  two  family  physicians 
for  referral  area  of  approximately  10,000.  43-bed  hospital 
offering  generous  incentive  package  including  relocation,  in- 
come guarantee,  free  office  space,  and  more  to  qualified  can- 
didates. For  information,  without  cost  or  obligation,  please 
contact:  Physician  Resource  Network,  P.  0.  Box  37102,  Fort 
Worth,  Texas  761 17-8102:  817  595-1128. 

Practice  Opportunity:  Partner — Board  Certified  family 
practice.  Established  practice.  Growing.  New  Facility.  6,600 
population  plus  surrounding  rural  area,  Texas.  Call:  Yvonne 
Haug,  M.D.  512  997-7626  Day,  512  997-2916  Nights. 


Five  family  practitioners  needed  in  Amarillo, 
Texas  and  the  Texas  Panhandle.  Opportu- 
nities available  with  organized  or  solo  prac- 
tices. 

Conservative  communities  offering  a variety 
of  educational  and  cultural  facilities  and 
activities.  Moderately  low  cost  of  living. 
Family-oriented  environments  with  strong 
school  systems. 

Recreational  facilities,  area  lakes  and  snow 
sking  nearby. 


TEXAS  , a great  place  to  live' 


5,000  Residents  per  physician  practicing  here  now!  New 

Physician's  office  building  adjacent  to  112-bed  Village  Oaks 
Regional  Hospital  in  rapidly  developing  area  in  Northeast  San 
Antonio/Bexar  County  open  to  most  specialties.  Negotiable 
terms  for  easy  rapid  practice  set-up  for  "relocation  ".  Toepper- 
wein  Medical  Center,  512  653-9898,  Sam  Jorrie. 

Family  Practitioner — Memorial  Hospital  of  Nacogdoches  is 
very  interested  in  recruiting  a Family  Practitioner  to  this  East 
Texas  community.  Memorial  Hospital  is  a 204  bed,  general 
acute  care  facility  operated  by  Nacogdoches  County  Hospital 
District.  Nacogdoches  is  located  in  the  beautiful  Piney  Woods 
of  East  Texas  with  Stephen  F.  Austin  State  University  as  the 
center  of  its  activity,  Nacogdoches  is  a beautiful  community  to 
raise  a family  and  is  built  around  a strong  economy  with  low 
unemployment.  Interested  applicants  should  apply  to  Kenneth 
E.  Worley.  Associate  Administrator.  Memorial  Hospital,  1204 
Mound  Street,  Nacogdoches,  Texas  75961, 

Family  Practice  Doctors  needed  immediately  for  growing 
multispecialty  clinics.  Contact  the  Lewis  Group  1-800- 
666-1377. 


Internal  Medicine 

Internist  with  or  without  cardiology  needed  for  busy  office. 
Opportunities  are  unlimited  for  hard-working  and  caring  physi- 
cian who  wants  to  do  better  than  average.  Salary  for  the  first 
year  is  $100,000  plus,  with  option  to  take  over  the  practice. 
Call  214  586-0776  or  write  Vincent  H Wang,  MD,  1005  S. 
Jackson,  Jacksonville.  Texas  75766. 

Five  American  trained.  BC  internists  seek  compatible  as- 
sociate for  busy  group  practice  in  Texas  community  of 

100,000  ( . Office  adjacent  to  modern  250-bed  hospital.  Ex- 
cellent call  arrangement,  salary  and  benefits.  Full  associate 
status  in  second  year.  Contact:  Physician  Resource  Network, 
P.  O.  Box  37102,  Fort  Worth,  TX  76117-8102:817  595-1128. 

Northeast  Texas — Medical  staff  of  regional  medical  center 
seeks  board  certified  internist.  Share  call  w other  internists. 
Office  adjacent  to  modern  200-bed  hospital.  Family  oriented 
community  w'strong  economy;  excellent  schools.  Many  recre- 
ational and  social  opportunities.  Competitive  incentive  pack- 
age. Contact:  Physician  Resource  Network,  P.  O.  Box  37102, 
Fort  Worth,  Texas  761 17-8102:  817  595-1128. 

East  Texas — Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of  approximately  12,000  (re- 
ferral area  50,000),  Shared  call  and  overhead.  Ultra-modern, 
100-bed  hospital.  Attractive  community;  many  social  and 
recreational  opportunities.  One  hour  from  Dallas.  Competitive 
incentive  package.  Contact:  Physician  Resource  Network,  P. 
O.  Box  37102,  Fort  Worth,  Texas  761 17-8102:  817  595-1 128. 


Central  Texas — Attractive  community  of  approximately 

100,000  seeks  board  certified  internists.  Share  call  w'two  BC 
internists.  Office  adjacent  to  modern,  100-bed  hospital.  Com- 
prehensive incentive  package  including  relocation,  income 
guarantee,  more.  Social  and  recreational  opportunities 
abound  in  this  attractive  university  environment.  Physician 
Resource  Network,  P.  O.  Box  37102,  Fort  Worth,  Texas 
76117-8102:  817  595-1128. 

Dallas — Established  practice  In  affluent  neighborhood.  Retir- 
ing physician  needs  caring  and  competent  physician  to  as- 
sume care  of  loyal  patient  base.  Good  age  mix  of  adult  medi- 
cine (only  20%  Medicare).  Annual  net  collections  average 
$335 -rK.  Reasonably  priced  assets.  Financing  available.  Will 
introduce.  Physician  Resource  Network,  P.  O.  Box  37102, 
Fort  Worth.  Texas  76117-8102;  817  595-1128. 

Gastroenterologist — Two  busy  gastroenterologists  seeks 
third  associate  for  group  practice  in  NE  Texas.  Shared  call, 
comprehensive  benefit  package,  early  partnership.  Modern 
hospitals.  Attractive  community  with  strong,  diversified  econ- 
omy: excellent  schools.  Many  social  and  recreational  oppor- 
tunities. Physician  Resource  Network,  P.  0.  Box  37102,  Fort 
Worth,  Texas  76117-8102;  817  595-1128. 

Pulmonologist — Five  man  group  of  American  trained,  board 
certified  internists  seek  compatible  pulmonary  medicine  asso- 
ciate. Texas  community  of  1 00,000+ . Office  adjacent  to  mod- 
ern 250-bed  hospital.  Shared  call,  excellent  income  and  bene- 
fits. Full  associate  status  in  second  year.  Physician  Resource 
Network,  P.  O.  Box  37102,  Fort  Worth,  Texas  76117-8102; 
817  595-1128. 

Internal  Medicine — Medical  staff  seeks  a board  certified  or 
eligible  internist  in  Texas  community  of  55,000  + . Office  adja- 
cent to  modern  318-bed  hospital;  solo  or  associate  practice 
opportunities.  Share  call  with  other  internists.  Family  oriented 
community  provides  metropolitan  opportunities,  plentiful  rec- 
reation and  sport.  Costs  of  relocation  to  the  area,  hire  and 
train  office  staff,  guarantee.  Contact:  David  P.  Brown.  512 
572-5113 

Texas,  Two  General  Internists  (BC.BE)  needed  to  join  ex- 
pending specialty-oriented  medical  group  in  Texas.  University 
community.  Guaranteed  salary  plus  incentive  arrangement 
and  fringe  benefits  first  year.  Contact  Ad  Box  #733,  TEXAS 
MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701. 

College  Station.  Texas-Internists — Busy  two  and  three- 
member  groups  of  General  Internists  here  are  seeking  addi- 
tional members.  College  Station,  located  approximately  90 
miles  from  Houston  and  Austin,  is  home  of  Texas  A&M  and 
boasts  the  lowest  unemployment  rate  in  the  state.  Send  your 
CV  to:  Manager.  Professional  Relations.  Humana,  Inc.,  Dept. 
II-9B,  500  West  Main  Street,  Louisville,  KY  40201-1438.  Or 
call  TOLL-FREE  1-800-626-1590. 


Obstetrics/Gynecology 

OB/GYN — Memorial  Hospital  of  Nacogdoches  is  very  inter- 
ested in  recruiting  a BC.'BE  OB.GYN  to  this  East  Texas  com- 
munity. Memorial  Hospital  is  a 204  bed,  general  acute  care 
facility  operated  by  Nacogdoches  County  Hospital  District. 
Nacogdoches  is  located  in  the  beautiful  Piney  Woods  of  East 
Texas  with  Stephen  F.  Austin  State  University  as  the  center  of 
its  activity.  Nacogdoches  is  a beautiful  community  to  raise  a 
family  and  is  built  around  a strong  economy  with  low  unem- 
ployment. Interested  applicants  should  apply  to  Kenneth  E. 
Worley,  Associate  Administrator,  Memorial  Hospital.  1204 
Mound  Street,  Nacogdoches,  Texas  75961. 

Female  OB/GYN  in  solo  practice  seeking  1 or  2 OB/GYN  to 
expand  in  Central  Texas.  First  2 years  on  salary  than  partner- 
ship. Please  send  inquiries  to  Ad  Box  #736,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  TX  78701 


Ophthalmology 

General  Ophthalmologist  needed  immediately  in  all  parts  of 
Texas.  Excellent  future.  Call  the  Lewis  Group  1-800- 
666-1377. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with  train- 
ing in  hand  surgery  to  work  in  orthopedic  group  in  West  Texas 
city.  Ultimate  lull  partnership  planned.  Medical  school  affilia- 
tion possible.  806  799-1380. 

East  Texas — BC  ORS  seeks  compatible  associate  for  asso- 
ciate practice  in  community  of  approximately  12,000  (referral 
area  50,000).  Shared  call  and  overhead.  Ultra-modern,  100- 
bed  hospital.  Attractive  community;  many  social  and  recre- 
ational opportunities.  One  hour  from  Dallas.  Compefitive  in- 
centive package.  Contact:  Physician  Resource  Network,  P.  O. 
Box  37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Orthopedic  Surgeons-Greater  Houston — Both  a solo  and 
group  opportunity  are  now  available  in  the  Houston  area.  For 
more  information  send  your  CV  to  : Manager,  Professional 
Relations,  P.  0.  Box  1438,  Dept.  II-09D,  Louisville,  KY 
40201-1438.  Or  call  TOLL-FREE  1-800-626-1590. 

asa  


Pediatrics 

Northeast  Texas — Dynamic  group  of  American  trained,  BC 
pediatricians  seek  fourth  associate  for  group  practice  in  at- 
tractive community  of  27,000  (referral  area  150,000).  Family 
oriented  community  with  strong,  diversified  economy;  excel- 
lent schools.  Social  and  recreational  opportunities  abound. 
Modern  hospitals.  Shared  call;  excellent  income  and  benefits: 


early  partnership.  Physician  Resource  Network,  P.  O.  Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128. 

Dallas — Medical  staff  of  modern  hospital  in  Dallas  suburb 
seeks  board  certified  pediatricians  to  accommodate  new 
obstetrical  services.  Excellent  opportunity  for  colleagues  who 
wish  to  practice  together.  Competitive  incentive  package  to 
qualified  candidates.  For  information,  please  contact:  Physi- 
cian Resource  Network,  P.  O.  Box  37102,  Fort  Worth,  Texas 
76117-8102:817  595-1128. 

Central  Texas — Attractive  community  of  approximately 

100,000  seeks  board  certified  pediatricians  and  neonatologist 
for  group  practice.  Office  adjacent  to  modern,  100-bed  hospi- 
tal. Comprehensive  incentive  package  including  relocation, 
income  guarantee,  more.  Social  and  recreational  opportuni- 
ties abound  in  this  attractive  university  environment.  Physi- 
cian Resource  Network,  P.  O.  Box  37102,  Fort  Worth,  Texas 
76117-8102:  817  595-1128. 

Texas-Pediatrician — A Pediatrician  is  needed  to  establish 
practice  in  conjunction  with  the  recruitment  of  a Neo- 
natologist, in  College  Station,  Texas,  the  home  of  Texas  A&M 
University.  Financial  assistance  with  possible  future  group  as- 
sociation. Send  your  CV  to:  Professional  Relations,  Dept. 
II-9A,  P.  0.  Box  1438,  Louisville,  KY  40201-1438. 

Pediatrician — Memorial  Hospital  of  Nacogdoches  is  very  in- 
terested in  recruiting  a Pediatrician  to  this  East  Texas  commu- 
nity. Memorial  Hospital  is  a 204  bed,  general  acute  care  facil- 
ity operated  by  Nacogdoches  County  Hospital  District. 
Nacogdoches  is  located  in  the  beautiful  Piney  Woods  of  East 
Texas  with  Stephen  F.  Austin  State  University  as  the  center  of 
Its  activity.  Nacogdoches  is  a beautiful  community  to  raise  a 
family  and  is  built  around  a strong  economy  with  low  unem- 
ployment. Interested  applicants  should  apply  to  Kenneth  E. 
Worley,  Associate  Administrator,  Memorial  Hospital,  1204 
Mound  Street,  Nacogdoches.  Texas  75961 . 

Pediatricians  needed  for  practice  opportunities  in  all  areas 
of  Texas.  Contact  the  Lewis  Group  1-800-666-1377. 


Psychiatry 

Psychiatrist — new  position  in  expanding  medical  services 
division  of  a community  mental  health  center.  Requires  Board 
Eligible  or  Board  Certified  and  Texas  license.  A base  salary  of 
$73,000.  higher  considering  experience  and  certification. 
Fringe  benefit  package  of  23%  plus  administrative  and  mal- 
practice liability  coverage.  El  Paso  has  more  days  of  sunshine 
than  any  city  in  the  U.S.  Our  average  daily  high  temperature 
in  January  is  57  degrees;  average  nightly  low  temperature  in 
July  Is  70  degrees.  Mountain  resorts  with  skiing  and  fishing 
are  two  hours  away.  A culturally  diverse  major  metropolitan 
area.  El  Paso  has  a population  of  over  500,000.  Bilingual 
Spanish/English  required.  For  more  information  call  or  write 
W M,  Smith.  Personnel  Director,  Life  Management  Center, 
P.O  Box  9997,  El  Paso.  Texas  79990;  915  594-1069. 


Radiology 

Diagnostic  Radiologist — Gulf  Coast  Region,  to  join  solo 
radiologist  at  105  bed  hospital.  Contact  Richard  Allison,  MD. 
Alice  Physicians  and  Suigeons  Hospital,  300  E.  3rd  St.,  Alice, 
Texas  78332,  512  664-4376,  XI 35. 

Northeast  Texas— Busy  radiology  group  seeks  fourth  as- 
sociate. All  modalities,  including  MRI  and  interventional. 
Comprehensive  benefit  package  and  early  partnership.  At- 
tractive community  of  27,000  w/strong,  diversified  economy; 
excellent  schools.  Many  social  and  recreational  opportunities. 
Contact:  Physician  Resource  Network,  P.  O.  Box  37102,  Fort 
Worth,  Texas  76117-8102;  817  595-1128. 

Diagnostic  Radiologist — North  East  Texas.  To  join  4 radi- 
ologists. Family  oriented  community  of  75,000  (service  area: 
200,000).  Excellenf  schools.  Growing  practice.  Contact  Ad 
Box  #735,  TEXAS  MEDICINE,  1801  N.  Lamar  Blvd.,  Austin, 
TX  78701 . 


Other  Opportunities 

Positions  Available-Seeking  BC/BE,  general  internist. 
HEM/ON.  PS,  endocrinologist  to  join  an  established  multi- 
specialty (non-prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124  Dallas 
Street,  San  Antonio,  Texas  78205. 

Neurologist — Regional  medical  center  serving  150,000  in 
NE  Texas  seeks  BE/BC  neurologist  for  associate  practice  or 
solo  sharing  call  with  BC  neurologist.  Family  oriented  commu- 
nity with  strong  economy,  excellent  schools.  Many  social  and 
recreational  opportunities.  Competitive  incentive  package. 
Contact:  Physician  Resource  Network,  P.  0.  Box  37102,  Fort 
Worth,  TX  76117-6102:  817  595-1128. 

We  have  full  and  part-time  locum  tenens  opportunities 
available  in  all  specialties  with  guaranteed  incomes  and  paid 
malpractice.  For  more  information,  contact  John  Smith, 
Locum  Tenens,  Inc.  (A  Division  of  Jackson  and  Coker),  400 
Perimeter  Center  Terrace,  Suite  760  TMLT9,  Atlanta.  GA 
30346,  telephone  1-800-544-1987. 

South  Texas  Multispecialty  Group— 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC/BE  phy- 
sicians: OBG,  pediatrics,  FP.  Well-established  25  year  old 
practice  rapidly  expanding  into  multispecialty  group  due  to  in- 
creased patient  base.  Design  award-winning  new  facility 
offering  complete  lab,  x-ray,  family  practice,  general  surgery, 
cardiology,  PM  & R.  and  ophthalmology  services  already  es- 
tablished. Texas  licensed  and  Medicare  certified  out-patient 
surgery  center  on  site.  Enlarging  present  facility  and  will  open 
satellite  office  in  future.  Guaianteed  salary  and  competitive 


Texas  Medicine 


benefits  including  professional  liability,  administrative  and 
staff  support,  affiTiation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities  in 
both  out-patient  and  hospital  practice.  Dedication  to  high 
quality,  excellent  patient  empathy  and  communication  skills 
mandatory  Leadership  skills  and  entrepreneurial  interest  in 
practice  desirable.  Tremendous  growth  potential.  Send  CV 
references  and  current  photo  to  Robert  A.  Payne.  Admin- 
istrator, Gonzaba  Medical  Group.  720  Pleasanton  Road,  San 
Antonio,  Texas  78214. 

Cardiology— El  Paso,  Texas.  Join  three  BC  cardiologists 
lor  growing  invasive/noninvasive  practice;  affiliation  with  330- 
bed  medical  center,  active  cardiac  surgery  program.  Attrac- 
tive salary,  benefits;  new  clinic  in  1990.  530,000  city  popula- 
tion. Phil  Kelbe,  Fox  Hill  Associates.  250  Regency,  Mil- 
waukee, Wisconsin  53186,  1-800-338-7107. 


Extend  the  borders 
of  your  career. 

It’s  possible  with  an  overseas 
opportunity  through  AMI  Saudi 
Arabia  Ltd.  Opportunities  are 
now  available  in  the  Saudi 
Arabian  cities  of  Al  Baha, 
Dhahran  and  Riyadh  for: 

Physicians 

Qualified  candidates  will  be 
U.S.  Board  Certified  with 
specialization  in  one  of  the 
following: 

■ Ophthalmology 

■ Internal  Medicine 

■ Family  Practice 

Your  locum  tenens  or  1-2  year 
assignment  in  Saudi  Arabia 
features: 

□ Potential  tax  advantages 

□ Free,  fully  furnished  housing 

□ On-site  recreation  center 

□ Generous  holiday  and 
vacation  benefits 

□ Numerous  travel  opportunities 

□ Excellent  medical/dental/life 
insurance  plan 

Discover  how  far  your  career 
plans  can  take  you.  Find  out 
more  by  calling  or  forwarding 
resume  to: 

Arabian  Medical 
International,  Inc. 

5718  Westheimer,  Suite  1810 
Houston,  TX  .77057 
Call  (800)  537-1026 
In  Houston,  call  975-9000 

SAUDI  ARABIA  LTD. 

Where  your  ambitions  can  take  you. 


CARDIOLOGY 

ENT 

FAMILY  PRACTICE 
INTERNAL  MEDICINE 
PULMONOLOGY 

Progressive  medical  center  30 
miles  north  of  Houston  offering 
outstanding  practice  opportunities. 
Relocation  amenities  include;  in- 
come guarantee,  rent  assistance, 
personnel  salary  assistance,  prac- 
tice management,  and  an  aggres- 
sive marketing  program  to  aid  in 
building  practice  clientele. 

For  consideration  call,  day 
or  night,  1-800-635-0187 
or  send  CV  to; 

Jackie  Rowles,  Director 

Physician  Recruitment 

Charter  Regional 
Medical  Center 

300  E.  Crockett 
Cleveland,  Texas  77327 


EXJCHARTER  REGIONAL 
iltSMEDICAL  CENTER 

ISI  A Charter  Medical  Facility 


Rheumatology— El  Paso,  Texas.  Partnership  with  BC 
rheumatologist.  Diverse  practice  includes  clinical  research. 
Modern  330-bed  hospital  with  strong  orthopedic  and  re- 
habilitatioh  program.  Three-physiciah  call  schedule,  excellent 
income  potential.  530,000  city  population.  Phil  Kelbe.  Fox  Hill 
Associates.  250  Regency,  Milwaukee.  Wisconsin  53186, 
1-800-338-7107. 

Permanente  Medical  Association  of  Texas— Rapidly  ex- 
panding, multispecialty  group  practice  in  Dallas'Fort  Worth 
seeking  BE/BC  physicians:  anesthesiology,  dermatology, 
family  practice,  gastroenterology,  general  surgery,  internal 
medicine,  neurology.  OB/GYN,  oncology,  ophthalmology, 
orthopedics,  otolaryngology,  pediatrics,  psychiatry,  radiology, 
urology,  cardiology,  pulmonary  and  urgent  care.  Extensive 
benefit  package.  Send  CV  or  contact:  Executive  Medical  Di- 
rector, 12720  Hillcrest,  Suite  600,  Dallas,  TX  75230,  214 
458-5012.  Equal  Opportunity  Employer. 

Texas  Gulf  Coast  Oncologist — BC/BE  Oncologist  sought  to 
join  established  three  physician  oncology  group  located  in 
hospital  affiliated  multidisciplinary  cancer  center.  Medical  sup- 
port includes  all  medical  specialties,  state-of-the-art  radiation 
therapy,  MRI,  CT,  and  apheresis.  City  of  1 30,000  offers  excel- 
lent lifestyle  and  is  located  near  metropolitan  Houston.  Send 
CV  to  Beaumont  Oncology  Associates,  McFaddin  Ward  Can- 
cer Center.  690  N 14th  Street,  Beaumont,  Texas  77702 

Allergist — Established  pediatric  and  adult  allergy  prac- 
tice available  in  major  metropolitan  area  of  northeast  Texas. 
For  information,  without  cost  or  obligation,  contact:  Physician 
Resource  Network,  P.  O.  Box  37102,  Fort  Worth,  Texas 
76116-8102:817  595-1128. 

General  Surgeon — Texas  community  of  8,000  (referral  area 
16,000)  seeks  board  certified  general  surgeon.  Nearby  sur- 
geon available  for  call.  New  hospital  under  construction. 
Sound  economy;  good  schools,  airport.  Generous  incentive 
package  including  income  guarantee,  relocation  allowance, 
office,  more.  Contact:  Physician  Resource  Network,  P O Box 
37102,  Fort  Worth,  Texas  76117-8102;  817  595-1128 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbell  States 
Call  1-800-284-4560 

Houston  786-3722  Reuben 

or  send  CV  11140  Westheimer  R , q ^ j t e i n 

Suite  144  

Houston.  TX  77042  & Associates 


Urologist,  Texas  Gulf  Coast — A well-established,  board 
certified  Urologist  in  Beaumont  (service  area  300.000)  is  now 
seeking  an  associate.  Opportunity  to  take  over  this  long-time 
practice  in  near  future.  Send  CV  to:  Manager.  Professional 
Relations,  Humana,  Inc.,  Dept.  II-09B.  500  West  Mam  St., 
Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590 

Neurologist.  San  Antonio — A large,  multi-specialty  group  in 
the  Alamo  City  is  now  seeking  to  add  a Neurologist  to  their 
staff.  Primarily  a clinical  practice  with  excellent  amenities. 
Send  CV  to  : Manager,  Professional  Relations,  P.  O.  Box 
1438,  Dept,  II-09C,  500  West  Main  St.,  Louisville.  KY 
40201-1438.  Or  call  TOLL-FREE  1-800-626-1590. 

Well  established  two-physiclan  ENT  group  in  West  Hous- 
ton seeks  third  BC  BE  otolaryngologist.  Full  range  otorhino- 
laryngology, head  and  neck  surgery  and  allergy  practice. 
Contact:  Administrator,  Center  for  Ear  Nose  and  Throat,  950 
Corbindale,  Suite  220,  Houston,  Texas  77024.  713  461-4180. 

Austin  ENT.  Allergist,  Oncologist,  Orthopedic  Surgeon, 
Cardiologist,  Pulmonologist.  Other  Specialists — Busy  rural 
primary  care  multispecialty  clinic  seeking  Austin  area  spe- 
cialists for  one  day  week  specialty  clinic.  Large  office  space, 
fully-equipped  with  lab/xray.  Highland  Lakes  area  one  hour 
from  Austin.  Contact  S.  Thomas,  M.D.,  1001  Buchanan,  Suite 
4,  Burnet,  TX  7861 1.512  756-7339. 


Practice 

Makes 

Perfect 

In  Arkansas 

Practice  opportunities 
available  statewide  for 
qualified  physicians. 
Excellent  incentives. 

For  more  information, 
contact  Office  of 
Primary  Care, 

Arkansas  Department 
of  Health,  4815  W. 
Markham,  Little  Rock, 
AR  72205-3867. 

Phone  501/661-2194.  . 

b J 


General  Surgeon — BC  General  Surgeon  seeking  BE'BC  as- 
sociate. Busy  growing  practice  in  Highland  Lakes  area  of  Hill 
Country.  New  hospital  to  be  constructed.  Dynamic  area  with 
excellent  growth  potential.  Excellent  income  potential  with 
generous  time-off.  Contact  Griff  Thomas.  M.D . 1001 
Buchanan.  Suite  4,  Burnet,  TX  78611.  512  756-7339. 

General  Surgeon — Board  Certified,  sought  to  establish  pri- 
vate practice  associated  with  99-bed  hospital  in  West  Texas 
town  of  12,000  plus.  Income  guarantee  and  other  financial  in- 
centives are  available.  Contact  : Thomas  R.  Hochwalt.  CEC, 
Cogdell  Memorial  Hospital,  Cogdell  Center,  Snyder,  TX 
79549;  915  573-6374. 

Rheumatologist — Board  eligible  or  certified  to  join  another 
BC  rheumatologist  and  a general  internist.  The  growth  ol  the 
rheumatology  portion  of  the  practice  is  responsible  for  this 
opportunity.  Guarantee  plus  productivity,  extensive  benefit 
package-including  moving  expenses.  Location  is  in  the  lower 
Rio  Grande  Valley  contiguous  to  the  Texas  Gulf  Coast  and  is 
currently  experiencing  rapid  expansion.  Ad  Box  #732. 
TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701. 

Texas.  Expanding  Specialty-Oriented  Medical  Group  seek- 
ing BC,  B/E  cardiologists,  diabetologist,  gerontologist, 
gastroenterologist,  pulmonologist,  oncologist,  rheumatologist 
and  a physical  medicine  and  rehabilitation  specialist.  Univer- 
sity community.  First  year  salary  guaranteed  plus  incentive 
arrangement  and  fringe  benefits.  Contact  Ad  Box  #733, 
TEXAS  MEDICINE.  1801  N.  Lamar,  Austin,  TX  78701, 

Full-time  Medical  Director  for  a large  insurance  company. 
B.C./B.E.  in  family  practice,  internal  medicine  or  insurance 
medicine  preferred.  Send  C.V.  to  Dr.  Lloyd  Gregory.  M.D., 
American  General  Lite  Insurance  Company,  PL-01 . P C.  Box 
1931,  Houston,  Texas  77251.  We  are  an  equal  opportunity 
employer 
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SUBSTANCE  ABUSE  CENTER 

Developer  seeks  doctor  interested  in  establishing 
a substance  abuse  center  to  be  located  in  a 
remote  area  of  the  Texas  Hill  Country.  Existing 
home  on  75  acres  virith  spectacular  view  of  lakes. 
Patients  can  enjoy  nature  walks  and  wildlife. 

KIRBY  ALBRIGHT  214/644-4101 
9535  FOREST  LANE  #100,  DALLAS.  TX  75243 


Family  Practitioner,  Orthopaedic  Surgeon.  Urologist,  ENT 

needed  immediately  for  solo  and/or  group  practice  in  Stut- 
tgart, Arkansas,  the  Rice  and  Duck  Hunting  capital  of  the 
world.  Modern  hospital  facilities  and  equipment.  Family  ori- 
ented community.  Excellent  schools.  Call  Jim  Bushmaier  at 
501  673-3511. 


Internal  Medicine  Practice  For  Sale — Office  adjacent  to 
major  hospital  on  Corpus  Chnsti  Bay.  Established  practice 
with  growth  potential.  Present  owner  will  introduce  you  to 
community.  Write:  J.  F.  Wetegrove,  M.D.,  247  Aberdeen  Ave., 
Corpus  Christi,  Texas  7841 1 , 

El  Paso — Well-established,  low  pressure  family  practice 
on  West  Side,  Grossing  $180,000.  Excellent  earnings. 
Leased  office;  $60,000  equipment  value.  Price  $75,000. 
Terms.  Contact  Simmons  and  Associates  915  833-3814. 

Selling  Your  Practice?  We  offer  on-site  appraisals,  practice 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices. We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write;  Practice  Dynamics.  Dept.  T,  P,  0.  Box 
821398,  Houston,  Texas  77282;  713  531-0911 

F.P.  Practice  For  Sale — Abilene  vacinity.  Small  community. 
Well  established  practice.  Contact  Gary  Clinton.  PMA,  Prac- 
tice Sales  Appraisals  214  327-7765. 


Primary  Care  Doctors  needed  immediately  for  part  time  full 
time  opportunities  in  Central  Texas.  Call  the  Lewis  Group 
1-800-666-1377. 


OPPORTUNITIES  SOUGHT 

Physician  Seeking  Position — Mao  trained  Thoracic  Vas- 
cular Surgeon.  Seeking  an  opportunity  where  there's  a real 
need  for  such  a surgeon.  Contact  Texas  Doctors  Group,  P.  O. 
Box  177,  Austin.  TX  78767. 


HAND 

SURGEON/GENERAL 

SURGEON 

Desires  multispecialty  group  or  partnership. 

Available  January  1991. 

Contact  Ad  Box  #731 , TEXAS  MEDICINE, 
1801  North  Lamar,  Austin,  Texas,  78701. 


Cardiology  Practice — Opportunity  to  take  over  a 12  year 
old,  busy,  cardiology  practice.  Good  Echo  & Doppler  Labs. 
Two  Cath  Labs.  Angioplasty  and  Open  Heart  Surgery  in  town. 
Call  214  794-3276  (office)  or  214  832-3965  (home)  or  Write: 
Abdul  Waheed,  M.D.,  P.A.,  P.  O.  Box  7675.  Texarkana,  TX 
75505. 

Profitable  ENT  practice  ready  to  sell  in  Houston  area.  Call 
the  Lewis  Group  1-800-666-1377. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Signature  Loans  S5,000-$60,000  for  Physicians.  Use  for 

any  need.  No  points  or  fees.  Competitive  rates.  Level  pay- 
ments up  to  six  years.  Call  1-800-331-4952.  MediVersal  Dept. 
114. 

Physician's  signature  loans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Competitive  fixed  rate.  Physicians  Service  Association, 
Atlanta,  Georgia.  Toll  free  1-800-241-6905  Serving  MDs  for 
over  10  years. 


FOR  SALE  OR  LEASE 

Medical  Equipment 


Attorney — representing  the  physician  in  professional 
matters.  Including;  TSBME  formal  and  informal  hearings; 
medical  staff  privileges;  contracts;  professional  associations: 
partnerships;  and  leases.  Robert  j.  Ratcliffe,  1104  Nueces, 
Suite  4.  Austin.  Texas  78701;  512  477-2335.  (Fully  licensed 
attorney  in  Texas  and  Tennessee;  not  certified  as  to  specialty: 
1979  graduate  Vanderbilt  University  Law  School.) 


Marquette  Stress  Systems — Model  #3500  and  Model 
Case,"  Del  Mar  Stress  System  Model  #3100,  Siemens  Sir- 
emobil  2 C-Arm,  Phillips  BV-22,  C-Arm,  QBCs,  QBC  Hs. 
Olympus  sigmoidoscopes.  Ritter  procto  tables,  Sequoia-Tur- 
ner 900,  Kodak  Ektachems,  Autoclaves  and  much,  much 
more.  Please  call  for  photos  and  prices.  Inventory  lists  sent  by 
writing  or  by  phoning  Medexchange.  Inc.,  3021  Carmel  St.. 
Dallas.  TX  75204,  USA:  214  824-9428  FAX.  In  Houston.  713 
568-0306 

For  Sale:  Picker  Galaxy  Xray  Machine — 500  MA,  150  KVP, 
with  6 inch  image  system,  with  spot  film  device.  90-90  table 
with  moving  table  top.  Unit  is  installed  for  evaluation. 
$15,000.00,  or  best  offer.  Contact  Radiology  Consultants, 
3155  Stagg  Dr.#230,  Beaumont,  Texas  77701.  Phone  409 
833-7582. 

Seralyzer — Blood  analyzer,  15  tests  with  all  accessories.  Ex- 
cellent condition,  used  very  little  as  HMO’s  do  most  of  my 
laboratory  tests  now.  The  Ames  Company  will  instruct  your 
personnel  to  operate.  The  first  $1200  gets  this  excellent  ma- 
chine. Contact  H,  Kresh.  M.D.,  1061 1 Garland  Rd.,  Dallas,  TX 
75218:  214  327-3293. 

Everything  for  the  office — Exam  tables,  new  and 
used, brewer  stools,  autoclave,  lights.  Other  equipment. 
Executive  and  secretarial  desks,  some  L-shaped,  matching 
credenzas.  Secretarial  stools,  chairs,  file  cabinets  and  more. 
All  good  condition.  Office  already  closed.  Everything  must  go. 
50%  or  more  off  current  market  value.  Call  S.  Thomas,  M.D., 
512  756-7339. 

Dupont  Analyst — Blood  chemistry.  Sublease.  Coulter  CBC 
machine  for  sale.  214  985-8199. 

Office  furniture  and  medical  equipment  for  sale.  Waiting 
room,  exam  room,  laboratory  and  surgical  supplies,  furniture 
and  equipment.  For  list  of  items  call  214  873-2521,  daytime. 


"Immigration  Problems?  Contact  the  law  office  of  G.  Well- 
ington Smith,  P.  C.,  702  Colorado  St..  Suite  102,  Austin, 
Texas  78701,  512  476-7163.  Board  Certified,  Immigration 
and  Nationality  Law,  Texas  Board  of  Legal  Specialization. " 

Double  Your  Money  in  8 Years!  M.D.  is  looking  for  like- 
minded  physicians  to  participate  in  joint  venture  that  could 
double  your  money  In  8 years.  Very  secure  investment, 
backed  by  Bank  guarantees.  Only  a limited  number  can  be 
accepted.  Send  your  appointment  card  with  the  best  time  to 
call.  Reply  Box  #734,  TEXAS  MEDICINE,  1801  N.  Lamar, 
Austin,  TX  78701 . 


CONTINUING  EDUCATION 

FLEX  Preparation — November  1989.  Intensive  one  week 
refresher  course  in  Norfolk.  Virginia  by  professors,  MDs,  and 
PhDs  involved  in  medical  education.  Going  into  practice  in  an- 
other state?  This  course  will  prepare  you  for  the  FLEX  or 
FMGEMS  examinations.  USNBE  Review  Center.  P.  O.  Box 
767.  Friendswood.  Texas  77546:  713  482-8597. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service  offers 
residential  and  non-residential  program  with  counseling  and 
medical  plan  for  the  expectant  mother  who  is  planning  adop- 
tion for  her  baby.  Costs  adjusted  to  ability  to  pay.  MAR- 
YWOOD,  510  West  26th  Street.  Austin.  Texas  78705;  phone 
512  472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Real  Estate 

The  Perfect  Retreat — Hunt.  Fish.  Swim.  Ride.  45  minutes 
from  the  Lubbock  Airport.  Nice  4-bedroom,  3-bath  home  over- 
looking rolling  ranchland.  Own  975  acres  with  16  other 
families.  Only  $76,000.  Unique  opportunity.  Call  Louise 
Knoohuizen,  Regency  Realtors.  (806)  797-6464.  795-4090. 


Practices 

Thriving,  mature  ophthalmology  practice  in  northern 
suburb  of  Dallas-Fort  Worth  metroplex  Fastest  growing 
county  in  area.  Well-trained  staff.  All  cultural  amenities.  Im- 
portant aspects  negotiable.  Seller  will  work  part-time  1-2 
years  lor  smooth  transition.  If  interested,  please  send  CV  and 
any  other  pertinent  information  or  questions  in  cover  letter  to 
George  E.  Holladay,  MD,  525  Bryan  Street,  Denton,  Texas 
76201:  817  383-2607, 


Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per  issue. 
We  do  not  count  articles  (a,  an,  the).  Display  classified  adver- 
tising sells  for  $95  per  column  inch,  per  month,  A variety  of 
typefaces,  logos  and  borders  may  be  used  in  display  classi- 
fied ads.  Ad  box  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address  of 
ad  box  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
contacts  ad  box  number  holders  by  mall.  Federal  laws  prohibit 
references  to  race,  color,  religion,  sex,  natural  origin,  or  age 
unless  bona  fide  occupational  qualifications.  Copy  deadline  is 
the  1st  of  the  month  preceding  publication.  Send  copy  to  Di- 
ane L.  Bolling,  Classified  Manager,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd..  Austin,  Texas  78701,  512-477-6704. 


loutofZ 
teens  in 
America 
has  taken 
drugs. 

lout  of  2 
parents 

doesn’t 

seeit. 

See,  the  Washingtons  think 
it’s  the  Smith  kid.  The'  Smiths 
think  it’s  the  Sanchez  kid. 
Maybe  the  Sanchezes  think  it’s 
your  kid. 

Maybe  it  is  your  kid. 

Find  out.  Talk  to  your  kids. 
Tell  ’em  the  dangers  of  drugs. 
Tell  ’em  how  to  handle  peer 
pressure. 

Tell  ’em  you  care.  It’s  not 
easy.  But  I can  help.  So  write 
me,  McGruff,  BO.  Box  36S, 
Washington,  D.C.  20044. 

Don’t  let  your  kids  take  a 
powder.  Or  anything  else. 

Together,  we  can  help 
Take  a Bite  out  of  Crime. 


TAKE  A BITE  OUT  OF 


Texas  Meclicitie 


MnrsnuHS 


A 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
)N  new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
\ Force  mission.  For  those  who  qualify, 

\ retirement  credit  can  be  obtained  as 
''  well  as  low  cost  life  insurance.  One 
weekend  a month  plus  two  weeks  a 
' year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your 
country. 


Call:(512)369-1007 
Or  Fill  Out  Coupon  and  Mail  Today! 
To;  USAF  Reserve  Recruiting  Office 
2610  RRG/RSH 

Bergstrom  AFB,  TX  78743-6002 
Name 


Address . 
City 


. State . 


.Zip. 


Phone . 


.Prior  Service?  Yes . 


. No . 


Medical  Specialty . 


.Date  of  Birth . 


JUR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 


/f  you  are  a physicmn, 
nurse  or  paramedic,  you 
probably  do  not  have 
16-20  hours  to  spend  on 
classroom  preparation  for  cer- 
tification or  recertification 
in  Advanced  Cardiac  Life  Sup- 
port. No  longer  is  it  necessary 
for  you  to  ad  fust  your  schedule  to  a classroom  time. 

Avaiiable  for  the  first  time  is  a comprehensive 
ACLS  preparatory  course  designed  for  home  study. 
This  videotape  series  includes  discussions  by  experts 
regarding  EKC,  pharmacology,  acid-base  and  more. 


Demonstrations  on  airway  and 
basic  life  support  techniques 
are  thoroughly  covered.  The 
series  will  also  prepare 
you  for  a Mega  Code  situation. 
The  price  of  the  program  is 
■p-  only  $ 750.00  which  includes  9 
videotapes,  a booklet  of  review 
questions  and  abbreviations,  and  a 6 month  warranty. 

To  find  out  more  about  this  program  cail 


1-800-359-0840. 


She  has  a cocaine  problem 


And  she’s  never  even  tried  it. 

Cocaine  is  0 lot  more  potent  than  people  real- 
ize. It  not  only  affects  those  who  use  it,  it  also 
effects  everyone  close  to  them.  Including  children 


If  you  know  a cocaine  user,  talk  to  somebody  who 
can  help  you  help.  The  sooner  you  know  how 
to  help  yourself,  the  sooner  you  con  help  others. 
Call  1 '800'662-HELP.  Cocaine.  The  Big  Lie. 

A public  service  of  the  Notional  Institute  on 
Drug  Abuse  and  the  Office  for  Substance  I 

Abuse  Prevention.  CoUlCj] 


Continuing  Education  directory 


COURSES 


OCTOBER 

Allergy 

Oct  6-7,  1989 

RESPIRATORY  ALLERGY  UPDATE.  The  University  of  Texas  Southwest- 
ern Medical  Center,  Dallas.  Fee  8 1 50.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  1 2 hours.  Contact  UT  Southwestern  Medical  Center, 
Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Oct  18-27,  1989 

ALLERGY  ABROAD — ITALY.  Padua,  Florence,  and  Rome,  Italy.  Fee 
8495.  Category  1,  AMA  Physician’s  Recognition  Award;  20  hours.  Con- 
tact Washington  University  School  of  Medicine,  Office  of  Continuing 
Medical  Education,  660  South  Euclid,  Box  8063,  St  Louis,  MO  63110 
( 1-800)  325-9862 

Cancer 

Oct  24-27,  1989 

42ND  ANNUAL  RESEARCH  SYMPOSIUM:  CELLULAR  AND  MOLECU- 
LAR TARGETS  OF  CANCER  THERAPY.  Stouffer’s  Hotel  (ireenway  Plaza, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley  Roy,  Conference  Ser- 
vices, Box  131,  MD  Anderson  Cancer  Center,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Cardiovascular  Disease 

Oct  5-7,  1989 

CONTEMPORARY  TREATMENT  OF  CARDIAC  ARRHYTHMIAS.  Hilton 
Inn  of  Santa  Fe,  Santa  Fe,  NM.  Fee  8325  members  of  American  College 
of  Cardiology,  8390  nonmembers.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  16  hours.  Contact  Registration  Secretary,  Extramural 
Programs,  American  College  of  Cardiology,  Dept  5080,  Washington, 

DC  20061-5080  (1-800)  253-4636 

Oct  7,  1989 

HYPERTENSION.  Presbyterian  Hospital,  Dallas,  Tex.  Fee  TBA.  Credit 
TBA.  Contact  Sindi  Sonnier,  Continuing  Medical  Education,  Pres- 
byterian Healthcare  System,  8200  Walnut  Hill  l,ane,  Dallas,  TX  75231 
(214)696-8468 

Oct  11-14,  1989 

ATHEROSCLEROSIS:  ETIOLOGY,  DIAGNOSIS,  AND  TREATMENT. 
Westin  Galleria  Hotel,  Houston,  Tex.  Fee  8395.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  1 7 hours.  Contact  Susan  Murray,  Texas 
Heart  Institute,  MC  3-276,  Box  20345,  Houston,  TX  77225  (713) 
791-2157 

Oct  12-14,  1989 

THIRTEENTH  ANNUAL  SEMINAR  CARDIOLOGY  UPDATE— 1989 
Hyatt  Regency  Monterey  Resort  and  Conference  Center,  Monterey, 
Calif.  Fee  8375  members  of  American  College  of  Cardiology,  8440 
nonmembers.  Category  1,  AMA  Physician’s  Recognition  Award;  10.5 
hours.  Contact  Registration  Secretary,  Extramural  Programs,  American 
College  of  Cardiology,  Dept  5080,  Washington,  DC  20061-5080 
(1-800)  253-4636 


Oct  26-28,  1989 

NEW  TECHNIQUES  AND  CONCEPTS  IN  CARDIOLOGY  Hyatt  Re 
gency  Hotel,  Washington,  DC.  Fee  8380  members  of  American  College 
of  Cardiology,  8445  nonmembers.  Category  1,  AMA  Physician's  Recog- 
nition Award;  1 7 hours.  Contact  Registration  Secretary,  Extramural 
Programs,  American  College  of  Cardiology,  Dept  5080,  Washington, 

DC  20061-5080  (1-800)  253-4636 

Computer  Applications 

Oct  5-7,  1989 

BIOMEDICAL  IMAGE  PROCESSING  WITH  MICROCOMPUTERS.  Mar- 
riott’s Pavilion  Hotel,  St  Louis,  Mo.  Fee  TBA.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  hours  TBA.  Contact  Loretta  Giacoletto, 
Washington  University  School  of  Medicine,  Office  of  Continuing  Medi- 
cal Education,  660  S Euclid,  Box  8063,  St  Louis,  MO  631 10  ( 1-800) 
325-9862 

Oct  14,  1989 

SEARCHING  THE  MEDICAL  LITERATLIRE.  Texas  Medical  Association 
Headquarters  Bldg,  Austin,  Tex.  Fee  8100.  Category  1,  AMA  Physician’s 
Recognition  Award;  8 hours.  Contact  Miriam  Blum,  Texas  Medical  As- 
sociation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704,  ext 
193 

Dermatology 
Oct  14-15,  1989 

THE  SKIN  FROM  A TO  Z.  Forum  Auditorium,  University  of  California 
San  Francisco  Laurel  Heights  Campus,  San  Francisco.  Fee  8205,  resi- 
dents 81 10.  Category  1,  AMA  Physician’s  Recognition  Award;  10  hours. 
Contact  Extended  Programs  in  Medical  Education,  Room  575-U,  UCSF, 
San  Francisco,  CA  94143-0766 

Family  Medicine 

Oct  13-14,  1989 

4TH  ANNUAL  DIABETES  SYMPOSIUM.  St  Anthony  Hotel,  San  Antonio, 
Tex.  Fee  8125.  Category  1,  AMA  Physician’s  Recognition  Award;  8 
hours.  Contact  Kathleen  O’Shea,  Centers  of  Excellence,  Humana  Hospi- 
tal, 8026  Floyd  Curl  Dr,  San  Antonio,  TX  78229  ( 5 1 2 ) 692-8257 

General  Medicine 

Oct  13,  1989 

RECENT  INNOVATIONS  IN  PAIN  MANAGEMENT.  Doubletree  Hotel 
Campbell  Center,  Dallas,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Son- 
nier, Continuing  Education,  Presbyterian  Healthcare  System,  8200  Wal- 
nut Hill  Une,  Dallas,  TX  75231  (214)  696-8468 

Oct  27-28,  1989 

THERAPEUTICS  UPDATE— 1989.  Poco  Diablo  Resort,  Sedona,  Ariz. 
Category  1,  AMA  Physician’s  Recognition  Award;  10.75  hours.  Contact 
Lynne  Mascarella,  Continuing  Medical  Education,  University  of  Arizona 
Health  Sciences  Center,  Tucson,  AZ  85724  (602)  626-7832 

Oct  28-29,  1989 

14TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR— AIDS.  Grand  Kern 
pinski  Hotel,  Dallas.  Fee  8150  physicians,  890  residents.  Credit  TBA. 
Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 
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Geriatrics 

Oct  3-4,  1989 

CHALLENGES  IN  THE  CHANGING  EN\TRONMENT;  MOVING  FROM 
SURVIVAL  TO  SUCCESS.  Fee  TMA.  Credit  TBA.  Contact  Bonnie  Kell, 
The  University  of  Texas  Health  Sciences  Center  at  Houston,  Center  on 
Aging,  Rm  5.540,  1100  Holcomhe  Blvd,  Houston,  TX  7-^030  C^l 3) 
792-78'’0 

Health  Administration 

Oct  29-Nov  3,  1989 

THE  NEW  ENVIRONMENT  OF  HEALTHCARE/IST  WEEK  OF  A 4- 
WEEK  PROGRAM.  Arizona  State  University  Campus,  Tempe,  Ariz.  Fee 
S2,750  for  each  two-week  session,  S200  discount  to  members  of  the 
American  College  of  Physician  Executives.  Graduate  credits  for  CT-rtifi- 
cate  in  Healthcare  Leadership  and  Management.  Contact  The  Western 
Network  for  Education  in  Health  Administration,  2131  University  Ave, 
Suite  428,  Berkeley,  CA  94704  (415)  642-0790 

Internal  Medicine 

Oct  6-7,  1989 

MANAGEMENT  OF  VALVUIAR  DISEASE.  Four  Seasons  Hotel  and  Re- 
sort, las  Colinas,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Sonnier, 
Continuing  Medical  Education,  Presbyterian  Healthcare  System,  8200 
Walnut  Hill  Lane,  Dallas,  TX  75231  ( 214  ) 696-8468 

MRI 

Oct  2-6,  1989 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOP3’.  Baylor  College  of  Medicine,  Houston.  Fee 
SI, 000  physicians,  S500  residents  and  fellows.  Category-  1,  AMA  Physi- 
cian's Recognition  Award;  33  hours.  Contact  Holly  Ford,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  ■7"'030 

Neurology 

Oct  6,  1989 

MULTIPLE  SCLEROSIS  LIPDATE  1989.  Four  Seasons  Hotel,  Houston 
Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Beverly  Osterloh,  Con- 
ference Coordinator,  The  University'  of  Texas  Medical  School,  6431 
Fannin,  MSB  G.104,  Houston,  TX  77030  ( ^13  ) 792-5346 

Oct  13,  1989 

RECENT  INNOVATIONS  IN  PAIN  MANAGEMENT.  Doubletree  Hotel 
Campbell  Center,  Dallas,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Son 
nier.  Continuing  Education,  Presbyterian  Healthcare  System,  8200  Wal- 
nut Hill  Lane,  Dallas,  TX  75231  (214)  696-8468 

Obstetrics  and  Gynecology 

Oct  13-14,  1989 

WOMEN’S  HEALTH.  A&M  Campus,  College  Station,  Tex.  Fee  8125. 
Category'  1,  AMA  Physician’s  Recognition  Award;  8 hours.  Contact 
Susan  Hughes,  Continuing  Medical  Education,  Scott  and  White  Hospi- 
tal, 2401  S 31st  St,  Temple,  TX  76508  (817)  774-408.3 

Oncology 

Oct  15-18,  1989 

MEDICAL  ONCOLOGY:  A COMPRI-HENSIVE  REVIEW.  Clark  Clinic  Au- 
ditorium, M D Anderson  Cancer  Center,  Houston.  Contact  Richard 
Pazdur,  MD,  GI  Oncology,  Box  78,  The  Liniversity  of  Texas  M D Ander- 
son Cancer  Center,  Houston,  TX  77030  (713)  792-2828 

Ophthalmology 

Oct  6-7.  1989 

GIAUCOMA  SEMINAR.  Lakeway  Resort  and  Conference  Center,  Austin, 
Tex.  Fee  TBA.  Credit  TBA.  Contact  Eleanor  Goldsmith,  Continuing 
Education.  The  University  of  Texas  Southwestern  Medical  School,  5323 
Harry'  Hines  Blvd,  Dallas,  TX  75235  ( 214  ) 688-3848  or  ( 214  ) 

688-2166 


Orthopedic  Surgery  1 

Oct  20-21,  1989 

lASERS  IN  ORTHOPEDIC  SURGERY.  Westin  Galleria  Hotel,  Dallas.  Fee 
TBA.  Credit  TBA.  Contact  Sindi  Sonnier,  Continuing  Medical  Educa- 
tion, Presbyterian  Healthcare  System,  8200  W'alnut  Hill  Lane,  Dallas. 

TX  7523 1 ( 2 1 4 ) 696-8468 

Otolaryngology 

Oct  7-8,  1989 

ENDOSCOPIC  SINUS  SURGERY/6TH  COURSE.  Room  D 1.600,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $675.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  13  hours.  Contact  Ann 
Parchem,  UT  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  ^5235  (214)  688-2166 

Oct  27-28,  1989 

LASERS  IN  OTOIAR’V’NGOLOG’Y.  The  University  of  Texas  Medical 
Branch  Basic  Science  Bldg,  Galveston.  Fee  $ 1 ,000.  Category  1 , AMA 
Physician’s  Recognition  Award;  16  hours.  Contact  Martha  Berlin,  Office 
of  Continuing  Education,  "’.101  Shearn  Moody  Plaza,  LIT  Medical 
Branch,  Rt  J-34,  Galveston,  TX  77550  (409)  761-2934 

Pediatrics 

Oct  6-7,  1989 

1 3TH  annual  PEDIATRIC  POSTGRADUATE  CONFERENCE.  Holiday- 
Inn  Civic  Center,  Lubbock,  Tex.  Fee  TBA.  Category  1,  AMA  Physician’s 
Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock,  TX  79430  (806 ) 743-2929 

Oct  6-8,  1989 

TRENDS  IN  PEDIATRICS.  Marriott  Mountain  Shadows  Hotel,  Scotts- 
dale, Ariz,  Fee  $300  American  Academy  of  Pediatrics  Fellows,  $220 
AAP  Candidate  Fellows,  $200  AAP  Resident  Fellows,  $365  nonmember 
physicians.  Category  1,  AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  Dept  of  Education,  AAP,  Box  927,  Elk  Grove  Village,  IL  60009- 
092'’  ( 1-800)  433-9016 

Radiology 

Oct  27-29,  1989 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Doubletree  Hotel  at  Lincoln  Cen- 
ter, Dallas.  Fee  $350.  Category  1,  AMA  Physician’s  Recognition  Award; 
18  hours.  Contact  Dolly  Christensen,  Dept  of  Radiology-,  The  Liniver- 
sity of  Texas  Southwestern  Medical  Center,  5323  Harry-  Hines  Blvd, 
Dallas,  I'X  752.35  (214)  590-8613  or  (214)  688-2166 

NOVEMBER 

AIDS 

Nov  9- 11,  1989 

AIDS  AND  OTHER  SEXUALLY  TRANSMITTED  DISEASES.  Los  Angeles 
Registry,  Universal  City,  Calif.  Fee  $440  members  of  American  College 
of  Obstetricians  and  Gynecologists,  $220  member  residents,  $515  non- 
members. Category-  1,  AMA  Physician’s  Recognition  Award;  I6  hours. 
Contact  the  ACOG.  409  1 2th  St,  SW,  Wa.shington,  DC  20024-2188 
( 1-800)  533-881 1 

Cancer 

Nov  1-2,  1989 

RECENT  ADVANCES  IN  LHE  BIOLOGY  AND  TREATMENT  OF  CAN- 
CER. The  University'  of  Texas  Southwestern  Medical  Center,  Dallas, 

Tex.  Fee  TBA.  Category-  I,  AMA  Physician's  Recognition  Award;  1 1 
hours.  Contact  June  Bovill,  Division  of  Continuing  Education,  UT 
Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-2166 

Nov  8- 11,  1989 

ENDOCRINE  AND  NONENDOCRINE  PRODUCING  TUMORS.  M D An 
derson  Cancer  Center,  Clark  Clinic  Bldg  Auditorium,  Houston.  Fee 
TBA.  Credit  TBA.  Contact  Shirley  Roy,  Conference  Services,  Box  1.31, 

M D Anderson  Cancer  Center,  1515  Holcombe  Blvd,  Houston,  TX 
770.30  (713)  792-2222 


Texas  Medicine 


Cardiology 
Nov  2,  1989 

PREM'NTIVF.  CARDIOIOCA  : MANACilNCi  1 ME  H\'EERI.IP1DEMIC  EA 
'EIENT  Marriott  Medical  Center  Hotel,  Houston,  Tex.  Eee  I'BA.  Credit 
EBA,  (A)ntaet  Lila  K l.erner.  Office  of  Continuing  Education,  Baylor  Col- 
lege of  .Medicine,  One  Baylor  Plaza,  Houston,  TX  ( ~1  3 ) 

798-6020 

Emergency  Care 

Nov  16-18,  1989 

ADVANCED  CARDIAC  LIFE  SUPPORT  Memorial  Medical  Center,  Cor- 
pus Christi,  Tex.  Fee  SI 60  physicians,  SI  33  residents.  Contact  Jan  Kot- 
tke(312)881-448^ 

Nov  18,  1989 

ADVANCED  CARDIAC  LIFE  SUPPORT  RECERTIFICATION.  Memorial 
Medical  Center,  Corpus  Christi,  Tex.  Fee  S^5.  Contact  Jan  Kottke 
(312)881-4487 

Nov  16-18,  1989 

9TH  ANNUAL  TRAUMA  SYMPOSIUM.  El  Paso  .Marriott  Hotel,  El  Paso. 
Tex.  Fee  TBA.  Category  1,  Af^EP;  20  hours.  Contact  Mrs  Marty  May, 
Dept  of  Surgeiy,  William  Beaumont  Army  .Medical  Center,  El  Paso,  TX 
79920-3001  (913)  369-2621 

General  Medicine 

Nov  10-11,  1989 

9TH  ANNUAL  SOUTHWESTERN  POISON  AND  DRUG  INFORMATION 
S\'MPOSIUM,  Doubletree  Hotel,  Tucson.  Fee  SI 93.  Credit  TBA.  Con- 
tact FelLx  Canez,  Arizona  Poison  and  Drug  Information  Center,  1301  N 
Campbell  Ave,  Rm  3204-K.  Tucson,  AZ  8372-4  (602  ) 626-7899 

Internal  Medicine 

Nov  8-11,  1989 

lOTH  INTERNATIONAL  SYMPOSIUM  ON  DRfiGS  AFFECTING  LIPID 
METABOLIS.M,  Westin  Galleria  and  Westin  Oaks  Hotels,  Houston  Fee 
S400.  Category  1,  AMA  Physician’s  Recognition  Award;  1 1 hours.  Con- 
tact Ms  Lynne  K Tiras,  International  Meeting  Managers,  Inc,  4330  Post 
Oak  Place,  Ste  248,  Houston,  TX  77027  (■’13)  963-0366 

Nov  30- Dec  2.  1989 

4TH  ANNUAL  DIABETES  UPDATE.  San  Luis  Hotel,  fialve.ston,  Tex.  Eee 
S230.  f;ategory  1,  AMA  Physician’s  Recognition  Award;  14  hours,  fatn- 
tact  Martha  Berlin,  The  University  of  Texas  Medical  Branch,  Office  of 
Continuing  Education.  101  Shcarn  Moody  Plaza,  Rt  J-34,  Cialveston, 
TX  77330  (-409)  761-2934 

Neurology 

Nov  9,  1989 

IS'I  ANNUAL  WILLIAM  FIELDS  LEC  TURESHIP  IN  NEUROLOGY.  Four 
Seasons  Hotel,  Houston.  Eee  TBA.  CYedit  TBA.  Contact  Alice  Reardon, 
Office  of  Continuing  Education,  The  University  of  Texas  Medical 
School,  6431  Fannin.  MSB  (L  10-4,  Houston,  TX  770.30  ("'13)  792-3.346 

Obstetrics  and  Gynecology 

Nov  7-11,  1989 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/CiYN  Westin  Hotel, 
Dallas.  Fee  SS50  complete  course,  S-tOO  basic  course,  SI 30  pathology-. 
Category  1,  AMA  Physician’s  Recognition  Award;  36  hours.  Catntact 
June  Bovill,  Catntinuing  Education,  The  University  of  Texas  Southwest- 
ern Medical  (Center,  3323  Harr)’  Hines  Blvd,  Dallas,  TX  73233  (214) 

! 688-2166 

I 

Nov  8-10,  1989 

UPDATE  IN  PELVIC  AND  VAC.INAL  SUR(;ER3  Plaza  San  Antonio,  .San 
Antonio,  Tex.  Fee  S3S0.  Category  1 , A.MA  Physician’s  Recognition 
Award;  16  hours.  Contact  Susan  Larson,  Scott  and  White  Hospital,  2-401 
S 31. St  St,  Temple,  TX  ■’6308  ( 81  ^ ) 774-4083 

Nov  16-18,  1989 

CRl  l'lCAL  CARE  IN  OB.S  EETRICS  AND  fi’tTNECOLOG’f.  Fairmont 
i Hotel,  (dticago.  Fee  5440  members  of  American  College  of  Obstetri- 
cians and  Gynecologists,  5220  member  residents,  53 1 3 nonmembers 


Categor)’  1,  A.MA  Physician's  Recognition  Award;  16  hours.  C.ontact 
ACOG,  490  I 2th  St.  .SW,  Washington,  DC  20024-2 188(1  -800  ) 3.33-88 1 1 

Ophtlialmology 

Nov  .30- Dec  2,  1989 

CXfNTAC  r LENS  TECHNOLOGY  COURSE.  .Marriott  Galleria,  Houston 
Eee  EBA.  Credit  I'BA.  Contact  Bette  Burkett,  Cullen  Eye  Institute,  Bay- 
lor C:ollege  of  Medicine,  Houston,  TX  ~“030  ( ” 1 3 ) ^98-3942 

Orthopedic  Surgery 

Nov  I’’- 18,  1989 

1 ITH  ANNUAL  ORTHOPEDIC  PATHOLOGY  LECTURESHIP:  BONE 
AND  JOINT  INFECTIONS.  Marriott  Medical  Center  Hotel,  Houston. 

Fee  S4OO.  Credit  TBA.  Contact  Alexander  E Brodsk),  .'VID,  St  Luke’s 
Episcopal  Hospital,  Box  20269,  Houston,  TX  77223-0269  Cl 3) 
■’91-2923 

Otolaryngology 

Nov  2-4,  1989 

.SAN  FRANCISCO  OTOLOGY  UPDATE  1989.  .Mark  Hopkins  Hotel,  San 
Eranci.sco.  Fee  5383.  Categort  1,  AMA  Physician’s  Recognition  Award, 
22  hours.  Contact  University  of  California,  Extended  Programs  in  .Medi- 
cal Education,  Room  Li-369,  San  Francisco,  CA  94l4.3-0''42  (413) 
476-4131 

Nov  16-18,  1989 

TE.MPORAL  BONE  MINI  COURSE.  The  University  of  Texas  .Medical 
Branch  Vaughn  Teaching  Center,  Galveston,  Tex.  Fee  5430.  Categorv-  1 , 
AMA  Physician's  Recognition  Award,  20  hours,  fxtntact  Martha  Berlin. 
The  Universitv’  of  Texas  Medical  Branch.  Office  of  Continuing  Educa- 
tion, ■’101  Shearn  Moody  Plaza,  Rt  1-34,  Galveston,  TX  77330  ( 409) 
■’61-2934 

Pediatrics 

Nov  3--f,  1989 

PEDIATRICS  FOR  THE  PRACTI I lONER:  23RD  ANNUAL  KJiNNE  EH 
HALEALIN  PEDIATRICS  SE.MINAR  \X  estin  Hotel.  Dallas.  Eee  EBA.  C;ate- 
gorv  1,  A.MA  Physician’s  Recognition  Award;  1 1 hours,  (atntact  June 
Bovill,  (Continuing  Education.  Ehe  University  of  Eexas  Southwestern 
.Medical  (Center,  3,323  Harr)-  Hines  Blvd,  Dallas,  EX  ■’32.33  (214) 
688-2166 

Physical  Medicine  and  Rehabilitation 

Nov  2-3,  1989 

(TULl.ENGE  OF  EHE  LUMBAR  SPINE.  Hyatt  Regency  Embarcadero, 

San  Francisco.  Eee  TBA.  Credit  EBA.  (Contact  (Challenge  of  the  Lumbar 
Spine,  Inc,  4.319  .'Medical  Dr,  Suite  210-B,  .San  Antonit),  EX  ~8229  (312) 
(>96-99'’  1 

Psychiatry 

Nov  18,  1989 

ANXIFCn  DLSORDERS:  P.\NIC,  PHOBKC,  AND  OBSESSIVE-COM 
PULSIVE  DISORDERS.  Grand  Kempinski  Hotel,  Dallas.  Eee  EBA.  (Credit 
EBA.  (Contact  Diane  Pitkin,  (Continuing  .Medical  Education,  St  Paul 
Medical  (Center,  3909  Harry  Hines  Blvd,  Dallas,  EX  ■’32,33  (214  ) 
879-3789 

DECEMBER 

Family  Practice 

Dec  2,  1989 

PRA(C'EI(CE  IIPDA'EE  ‘89.  Grand  Kempinski  Hotel,  Dallas.  Eee  EBA.  (Cate- 
goiy  1,  AMA  Physician’s  Recognition  Award,  - hours.  (Contact  Diane 
Pitkin,  (Continuing  Medical  Education,  St  Paul  .Medical  (Center,  3909 
Harrv  Hines  Blvd,  Dallas,  EX  '32,33  ( 2 1 4 ) 8^9-,3'89 

General  Medicine 

Dec  10-11,  1989 

LOVE,  MIRA(CLE.S  AND  .MEDICINE.  .St  Mary  of  the  Plains  Hospital,  l.ub 
bock,  Eex.  (Contact  Vicki  Hollander,  (Continuing  Medical  Education, 
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Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)  743-2929 

Internal  Medicine 

Dec  1-2,  1989 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  Room  D 1.600,  The 
University  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  S75. 
Category’  1 , AMA  Physician's  Recognition  Award;  1 3 hours.  Contact 
Ann  Parchem,  Continuing  Education,  UT  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX  ‘'5235  ( 214)  688-2166 

MRI 

Dec  4-8,  1989 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Baylor  College  of  Medicine,  Houston.  Fee 
$1,000  physicians,  $500  residents  and  fellows.  Category  1,  AMA  Physi- 
cian's Recognition  Award;  33  hours.  Contact  Holly  Ford,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Otolaryngology 

Dec  8-9,  1989 

ENDOSCOPIC  SINUS  SURGERY.  The  University  of  Texas  Medical 
Branch,  “Old  Red”  Bldg,  Galveston.  Fee  $575.  Category’  1,  AMA  Physi- 
cian’s Recognition  Award;  16  hours.  Contact  Martha  Berlin,  University 
of  Texas  Medical  Branch,  Office  of  Continuing  Education,  "^.101  Shearn 
Moody  Plaza,  Rt  J-34,  Galveston,  TX  7-7550  (409)  761-2934 

Pediatrics 

Dec  15-17,  1989 

PEDIATRIC  UPDATE.  Williamsburg  Lodge  and  Conference  Center, 
Williamsburg,  Va.  Fee  $300  American  Academy  of  Pediatrics  Fello’ws, 
$220  AAP  Candidate  Fellows,  $200  AAP  Resident  Fellows,  $365  non- 
member physicians.  Category  1 , AMA  Physician's  Recognition  Award; 

16  hours.  Contact  Dept  of  Education,  AAP,  Box  927,  Elk  Grove  Village, 
IL  60009-0927  ( 1-800)  433-9016 

JANUARY 

Family  Medicine 

Jan  19-20,  1990 

ADVANCES  IN  FAMILY  PRACTICE.  Houston.  Contact  Tamara  C 
Greiner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

General  Medicine 

Jan  27-28,  1990 

PEDIATRIC  DERMATOLOGY  FOR  THE  PRIMARY  CARE  PID’SICLAN 
San  Francisco.  Contact  University’  of  California,  Extended  Programs  in 
Medical  Education,  Room  U-569,  San  Francisco,  CA  94143-0742  (415) 
476-4251 

Pediatrics 

Jan  4—7,  1990 

CURRENT  CONCEPTS  IN  PEDIATRICS.  Vail.  Colo.  Contact  Dept  of 
Education,  American  Academy  of  Pediatrics,  Box  927,  Elk  Grove  Vil- 
lage, IL  60009-0927  ( 1-800)  433-9016 

FEBRUARY 

Neurology 

Feb  14-16,  1990 

2 3RD  RECENT  ADVANCES  IN  NEUROLOGY.  San  Francisco.  Contact 
Extended  Programs  in  Medical  Education,  University  of  California, 
Room  569-U,  San  Francisco,  CA  94143-0742  (415)  476-4251 

Pediatrics 

Feb  16-18,  1990 

PEDIATRICS  IN  PROGRESS.  San  Francisco.  Contact  Dept  of  Education, 
American  Academy  of  Pediatrics,  Box  927,  Elk  Grove  Village,  IL  60009- 
0927  ( 1-800)  433-9016 


Psychiatry 

Feb  23-24,  1990 

UPDATE  ON  SLEEP  DISORDERS.  Dallas.  Contact  Sindi  Sonnier,  Con- 
tinuing Medical  Education,  Presbyterian  Healthcare  System,  8200  Wal- 
nut Hill  Une.  Dallas,  TX  '5231  ( 2 1 4 ) 696  8-t68 

MARCH 

Ophthalmology 

Mar  2-4,  1990 

CLINICAL  ADVANCES  IN  OPHTHALMOLOGY  FOR  THE  PRACTICING 
OPHTHALMOLOGIST  Houston  Contact  Carol  J Soroka,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  Cl 3)  798-6020 

Pediatrics 

Mar  2-4,  1990 

PEDIATRICS  1990.  Contact  Dept  of  Education,  American  Academy  of 
Pediatrics,  Box  927,  Elk  Grove  Village,  IL  60009-0927  ( I -800 ) 

433-9016 

Plastic  Surgery 

Mar  9-11,  1990 

RHINOPIASTY:  AN  EDUCATIONAL  SYMPOSIUM  Dallas.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
■75235  (214)  688-2166 


VIDEO  PROGRAMS  FOR  CME  CREDIT 


AMERICAN  MEDICAL  TELEVISION 

American  Medical  Television  is  shown  every’  Sunday  10  am—  12  Noon 
EST  on  the  Discovery’  Channel.  Instructions  for  obtaining  Category  1 
credit  are  provided  during  the  programming.  AMA  Videoclinic  tapes 
also  are  available  from  the  Texas  Medical  Association’s  Memorial  Li- 
brary’. Contact  Carolyn  Thompson,  TMA  Memorial  Library,  1801  N 
Umar  Blvd,  Austin,  TX  78^01  ( 512)  477-6704 

September 

Sept  3,  1989,  10:00  am-1 1 am 

AMA  VIDEOCLINIC:  SUICIDE.  Category’  I,  AMA  Physician's  Recogni- 
tion Award;  2 hours 

Sept  3,  1989,  1 1:00  am-  1 1:30  am 

AMA  UPDATE:  LEARNING  TO  LIVE  WITH  ALLERGIC  RHINITIS.  Cate- 
gory' 1,  AMA  Physician's  Recognition  Award;  1/2  hour 

Sept  10,  1989,  10:00  am-1 1:00  am 

AMA  VIDEOCLINIC:  SLEEP/WAKE  DISORDERS.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  2 hours 

Sept  10,  1989,  1 1:00  am- 1 1:30  am 

AMA  UPDATE:  HDL  CHOLESTEROL  MANAGEMENT.  Category  1,  AMA 
Physician’s  Recognition  Award;  1/2  hour 

Sept  10,  1989,  11:30  am- 12  noon 

AMA  UPDATE:  IONIC  vs  NONIONIC  CONTRAST  AGENTS.  Category  1, 
AMA  Physician’s  Recognition  Award;  1/2  hour 

Sept  17,  1989,  10:00  am- 11:00  am 

AMA  VIDEOCLINIC:  TRANSIENT  ISCHEMIC  ATTACK.  Category  1, 

AMA  Physician’s  Recognition  Award;  2 hours 

Sept  24,  1989,  10:30  am-  1 1:00  am 

AMA  SPECIAL  REPORT:  ACCESS  TO  A CLfVUS  CHORDOMA  THROUGH 
AN  EXTENDED  MAXILLOTOMY.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1/2  hour 


Texas  Medicine 


TELECONFERENCE  NETWORK  OF  TEXAS 

September 

Sept  1989 

Al.l.ERCiY  AND  C;L1NK;AL  IMMUNOLOCD'  APPl.lF.D  TO  PRAt:TIC;E: 
WHAT  I'HE  PRIMARY  CARF.  PHYSICTAN  SHOLH.D  KNOW  AND  DO 
ABOU  r PERSONS  WITH  AI.LFRtilC  DISEASE.  Fee  for  one  to  live 
people;  more  than  live  people,  SIO  per  person.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  1 hour.  Ciontact  Kathy  Dick,  The  University 
of  Texas  Health  Sciences  (ienter,  yTO.-^  Floyd  Cmrl  Dr,  San  Antonio,  TX 
78284-7978  ( S 1 2 ) S67-270() 

Sept  21,  1989 

ALLERGY  AND  CLINKiAL  IMMUNOLtKiY  APPLIED  TO  PRACTICE: 
THE  OFFICE  SCREENING  OF  IMMUNE  FUNCTION  Fee  for  one  to 
five  people;  more  than  live  people,  SIO  per  person.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hour.  Contact  Kathy  Dick,  The  Uni- 
versity of  Texas  Health  Sciences  Center,  770,'^  Floyd  Curl  Dr,  San  An- 
tonio, IX  78284-7978  (SI 2)  567-2700 

Sept  21,  1989 

MANAGEMENT  OF  GALUSTONE  DISEASE  WITH  URSODIOL.  Fee  S60 
for  one  to  five  people;  more  than  five  people,  $10  per  person.  Category' 
1 , AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy  Dick, 

The  University  of  Texas  Health  Sciences  Center,  7703  Floyd  Curl 
Drive,  San  Antonio,  VX  78284-7978  ( 512 ) 567-2700 

October 

Oct  5,  1989 

ALLERGY  AND  CLlNICiAL  IMMUNOLOGY  APPLIED  TO  PRACTICE:  IM 
PROVING  THE  CARE  OF  CHILDREN  WITH  ARTHRITIS  Fee  S75  for 
one  to  five  people;  more  than  five  people,  SIO  per  person.  Category  I, 
AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy  Dick,  The 
University  of  Texas  Health  Sciences  (ienter,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7978  (512)  567-2700 

Oct  19,  1989 

ALLERGY  AND  CLINKiAL  IMMUNOLOGY  APPLIED  TO  PRACTKT'.: 
THE  MODERN  MANAGEMENT  OF  ASTHMA.  Fee  S75  for  one  to  five 
people;  more  than  five  people,  S 1 0 per  person.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  1 hour.  Contact  Kathy  Dick,  The  Liniversity 
of  Texas  Health  Sciences  Center.  7703  Floyd  Curl  Dr,  San  Antonio,  IX 
78284-7978  (512)  567-2700 

November 

Nov  2,  1989 

JOINT  PAIN  EVALUATION  AND  MANAGEMENT:  THE  SHOULDER  Fee 
S75.  Category'  1,  AMA  Physician’s  Recognition  Award;  1 hour.  Contact 
Kathy  Dick,  The  University  of  Texas  Health  Sciences  Center,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512)  567-2700 

Nov  16,  1989 

JOINT  PAIN  EVALUATION  AND  MANAGEMENT:  THE  ELBOW  AND 
WRIST.  Fee  $75.  Category  1,  AMA  Physician’s  Recognition  Award;  1 
hour.  Contact  Kathy  Dick.  The  University  of  Texas  Health  Sciences 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 

CATEGORY  1 VIDEOTAPE  PROGRAMS  FROM  THE  TMA  LIBRARY 

Following  are  recently  added  titles  to  the  Texas  Medical  Association 
Memorial  Library  video  collection.  Contact  Carolyn  I'homp.son,  TMA 
Memorial  Library.  1801  N Lamar  Blvd.  Austin,  TX  78701  (512) 
477-6704,  ext  195. 

HODGKIN’S  DISEASE;  ISSUES  IN  MANACiEMENT.  NCME  Tape  545 
One-half  inch  VHS.  Secaucus,  New  Jersey,  The  Network,  1989. 

Three  case  studies  demonstrate  the  importance  of  diagnostic  work-up 
and  staging  in  determining  individualized  treatment  of  Hodgkin’s  Dis- 
ease. Discusses  staging  laparotomy,  combined  modality  therapy,  radio- 
therapy, chemotherapy  and  its  toxic  combinations,  and  salvage 
therapy. 

NATIONAL  UPDATE  ON  ELEC  TROCARDIOGRAMS  OF  DYSRID  TH 
MIAS.  .NC;ME  Tape  547.  One-half  inch  VHS.  Secaucus,  New  Jersey,  The 
Network,  1989. 


Presents  a .series  of  tracings  of  electrocardiograms  of  the  most  com- 
mon dysrhythmias.  Multiple  choice  questions  and  discussion  teach 
ECXi  inteqiretation  and  identification  of  differential  diagnosis  features. 

THE  PRIMAR\  PREVENl  ION  OF  CORONAR\  HliAR  T DISEASE  NCLME 
Tape  549.  One-half  inch  VHS.  Secaucus,  New  Jersey,  The  Netw'ork, 
1989. 

Presents  techniques  for  identifying  those  at  risk  for  coronary  heart  dis- 
ease and  a holistic  approach  in  managing  the  condition.  Offers  both 
drug  and  behavioral  modification  therapies  for  the  management  of 
hypertension,  hypercholesterolemia  and  smoking  ces,sation.  Stresses 
the  necessity  of  exercise. 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  .Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Categoiy  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated  For  further  information, 
contact  the  Dept  of  Practice  .Management,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  TX  78'^0 1(512)  477-6'704. 

SEPTEMBER 

BASIC  ICD-9  CM  DIAGNOSIS  CODING 
-Sept  1989,  Houston 
Sept  8,  1989,  San  Antonio 

UNDERSTANDING  AND  IMPROVING  TH1RD-PART\  REIMBURSE 

MENT — 6 hours 

Sept  19,  1989,  Austin 

Sept  20,  1989,  San  Antonio 

Sept  26,  1989,  Lubbock 

Sept  27,  1989,  Odessa 

-Sept  29,  1989,  Dallas 

WORKERS’  COMPENSATION— RULES,  REGUIATIONS  AND 

PAYMENTS 

-Sept  5,  1989,  Lubbock 

Sept  6,  1 989,  Amarillo 

Sept  1989,  Abilene 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


September 

4TH  WORLD  CONGRE.SS  OF  THE  INTERNATIONAL  SOCTETt  FOR 
DISEASES  OF  THE  ESOPHAGUS,  f .hicago.  Sept  6-8,  1989.  Contact  the 
American  College  of  Chest  Physicians,  Box  9,3826,  Chicago,  IL  6067,3 

AMERICAN  ACADEM5  OF  FACIAL  PIASTIC  AND  RECONSTRUCTIVE 
-SURGERY  ANNllAL  MEETING,  New  Orleans,  Sept  21-23,  1989.  Con- 
tact AAEPRS,  1101  Vermont  Ave  NVC,  Ste  404,  Wa.shington,  DC  20005 
(202)842-4500 

AMERICAN  AC;ADEM>  OF  FAM1L3  PHASICIANS  ANNllAL  SCIENTIFIC 
MEETING,  Los  Angeles,  Sept  18—21,  1989.  Contact  the  AAEP,  1740  W 
92nd  St,  Kansas  City,  MO  64  114 

AMERICAN  ACADEMY  OF  O TOIAIO  NGIC  ALLERGI  FOUNDATION 
ANNUAL  MEE'TINCi,  New  Orleans,  Sept  21—23,  1989.  Contact  the 
AAOAF,  1101  Vermont  Ave  NW,  Ste  303,  Wa.shington,  D(;  20005, 
(202)  682-0456 

AMERICAN  ACADEM'T  OF  OTOIARYNGOLOGY/HEAD  AND  NECK 
SURGERY  ANNIAI.  MEETING,  New  Orleans,  -Sept  24-28,  1989.  Con 
tact  the  AAO/HNS,  1 100  Vermont  Ave  NW,  Washington,  DC  20005 
(202)  289-4607 

AMERICAN  AS-SOC:iA  TION  OF  ELECn  ROM'TOCiRyVPfn  AND  ELEC 
TRODlACiNOSlS  SCilENTIEIC:  MEE  TINCi,  Washington,  DC:,  -Sept  14-17, 
1989.  Ciontact  the  AAEE,  732  .Marquette  Bank  Bldg,  Rochester,  MN 
55904  (507)  288-0100 
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AMERICAN  COLLEGE  OF  EMERGENCY  PEH  SICIANS  SCIENTIFIC 
MEETING,  VCashington,  DC.  Sept  1 1 - U,  1989.  Contact  the  AC;EP,  Box 
619911.  Dallas,  TX  ‘’5261  ( 2 1-i)  550-091 1 

AMERICAN  COLLEGE  OF  RADIOLOGY  ANNUAL  MEETING,  Seattle, 
Sept  8-  13.  1989.  Contact  the  ACR,  1891  Preston  \)C'hite  Dr,  Reston,  VA 
22091  (703)  648-8900 

AMERICAN  GROUP  PRACTICE  ASSOCIATION  ANNUAL  MEETING, 
Minneapolis,  Sept  11  — 15,  1989.  Contact  the  AGPA,  1422  Duke  St,  Al- 
exandria, VA  2231-4  (703)  838-0033 

■AMERICAN  UROLOGICAL  ASSOCIATION  MEETING,  San  Antonio, 
Sept  22—24,  1989.  Contact  Alice  Henderson,  6"'50  9('  Loop  So,  Ste 
900,  Bellaire,  TX  77-i01  ( '’13  ) 665-7500 

CONGRESS  OF  NEUR0L0GK;AL  SURGEONS  ANNUAL  MEETING,  At 
lanta,  Sept  25-29,  1989.  Contact  the  CNS,  22  S Greene  St,  Baltimore, 
MD  21201  (.301  ) 528-2905 

■DEPAR  TMENT  OF  OPHTHALMOLOGY  AND  VISUAL  SCIENCES  AN 
NUAL  MEETING,  Lubbock,  Tex.  Sept  23,  1989.  Contact  Vicki  Hol- 
lander, Continuing  Medical  Education.  Texas  Tech  University  Health 
Sciences  Center,  Lubbock,  TX  "’9430  (806)  7-4.3-2929 

SOCIETt'  OF  THORACIC  SURGEONS  ANNUAL  SCIENTIFIC  MEETING, 
Baltimore,  Sept  10-  1.3,  1989.  Contact  the  STS.  1 1 1 E Wacker  Dr,  Ste 
600,  Chicago,  11.  6060 1(312)  64-t-66 1 0 

■TEXAS  MEDICAL  ASSOCIATION  LEADERSHIP  CONFERENCE, 
Austin,  Sept  16,  1989.  Contact  Ann  Gregg,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  IX  78X)  1 (512)  -477-6704 

■TEXAS  PEDIATRIC  SOCIE  H'  ANNUAL  MEE  TING,  San  Antonio,  Sept 
8—10.  1989  Contact  Mar)-  Greene,  Texas  Medical  Association,  1801  N 
Umar  Blvd,  Austin,  IX  •^8-’01  ( 51 2 ) 477-6X)-4 

October 

AMERICAN  ACADEM3’  OF  CHILD  AND  ADOLESCENT  PSYCHIATRY 
ANNUAL  MEETING,  New  York  City,  NT',  Oct  11  — 15,  1989.  Contact  the 
AACAP,  ,5615  Wisconsin  Ave  NW,  Washington,  DC  20016  ( 202  ) 
966-7300 

AMERICAN  ACADEMT  OF  OPH'THAI.MOLOGT'  ANNUAL  MEETING, 
New  Orleans,  Oct  29— Nov  2,  1989.  Contact  the  AAO,  Box  7^24,  San 
Francisco,  CA  94  120  (415)  56 1 -8500 

AMERK:AN  ACADEMT  of  PEDIATRICIS  annual  mee  ting,  Chicago, 
Oct  21-26,  1989.  Contact  Dept  of  Education,  AAP,  Box  927,  Elk 
Grove  Village,  IL  60009-092‘^  ( 1-800  ) 4.33-9016 

AMERICAN  C:C)LLECiE  OF  GASTROENTEROLOGY  ANNUAL  MEE'TINCi. 
New  Orleans,  Oct  23—25,  1989.  Contact  the  ACXi,  1.3  Elm  St,  Man- 
chester, MA  01944  (617)  927-823,30 

AMERICAN  C.Ol.LEGE  OF  NUCLEAR  PHTSIC  IANS  SCIENTIFIC  MEET 
ING,  Wa.shington,  DC,  Oct  19—21,  1989.  Contact  the  ACNP,  1101  Con- 
necticut Ave  NW,  Ste  XX),  Washington,  DC:  200,36  ( 202  ) 85‘’- 1 1 35 

AMERICAN  COLLECiE  OF  SURCiEONS  ANNIAL  MEE TINC'i.  Atlanta,  Oct 
1 5-20,  1989.  Contact  the  ACS,  55  E Erie  St,  Chicago.  IL  6061  1(312) 
^2  664-4050 


americ:an  c;ollege  of  utilization  review  pht  sicians  an- 

Nl AL  MEE  TINCi,  New  York  City,  NT',  Oct  13-15,  1 989.  C:ontact  the 
ACURP,  .Southbridge  Park,  Bldg  3,  Ste  304,  1 521  S Tamiami  Tr,  Venice, 
FI.  34292  (813  497-3,340 

AMERICAN  PAIN  SOCIE'FT'  ANNUAL  MEE  TINCi,  Phoenix,  Oct  26-29, 
1989.  C.ontact  the  APS  ( 202  ) 296-9200 

AMERICAN  .SOC.IE'IT’  OF  CLINICAL  PATHOLOGISTS  ANNUAL  MEET 
ING,  Washington,  DC;,  Oct  28-Nov  3,  1989.  Contact  the  ASCP,  2100 
W Harrison  St,  Cihicago,  11.  606 1 2 ( 3 1 2 ) 7.38- 1 336 

AMF.RIC;AN  SOCIEIX  of  internal  MEDICTNF.  ANNI  AL  MEETING, 
Washington,  DC,  Oct  18-22,  1989.  Contact  the  ASIM,  1 101  Vermont 
Ave  NW,  Ste  500,  Washington,  DC;  20005  ( 202  ) 289- 1 ’’OO 


americ;an  society  for  therapeutic  radiology  scientific 

MEETING,  San  Francisco,  Oct  1-6,  1989.  Contact  the  ASTR,  1101  Mar- 
ket St.  I4th  Fl,  Philadelphia,  PA  1910’ (215)  5^4-3150 

AMERICAN  SOCIEIT  OF  ANESTHESIOLOGISTS  SCIENTIFIC  MEET- 
ING, New  CTrleans.  Oct  14-18,  1989.  Contact  the  ASA,  515  Busse 
Hwy,  Park  Ridge,  IL  60068  (312)  825-5586 

AMERICAN  SOCIEIT'  OF  PIASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS ANNUAL  MEETINCi.  San  Francisco,  Oct  29— Nov  3,  1989.  Con- 
tact the  ASPRS,  233  N Michigan  Ave,  Ste  1900,  Chicago,  IL  60607 
(312)856-1818 

ASSC9CAT10N  FC4R  THE  ADT'ANCEMENT  OF  MEDICAL  INSTRUMEN 
TATlON  1989  REGIONAL  MEETING  AND  EXPOSTTIC4N,  Belle\'ue, 
Wash,  Oct  1-3,  1989.  Ciontact  the  AAAMI,  3330  Washington  Blvd,  4th 
Floor,  Arlington,  VA  22201 

COLLECiE  OF  AMERICAN  PA'FHOI.OCilS'TS  ANNUAL  MEETING,  Wash- 
ington, DC.  Oct  28— Nov  3,  1989.  Contact  the  CAP,  5220  Old  Orchard 
Rd,  Skokie,  IL  60077  (312)  966-3700 

clinical  orthopaedic  socte'it  annual  scientific  meeting, 

Minneapolis,  Oct  5-’,  1989.  Contact  F.B.  Throop,  MD  ( 1-800) 
84.3-9’.35 

November 

■AMERICAN  ACADEMT  OF  PAIN  MEDICINE  ANNUAL  CONFERENCE, 
Dallas,  Nov  3-4.  1989.  Ciontact  the  AAPM  (.312)  645-0083 

■AMERICAN  ACADEMT  OF  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION ANNUAL  MEETINCi,  San  Antonio,  'Fe.x,  Nov  5—10,  1989.  Contact 
the  AAPMR,  1 30  S Michigan  Ave,  Ste  1 3 1 0,  Chicago,  IL  C4O6O3  (312) 
922-9.368 

AMERlCiAN  COLLECiE  OF  CHEST  PHT'SICIANS  ANNUAL  MEETING, 
Boston,  Oct  30— Nov  3,  1989.  Contact  the  ACCP,  91 1 Busse  Hwt,  Park 
Ridge,  IL  60068  (.312)  698-2200 

AMERICAN  COLLECiE  OF  AI.I.ERCiY  AND  IMMUNOLOC.Y  ANNUAL 
MEETING,  Orlando,  FT.,  Nov  11-15,  1989.  Ciontact  the  ACAl,  800  E 
Northwest  Hwa',  Ste  1080,  Palatine,  IL  60067  ( 312  ) .359-2800 

AMERICAN  SOC  IEIT'  OF  CT"FC)LOCiT'  ANNIAL  MEETINCi,  Louisville, 
Nov  8—12,  1989.  Contact  the  ASCi,  1015  Chestnut  St,  Ste  1518,  Phila- 
delphia, PA  1910’(2I5)922-.3880 

ASSOCTA'FION  OF  Mll.l'l  ART'  SURCiEONS  OF  FHE  UNITED  STATES 
ANNIAL  MEETINCi,  San  Diego,  Nov  12—  1’,  1989.  Contact  the  AMSUS, 
9320  Old  Georgetown  Rd.  Bethesda,  MD  20814  ( .301  ) 897-8800 

INTERSTATE  PO.STCiRADlA'FE  MEDICAL  ASSOCIATION  74TH  SCIEN 
'FIFIC  ASSEMBLY,  San  Diego,  Nov  6-9,  1989.  Contact  H.B.  Maroney, 
Box  5474,  Madison,  W1  5,3705  (CtOB)  257-1401 

RADIOLOGICAL  SOCilE'IT'  OF  NORTH  AMERICA  SCTENTIFIC  MEET- 
INCi, Chicago,  Nov  2(>— Dec  1,  1989.  Ciontact  the  RSNA,  1415  W 22nd 
St,  Lower  B,  Oak  Brook,  IL  (4)52 1 (312)5^  1-2670 

SOU'FHERN  MEDICAL  ASSOCIATION  ANNUAL  SCIEN  FIFIC  ASSEM- 
BLY, Washington,  DC,  Nov  5-8,  1989.  (Contact  Kathy  McLendon,  .35 
Lake.shore  Dr,  Birmingliam,  AL  ( 1-800)  423-4992 


Texas  Medicine 


TMLT.  A DECADE  OF  SECURITY. 


TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community,  . .providing  distinctive  liability  protection  for  Texas 
physicians. 

Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 
would  like  to  tell  you  more  about  our  concepts  of  medical  malpractice 


protection. 


mu 


Created  by  the  Texas  Medical  Association 

Statewide  Service  Center: 
1-800-252-9179 

P.O,  Box  14746,  Austin, Texas  78761 


SCOTT&WHITE 


College  of  Medicine 


Fifth  Annual 


Women’s  Health  Care 
Conference 

for  the 

Primary  Care  Physician 

and 

Texas  A&M  University 
vs 

University  of  Houston 
Football  Weekend 
Texas  A&M  University 
College  of  Medicine  Campus 
College  Station,  Texas 


Fifth  Annual 

Emergency  Medicine 
Review 

for  the 

Primary  Care  Physician 

Doubletree  at  Post  Oak 
Houston,  Texas 

November  3-4,  1989 


October  13-14,  1989 


Hor  more  in  foroicitiou  or  to  register  conUict:  ( )ffice 
of  Contiiiuini>  Medical  Educatio}i.  Scott  and 
White,  leoiple,  le.xas  ~'65()S.  (H!^) 


Ihr  Diore  infoniuitio>i  or  to  register,  contact:  Office 
of  (.'oiitinaiiig  Medical  Hdacation.  Scott  and 
White.  Temple,  le.xas  (HH)  ~'~'4-2f5(). 


Timberlawn  Psychiatric  Hospital 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 

• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


Eor  your  patients'  convenience,  evaluations  may  be  done  at  any  of  our  three  locations: 
the  main  hospital  campus  in  Dallas,  the  Timberlawn  Education  Center  in  North  Dallas, 

or  the  Timberlawn  Las  Colinas  Center. 

Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 


:T0BER  1989 


4,  40  Red  ribbons  proclaim  support  for  Drug  Free 


22 

27 

45 

50 


Liability  litigation:  the  AMA  alternative 
Cardiovascular  mortality  trends  in  Harris  County 
1989  AIDS  update 

Concurrent  care  coverage  by:  Medicare 


MICHAEL  R.  SHARP 
ATTORNEY 

REPRESENTATION  OF  PHYSICIANS 
IN  PROFESSIONAL  MATTERS 


• TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS 
—FORMAL  DISCIPLINARY  HEAIUNGS 
—SETTLEMENT  CONFERENCES 

—RECIPROCITY  & LICENSURE 

• TEXAS  MEDICAL  FOUNDATION 


• MEDICAL  STAFF 
PEER  REVIEW 

• ANTI-TRUST 
ACTIONS 


1680  One  American  Center  • Austin,  Texas  78701  • (512)  473-2265 

Not  certified  by  the  Texas  Board  of  Legal  Specialization. 
Certification  is  not  currently  available  to  anyone  in  this  legal  area. 


MEDICAL 

EQUIPMENT 

LEASING 


Leasing 

Medical  Equipment 
Makes  Go^ 
Business  Sense! 


I Leasing  is  a cost-effective  way  to  acquire  state-of-the-art  diagnostic 
equipment  that  enables  you  to  provide  your  patients  with  quality, 
comprehensive  medical  care.  Additionally,  leasing  preserves  your 
working  capital  and  allows  you  to  use  the  revenue  generated  from 
your  equipment  to  make  your  monthly  lease  payment. 

I With  today* s rapid  changes  in  medical  technology,  it  is  often  wiser 
to  “use”  or  lease  equipment,  a depreciating  asset,  rather  than  to 
“own”  it.  And  recognizing  that  your  time  is  valuable.  Bell  Atlantic 
TriCon  makes  the  leasing  process  easy  for  you. 

I Now  you  can  share  in  leasing’s  benefits  at  special,  low  Texas 
Medical  Association  member  rates.  For  a competitive  lease  quote 
and  program  details,  contact  the  medical  leasing  specialists  at 
Bell  Atlantic  TriCon. 


■■  Blood  chemistry  equipment,  x-ray, 
spirometers,  E.K.G.,  office  computers, 
ultrasound,  exam  tables,  R8dF  rooms, 
lasers,  CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equipment,  linear 
accelerators,  M.R.I.,  hematology  equip- 
ment, holter  monitors,  stress  testing 
units,  phone  systems,  colposcopes, 
tympanometers,  ceil  counters,  blood 
chemistry  equipment,  x-ray,  spiro- 
meters, E.KG.,  office  computers, 
ultrasound,  exam  tables,  R&F  rooms, 
lasers,  CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equipment,  linear 
accelerators,  M.RL,  hematology  equip- 
ment, holter  monitors,  stress  testing 
units,  phone  systems,  colposcopes, 
tympanometers,  cell  counters,  blood 
cJbemistry  equipment,  ;x-ray,  spiro- 
meters, E,K.G,,  office"  computers, 
ultrasound,  exam  tables,  R&F  rooms, 
lasers,  CT  scanners,  copiers,  WM 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


A member  service  offered  through 

© Bell  Atlantic-TriCon 

MEDICAL  FINANCE  DIVISION 

CALL  1-800-635-4023 


IT  MAy  CHANGETHE  WAT 
YOUR  PATIENTS  FEEL 
ON  ANTIHYPERTENSIVE 

THERAPY  4 ^ 


MERCK 

SHARPS 

DOHME 


FOR  MANY  HYPERTENSIVE  PATIENTS 

START  WITH  ONCE-A-DAY 


For  a Brief  Summary  of  Prescribing  information, 
please  see  next  page  of  this  advertisement 


Copyright  © 1987  by  Merck  & Co  , inc 


VASOTEC 


(ENALAPRIL  MALE  ATE  MSD) 

VASOTEC  IS  available  in  2 5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths 


Contraindications:  VASOTEC®  (Enalapril  Maleate,  MSD)  is  conlraindicated  in  palienis  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  m 
patients  treated  wilhACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTECshouldbepromptly  discontinued  and  the 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  to  the  laceand  lips, 
the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  usetui  in  relieving  smptoms 
Angioedema  associated  with  laryngeal  edema  may  be  ratal  Where  there  is  involvement  of  the  tonpe,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinepnrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  he  promptly  administered.  (See  ADVERSE  REACTIONS  I 
Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
tailure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  tirst  dose,  but 
discontinuation  ot  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  totlowed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  tailure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart  tailure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  ot  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  tailure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  belore  initialing  therapy  with  VASOTEC  in  palienis  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments.  (See  PRECAOtiONS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  lollowed  closely  tor  the  lirst  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  intarclion  or  cerebrovascular  accident 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  m supine  positien  and,  it  necessary,  receive  an  intrave- 
nous inlusion  ot  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  turther  doses  ot  VASOTEC, 
which  usually  can  be  given  without  ditticulfy  once  the  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ot  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neulropenia/Agranulocytosis  Another  ACE  inhibitor,  captoprit,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease  Available  data  trom  clinical  Inals  ol  enalapril  are  insutficieni  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  pafienis  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function.  As  a consequence  ol  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  tailure 
whose  renal  function  may  depend  on  the  activify  ol  the  renm-angiolensin-aldosterone  system,  Irealmenl  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  anrf/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients  renal  lunclion  should  be  monitored  during  the  tirsi 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  palienis  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  tailure  should  always  Include  assessment  ot  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  Inals  In  most  cases  these  were  isolated  values  which  resolver!  despite  continued  therapy  Hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  m 0 28%  ol  hypertensive  patients.  In  clinical  trials  in  heart  tailure,  hyperkalemia  was 
observed  in  3 8%  ot  patients,  but  was  not  a cause  lor  discontinuation 

Risk  lactors  lor  the  development  ol  hyperkalemia  include  renal  insulticiency,  diabetes  mellilus,  and  the  concomitant  use 
ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  with  VASOTEC  (See  Drug  Inleraclions.) 

SurgeryiAnesIhesia  In  patients  undergoing  major  surgery  or  durjng  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  tormalion  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  lollowing  the  tirst  dose  ol  enalapril 
Pafienis  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  cfrug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness  especially  during  the  tirst  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Palienis  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g . sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sale  and  elteclive  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  inlenderl 
eltects 

Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  ot  hypotensive  etiecis  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  It  it  is  necessary  to  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release.  The  anlihypertensive  etteci  ot  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ot  clinically  signilicant 
adverse  interactions 


Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potas- 
sium-sparing diuretics  (e  g . spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signiticanl  increases  in  serum  potassium  Therefore,  it  concomitant  use  ol  these 
agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitor- 
ing of  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 


Lithium.  A lew  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ot  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  Irequently 

Pregnancy -Category  C There  was  no  tetoloxicity  or  teratogenicity  m rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose)  Fetoloxicity,  expressed  as  a decrease  m average  lelal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ot  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits.  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  lelal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day.  but  not  at 
30  mg/kg/day  (50  times  the  maximum  human  dose). 


Radioactivity  was  found  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta  Because  the  risk  ol  lelal  toxicity  with  the  use  ol  ACE  inhibitors  has  not  been  clearly 
delined.  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the 
potential  risk  to  the  lelus 

Postmarketing  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome 
Inadvertent  exposure  limited  to  the  tirst  trimester  ol  pregnancy  has  not  been  reported  to  affect  letal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  letal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  ot  hypotension  and  decreased 
renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  lunclion  in  the  fetus  Inlanls  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed  lor  hypoten- 
sion. oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood  pressure  and 
renal  perfusion  with  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it  is  not  clear  whether 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactatmg  rats  contains  radioactivity  lollowing  administration  ol  wc  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (14%).  rash  (1 4%),  cough  (1 3%).  orthostatic  etIecIs  (1.2%),  and  asthenia  (1 1%) 

HEART  FAILURE  The  most  IrequenI  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (79%).  hypotension  (6  7%),  orthostatic  ettecis  (2  2%).  syncope  (2  2%).  cough  (2  2%),  chest  pain  (2 1%).  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were  latigue  (18%),  headache  (1.8%),  abdominal  pain  (1 6%),  astheriia  (1 6%).  orthostatic  hypo- 
tension (1 6%),  vertigo  (1 6%),  angina  pectoris  (1 5%),  nausea  (13%),  vomiting  (1 3%),  bronchifis  (13%).  dyspnea 
(1  3%).  urinary  tract  inlection  (1 3%),  rash  (1 3%).  and  myocardial  intarclion  (1.2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ot  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  intarclion  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarction, 
rh^hm  disturbances,  atrial  librillalion,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsja,  constipation,  glossitis 
NervousiPsychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital  Renal  failure,  oliguria,  renal  dyslunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  inlection 
Skin.  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia;  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manilestations  may  occur  These  symptoms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  Ireal- 
menl with  VASOTEC  should  be  discontinued  and  appropriate  therapy  inslituleo  immediately  (See  WARNINGS.) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0,5%  ol  patients 
lollowing  the  initial  dose  ot  during  extended  therapy  Hypotension  or  syncope  was  a cause  tor  discontinuation  ol  therapy 
in  0 1%  ol  hypertensive  patients  In  heart  failure  palienis,  hypotension  occurred  in  6,7%  and  syncope  occurred  in  2 2% 

01  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ot  patients  with  heart  tailure. 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  discontinuation  ot  therapy  were  observed  in  about  0,2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ot  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  tor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %.  respectively)  occur  Irequently  in  either  hypertension  or  heart  tailure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  discon- 
tinued lor  two  to  three  days  belore  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ot  hypotension  (See 
WARNINGS ) It  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Inleraclions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  AO  mg  per  day  administered  in  a single  dose  or  In  two  divided 
doses.  In  some  patients  treated  once  daily,  the  anlihypertensive  elfeci  may  dimmish  toward  the  end  ot  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ot  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL),  For  patients  with 
creatinine  clearance  s30  mlvmin  (serum  creatinine  s3  mg/dL).  the  tirst  dose  is  2 5 mg  once  daily  The  dosage  may  be 
lilraled  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting  dose  is 

2 5 mg  once  or  twice  daily  Alter  the  initial  dose  ot  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  at  least  two  hours  anti  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions ) It  possible,  the  dose  ol  the  diuretic  should  be  reduced,  which  may  diminish  the  likelihood 
ol  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  lollowing  effective  management  ol  the  hypotension  The  usual  therapeutic  dosing  range  for 
the  treatment  ol  heart  tailure  is  5 to  2(1  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  etiective  in  a controlled  study,  out  nearly  all  patients  in  this  study  were  given  40  mg.  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled  study  which  demonstrated  reduced  mortality  in  patients  with  severe  hearf  tailure  (NYHA  Class  IV),  patients  were 
treated  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Etiecis  ) Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS.) 

Dosage  Adjustment  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia.  In  heart  tailure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >16  mg/dL,  therapy  should  be  initialed  at  2,5  nig 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart  Failure.  WARNINGS,  and  PRE^ 
CAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2 5 mg  b i d.,  then  5 mg  b i d and  higher 
as  needed,  usually  at  intervals  ot  lour  days  or  more,  if  at  the  lime  ol  dosage  adiusfmeni  there  is  not  MSD 

excessive  hypo  ension  ot  signiticanl  deterioration  ot  renal  tunc  ion  The  maximum  daily  dose  is  40  mg,  

MERCK 

For  more  detailed  inlormalion,  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion.  Merck  SHARPS 

Sharp  & Dohme.  Division  ol  Merck  & Co . Inc  . WestPoint.PA  19486  j6vsi8R2(8i7)  DOHME 


\C)I,UME  OCTOBER  1980 


Contents 


Do\  (>icd  lo  rhe  interest  of  the  medical 
pn)fession  and  public  health  in  Texas 
HOARD  Ob  PUBLICATION 
Drue  O D Vi'are,  MD.  Fort  VConh 
Chairman 

Elgin  VC  VCare.Jr.  MD.  Dallas 
N ice  Chairman 

Victor. I.  VCeiss,.Ir,  MD,  San  Antonio 
Sccrctan 

.Alan  C Baum,  MD,  Houston 
E Rubin  Bernhard.  Ir.  MD.  San  Antonio 
.1  Forre.st  Fitch,  MD.  McAllen 
James  M Graham.  .MD.  Austin 
Harold  R High.  MD.  Cuero 
Ted  1.  Riinkin.  MD.  Long\’iew 
Max  C.  Butler.  MD,  Houston 
T.MA  President 

>X'illiam  Gordon  McGee.  MD.  El  Paso 

TMA  President  Elect 

\’al  F Borum,  MD.  Fort  VConh 

TMA  Past  President 

Bern'  P Stephenson,  MD,  Houston 

Secretan'  Treasurer 

Sam  A Nixon.  MD,  Houston 

Speaker  of  the  House 

.Mark  ! Kubala.  .MD,  Beaumont 

Vice-Speaker  of  the  House 

EXECL!TI\'E  MCE  PRESIDENT 
Robert  G Micke\’.  Austin 

EDITORUL  STAFF 
1801  N Lamar  Bl\  d.  Austin  78"’01 
Telephone  (512)  4“'“-6~04 
Rae  Vajgert,  Managing  Editor 
Jim  Busb\',  Anicles  Editor 
Donna  B Jones.  News  Editor 
Kath\'  Trombatore.  Production  .Manager/ 
Editorial  Assistant 

Karen  Saffell  PItipps.  Administrative 
Secretan-  Production  Assistant 

ADVERTISING  STAFF 
1801  N Lamar  Blvd,  Austin  ^8^01 
Judi  T Cantor,  Advertising  Director 
Diane  L,  Bolling.  Classified  Manager 

EDITORIAL  COMMITTEE 

John  A Mangos,  MD,  San  .Antonio 

Chairman 

Peter  C.  Canizaro.  .MD,  Lubbock 
VCilliamJ  deGroot,  .MD,  Galveston 
Man  in  Forland,  MD.  San  Antonio 
Frank  H Gardner.  .MD,  Galveston 
G Richard  Holt,  MD.  San  Antonio 
Glen  E Journeav,  MD.  Austin 
Par\az  .vialek-Alimadi,  .MD,  Lubbock 
Martin  N.  Raber,  .MD.  Houston 
Alice  L.  Smith.  .MD,  Dallas 
Giro  V Sumaya,  MD.  San  Antonio 
David  A.  Swanson.  MD.  Houston 
Luther  B Travis,  MD.  Galveston 
Surendra  K.  Varma.  MD,  Lubbock 

SUBSCRIITIONS 

1801  N Lamar  Blvd.  Austin  "'8"'01 

c/o  Business  Office 

Texas  Medicine  ( ISSN  0040-44"'0 ) is  pub- 
lished monthh-  b\-  the  Texas  .Medical  Asso- 
ciation. 1801  N Lamar  Blvd.  .Austin.  TX 
"8^01 

Subscription  rates  are:  Members.  S16  per 
vear:  nonmembers  and  institutions,  $20 
per  vear;  foreign,  il'i  US  currena-;  single 
copy.  $2  plus  $ 16  sales  tax 

Second  class  postage  paid  at  Austin,  Texas 
POSTMASTER:  Send  address  changes  to 
Texas  Medicine.  1801  N Lamar  Blvd.  Austin. 
TX  ^8^01 

The  articles  published  in  Texas  Medicine 
represent  the  opinions  of  the  authors,  and 
do  not  necessanh-  reflect  the  official  pol- 
ic\-  of  the  Texas  Medical  Association 
Publication  of  an  ads  ertisement  is  not  to 
he  considered  an  endorsement  or  ap- 
pro\  al  b\'  the  Texas  Medical  Association  of 
the  product  or  sen  ice  involved, 

Cop\Tight  © 1989  by  the  Texas  .Medical 
As.sociation,  Ovned  and  issued  monthh’ 
bv  the  Association. 

POSTMASTER:  Please  direct  correspon- 
dence to  Rae  Vajgen.  Managing  Editor. 

1801  N Lamar  Blvd.  Austin.  TX  ■’8“’01 


ARTICLES 

22  The  AMA  alternative  to  medical  liability  litigation:  pros,  cons,  and  fatal 
flaws 

David  S.  Starr,  MD,  JD 

27  Cardiovascular  mortality  trends  in  Harris  County,  Texas:  1980  to  1986 

Grace  Y.  Yoon,  MPH;  Asha  S,  Kapadia,  PhD;  Mark  A.  Canheld,  MS;  Karen  B.  Moffitt, 
MPH;  Patricia  D,  Mullen,  DrPH 

32  Tuberculosis  in  San  Antonio:  1960—1984 

James  M.  Donaldson,  Jr,  MD;  BJ.  Baker,  MD 

EDITORIALS 

4 Let’s  make  Texas  drug-free 

BetU’  Haisten 

FEATURE 

40  Texas  will  see  red  during  Drug  Free  America  Week 

Donna  B Jones 

MEDICINE 

AND  THE  LAW 

45  1989  AIDS  update 

Hugh  M Barton,  JD 

SOCIO- 

ECONOMICS 

OF  MEDICINE 

50  Concurrent  care  coverage  by  Medicare 

Hilda  Am  Thompson,  RN 

NEWS 

TMA  in  action 

7 Delegates  to  meet  Nov  17-18  at 

Austin's  Capitol  Marriott 

7 TMA  says  Miller  Beer  .sending  youth 
wrong  message 

7 TMA-MSS  speakers  encourage 
students  to  choose  medicine 

7 Travel  program  offers  .selection  of 
tempting  trips  in  1990 

AMA  in  action 

7 AMA  offers  guidelines,  video  on  HI\' 
counseling 

9 .Seminar  in  Dallas  focuses  on 

Managing  Medical  Waste' 

9 Conference  on  DNA  probes  set  for 

Nov  9-10  in  San  Diego 

Health  line 

11  I’S-Mexico  health  problems  demand 
dollars,  action 

11  L'S  Supreme  Court  accepts  more 
cases  on  abortion 

11  Physicians  must  maintain  records  on 
dangerous  drugs 

12  Dallas/Fort  Worth  survey  shows 
concern  about  STDs 

Medical  economics 

15  TMA  petitions  Supreme  Court, 
recoupment  on  hold 

15  Indiana  halts  operations  of  liability 
purchasing  group 

Capital  comments 

15  Legislature  honors  Dr  Boehning  for 
professional,  public  service 

16  Newsmakers 

20  Deaths 

DEPARTMENTS 

5 Letters 

38  More  on  the  subjects 

53  Medicine  in  literature 

71  Continuing  educatiem  directory 

ON  THE  COVER 

This  month’s  feature  article,  “Texas  will 
see  red  during  Drug  Free  America  Week" 
b\'  Donna  B.  Jones,  is  the  focus  of  the 
cover  design.  The  article,  which  begins  on 
page  40,  describes  how  Texas  Medical 

As.sociation  and  Auxiliary  are  involved  in 
supporting  Drug  Free  America  Week  in 
Texas,  Oct  22-29  Cover  de.sign  by  Ed 
Triggs 

COMING 

NEXT  MONTH 

Scheduled  for  the  November  issue  of 

Texas  Medicine  are  anicles  on  day  care 
from  the  pediatrician’s  perspective, 
biologic  response  modifiers  in  cancer 

therapy,  Rock\-  Mountain  spotted  fever  in 
Texas,  and  the  prevalence  of  parasitic 
infections  in  refugees  in  Fon  Worth. 

Editorials 


Let’s  make  Texas  drug-free 

ITierc  was  a time  when  w'e  thought  the  war  was  won. 

Back  in  1980,  Ross  Perot  talked  and  we  listened.  As  chair- 
man of  the  Texans’  War  on  Drugs,  he  contacted  the  state  medi- 
cal auxiliarv’  with  a proposition  that  we  couldn't  refuse:  that 
we  join  him  in  an  all-out  statewide  effort  to  wipe  out  drug 
abuse  by  way  of  a massive  public  education  program  and  the 
passage  of  a five-point  package  of  legislation.  About  100  of  us 
traveled  to  Dallas  for  a 2-day  meeting — incredibly  infor- 
mative— and  then  we  went  to  w’ork. 

We  returned  to  our  homes  and  organized  enormous  com- 
munity rallies  where  Mr  Perot  and  his  experts  spoke  and  edu- 
cated concerned  parents.  We  visited  the  “head  shops”  ( at  his 
suggestion ) and  saw  first-hand  the  paraphernalia  being  sold  to 
our  youth.  We  persuaded  businesses  and  communin’  leaders  to 
underwrite  expenses.  We  contacted  legislators.  The  kinks  in 
the  triplicate  prescription  proposal  were  worked  out.  We  dis- 
tributed thousands  of  our  “Dirt)’  Dozen"  brochures,  specially 
designed  book  covers,  “Just  Say  No  ” buttons,  and  “Stop  Pot” 
T-shirts.  We  learned  a great  deal. 

When  the  legislation  passed  and  we  watched  the  head  shops 
close,  we  patted  ourselves  on  the  backs.  When  the  legislation 
was  challenged,  and  upheld,  we  rejoiced.  Studies  showed  that 
marijuana  use  among  young  people  was  declining,  and  we  felt 
proud  that  we  had  been  influential  in  the  turnaround.  We  had 
done  our  job  and  we  had  won. 

The  next  thing  we  knew,  cocaine  was  a “prestige”  drug.  And 
then  came  crack,  just  as  deadly — but  easy  to  get  and  cheap! 
Kids  were  sniffing  harmful  substances.  Children  were  not  only 
being  lured  into  drug  use  but  they  were  selling  drugs  and 
making  big  money.  Crime,  school  dropouts,  auto  accidents,  sui- 
cide, AIDS,  ruined  lives,  and  premature  deaths  compounded 
the  problem.  War  had  broken  out  again;  we  had  to  fight  back. 

In  my  ow  n home  tow  n of  Beaumont,  a city  of  1 18,000 
people,  I have  observed  the  undaunted  efforts  of  narcotics  offi- 
cers and  local  police  in  their  struggle  to  rid  our  streets, 
schools,  homes,  and  work  places  of  drugs.  Our  locale,  situated 
between  the  east  coast  and  the  border  of  Mexico,  is  a thor- 
oughfare for  drug  caravans.  The  Jefferson  County’  Sheriffs  De- 
partment reported  1 59%  more  drug  arrests  and  488%  more 
d f>Wl  arrests  during  the  first  6 months  of  1989  than  during  the 

same  period  in  1988  in  unincorporated  areas  of  Jefferson 

County.  The  sheriff  said,  “It  looks  like  a significant  increase  in 
crime,  but  it’s  because  the  officers  have  made  more  drug  and 
DWI  cases.  U you  don't  make  arrests,  it  looks  like  no  offense 
occurred.”  Due  to  our  proximity  to  the  Louisiana  border, 
where  the  drinking  age  is  18,  teenagers  return  to  Beaumont 
under  the  influence  of  alcohol.  Tragically  not  all  of  these  young 
people  arrive  home  safely.  The  loss  of  a child,  under  any  cir- 
cumstance, is  the  most  gut-wrenching,  unforgettable  night- 
mare a parent  will  ever  experience  and  suffer.  It  is  our 
obligation  as  parents  to  protect  them  by  giving  them  clear 
messages  regarding  the  dangers  of  alcohol  and  drug  use. 

The  Beaumont  chapter  of  the  Jefferson  County’  Medical  So- 
ciety Auxiliarv  has  been  active  in  the  Texans’  War  on  Drugs 


since  its  inception.  Working  with  the  Beaumont  Independent 
School  District,  auxiliarv  members  continue  to  present  the 
Youth  Educators  Program  to  all  fifth  graders.  During  the 
1988-1989  school  year,  approximately  1,700  students  in  pub- 
lic and  private  schools  benefited  from  the  approximate  1,200 
hours  devoted  to  this  lifesaving  project.  Students  representing 
each  school  campus,  sixth  through  twelfth  grades,  have  been 
sponsored  by  our  auxiliarv’  to  attend  and  participate  in  the 
Texans’  War  on  Drugs  Youth  Leadership  Conferences. 

All  this  explains  why  1 feel  so  strongly  that  all  of  us — Texas 
medicine  united — must  make  a drug-free  society  our  priority. 
Physicians  who  treat  those  who  are  addicted,  injured,  maimed, 
and  diseased  as  a result  of  drugs  are  painfully  aw  are  of  the 
problem.  Parents  who  witness  the  drug  culture  in  which  their 
children  live  fear  for  their  future.  Auxiliar)'  members  who 
work  in  the  communities  and  see  those  with  impaired  learn- 
ing, emotional  problems,  suicidal  tendencies,  and  curtailed 
educations  can  attest  to  the  severity  of  the  problem,  as  can  vic- 
tims of  drug-motivated  crimes.  The  problem  touches  all  of  us. 

We  are  the  one  organized  partnership  in  a position  to  take  a 
stand,  to  help  solve  the  problem,  and  to  show  that  Texas  medi- 
cine cares  about  the  future  of  our  children. 

For  these  reasons  and  more.  I urge  your  support  of  our  “Join 
Me — I’m  Drug  Free”  program.  Through  a joint  project  with 
TMA,  the  auxiliary  is  organizing  all  over  the  state  to  cooperate 
with  the  nationwide  Drug-Free  America  Week,  October 
22  — 29.  We  want  every’  physician,  all  doctor  s employees,  and 
every’  auxiliary’  member  in  Texas  to  wear  our  custom-designed 
red  ribbons  throughout  the  week  in  support  of  the  national 
Red  Ribbon  Campaign.  Just  think  of  the  impact  we  can  have  if 
every'  patient  who  walks  into  a doctor’s  office  during  that  week 
sees  red  ribbons  on  all  doctors  and  their  personnel! 

Of  course,  there  will  be  many  other  activities  across  the 
state,  depending  on  the  community,  the  auxiliary  size,  and  the 
degree  of  involvement  by  school  and  community  leaders.  The 
success  of  the  project  is  limited  only  by  the  size  of  our  imagi- 
nation. What  we  can  perceive,  we  can  definitely  achieve! 

Since  the  substance  abuse  problem  became  epidemic  in  this 
country,  many  have  spoken  of  the  “lost  generation” — an  entire 
generation  of  youth  in  danger  of  being  wiped  out,  either 
through  early  death  or  disability’,  as  a result  of  the  devastating 
effects  of  drug  use.  Just  as  medical  professionals  work  daily  to 
cure  disease  and  injuries,  so  should  we  work  to  prevent  the 
“disease”  of  drugs  in  our  society.  Working  together  as  an  in- 
spired, enlightened,  dedicated  partnership,  the  Texas  Medical 
Association  and  its  auxiliary  can  and  should  commit  to  work- 
ing as  long  and  as  hard  as  necessary  to  eliminate  this  problem 
where  it  begins — with  our  youth.  Working  together,  we  can 
see  the  results  in  our  lifetime  and  save  a generation  of  Ameri- 
cans in  the  process. 

Drug-Free  America  Week  and  the  “Join  Me — I’m  Drug  Free!  ” 
program  can  be  the  beginning.  ITiis  is  our  chance  to  show,  in  a 
highly  visible  way,  just  how  much  Texas  medicine  cares. 

BETIT  HAISTEN 

President,  Texas  Medical  Association  Auxiliary,  1801  N Lamar  Blvd,  Austin.  TX 
■'8701, 
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Physician  urges  firm  stand 
against  smoking 


health  professionals,  but  as  parents  and  role  models.  We 
should  urge  our  patients  not  to  smoke. 

VERNON  EUGENE  GROVE,  MD 

Bank  of  the  Hills  Office  and  .Medical  Park.  1 3^^0  Research.  Building  D.  Suite  -i, 
Austin.  TX  ^8"'S0- 


Tobacco  smoke  is  deadly,  both  to  the  active  smoker  and  those 
passively  inhaling  fumes — a fact  documented  throughout  the 
medical  literature.  In  the  first  seven  months  of  1989  alone, 
journals  indexed  in  MEDIJSE  published  nearly  “’50  titles  on 
smoking,  smokeless  tobacco,  or  smoke  pollution.  Journals  have 
published  entire  issues  documenting  this  point. 

In  January'  The  Journal  of  the  American  Medical  Associa- 
tion (JAMA ) devoted  its  cover  and  most  of  its  pages  to  smok- 
ing and  a varieG’  of  smoke-related  risks  known  to  be  present  in 
buildings,  airliners,  automobiles,  and  homes  ( 1 ).  The  journal 
points  out  that  the  time  has  come  to  prev^ent  death  and  dis- 
abiliG-  from  both  active  and  passive  tobacco  smoke,  and  it  tells 
us  what  we  can  do  about  it.  Among  other  things,  this  excellent 
issue  of  JAMA  demonstrates  that  smoking  will  be  an  ongoing 
problem  and  points  out  the  cost-effectiveness  of  counseling 
smokers  to  quit. 

Special  concern  involves  those  who  are  helpless  in  avoiding 
passive  tobacco  smoke  inhalation,  especially  children.  For  ex- 
ample, parental  smoking  has  been  demonstrated  to  enhance 
bronchial  responsiveness  in  9-year-old  children.  And  tobacco 
can  be  considered  “the  most  widely  used  addictive  substance 
in  the  world”  ( 2 ).  Energy  -efficient  construction  has  led  to  in- 
creased dispersal  of  indoor  tobacco  smoke,  and  even  those  oc- 
cupying “smoke-free  areas,”  can  be  subject  to  dangerous 
inhalation.  Virtually  all  of  us — even  the  most  avoidant  non- 
smoker — are  hard-pressed  to  avoid  smoke  when  we  enter 
buildings  or  airplanes  where  people  are  smoking,  even  on  rela- 
tively brief  flights  where  there  is  rapid  dispersal  of  the  ciga- 
rette smoke. 

Numerous  positive  steps  can  and  should  be  taken.  Physicians 
should  courteously  request  that  nobody  smoke  in  their  offices 
and  should  supply  waiting  rooms  with  appropriate  literature 
dealing  with  smoking  problems.  This  is  available  from  the 
AMA,  American  Cancer  Society,  and  other  sources.  As  physi- 
cians w'e  should  set  good  examples  by  not  smoking,  we  should 
encourage  adolescents  not  to  start  smoking,  and  wx  should  be 
available  to  discuss  this  w ith  them. 

We  also  must  help  protect  those  who  are  most  helpless:  chil- 
dren, including  those  not  yet  born.  In  each  case  wx  should  ex- 
plain the  risks  of  smoking  to  parents,  prospective  parents,  and 
pregnant  women.  We  should  discourage  smoking  in  auto- 
mobiles— especially  those  carrying  children.  And  we  should 
make  sure  that  children  and  expectant  mothers  totally  avoid 
tobacco  smoke. 

>X’e  can  help  by  supporting  legislation  to  restrict  smoking  on 
any  airline  flight,  in  hospitals,  and  public  buildings  and  con- 
veyances. Advertisement  of  smoking  products  should  be  out- 
lawed, and  we  should  w'ork  toward  reducing  the  illegal  sale  of 
cigarettes  to  minors. 

Let  us  remember  that  our  example  is  needed  not  only  as 
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TMA  IN  ACTION 


Delegates  to  meet  Nov  17—18 
at  Austin’s  Capitol  Marriott 

Texas  Medical  Association’s  legislative 
and  policymaking  body,  the  House  of 
Delegates,  will  set  out  priorities  for  the 
coming  year  during  its  interim  session 
Friday  and  Saturday,  Nov  17—18,  at  the 
Capitol  Marriott  Hotel  in  Austin. 

Immediately  following  the  opening 
session  on  Friday  afternoon,  reference 
committees  appointed  by  the  Speaker  of 
the  House  of  Delegates  will  meet  to  con- 
sider reports  and  resolutions.  Reference 
committees  will  consider  issues  and  rec- 
ommendations related  to  TMA’s  Constitu- 
tion and  Bylaws,  financial  and 
organizational  affairs,  legislation,  medical 
education,  public  health  and  scientific  af- 
fairs, and  socioeconomics. 

Any  association  member  may  appear 
before  reference  committees  to  discuss 
proposals  under  consideration.  The  dead- 
line for  submitting  resolutions  to  the 
House  of  Delegates  is  Monday,  Oct  16. 

Reference  committees  report  their 
findings  and  recommendations  to  the 
delegates  Saturday  morning,  Nov  18. 

Further  information  on  the  meeting  is 
available  from  Sharon  Walker,  Texas 
Medical  Association,  1801  N Lamar  Blvd, 
Austin,  TX  7870 1 , phone  (512) 
477-6704,  ext  152. 


TMA  says  Miller  Beer 
sending  youth  wrong  message 

During  a recent  press  conference  at  the 
C^apitol,  Texas  Medical  Association  and  a 
host  of  other  concerned  organizations 
condemned  Miller  Brewing  Company’s 
“World’s  Biggest  Party”  advertising  cam- 
paign and  called  on  the  alcoholic  bev- 
erage industry  “to  begin  acting  ethically 
and  responsibly  toward  our  young 
people  under  the  age  of  21,  and  discon- 
tinue questionable  marketing  and  adver- 
tising practices.” 

ITie  campaign  spotlights  a series  of  La- 
bor Day  concerts  around  the  state  spon- 
sored by  Miller  Lite  beer. 

TMA  representative  Donald  W.  Patrick, 
MD,  Austin,  a trauma  surgeon,  told  media 


representatives,  “Texas  Medical  Associa- 
tion is  extremely  concerned  about  alco- 
hol marketing  that  targets  a young 
audience.  We  feel  the  Miller  Beer 
“World’s  Biggest  Party  ’ campaign,  in  par- 
ticular, is  sending  signals  to  our  youth 
that  it  is  not  only  all  right  to  drink,  but 
that  drinking  is  the  only  way  to  have  fun. 
TMA  believes  advertising  of  alcohol 
should  not  be  targeted  to  youth  in  efforts 
to  encourage  consumption,  but  should 
reflect  responsible  adult  consumption  in 
moderation.  If  we  can  convince  our 
young  people  that  partying’  and  having 
fun  does  not  have  to  include  drinking, 
we  might  just  save  some  lives.” 

Also  participating  in  the  Thursday,  Aug 
3 1 , press  conference  were  represen- 
tatives of  the  Texans’  War  on  Drugs, 
Texas  Parent  Teacher  Association,  and 
Mothers  Against  Drunk  Driving  ( MADD ). 

TMA-MSS  speakers  encourage 
students  to  choose  medicine 

In  an  effort  to  reverse  the  declining  num- 
ber of  applicants  to  medical  schools, 
Texas  Medical  Association’s  Medical  Stu- 
dent Section  has  developed  a speakers 
bureau  to  promote  medicine  as  a career 
choice  among  Texas  high  school 
students. 

TMA-MSS  Speakers  Bureau  Chairman 
Walter  Gadberry'  reports  that  medical 
students  will  participate  in  college  night 
programs  sponsored  by  the  Fexas  Asso- 
ciation of  Registrars  and  Admission  Offi- 
cers (TACRAO).  “The  TACRAO  programs 
are  scheduled  through  March  1990,  and 
will  be  held  at  various  locations  across 
the  state.  The  programs  have  either  one 
evening  or  morning  format,  with  parents 
and  college-bound  students  attending,” 
said  Mr  (iadberry,  a student  at  Texas 
A&M  University  School  of  Medicine. 

“The  project  with  TACRAO  has  been  de- 
veloped over  the  past  year,  and  it  marks 
the  beginning  of  a model  program  for 
other  state  medical  student  sections,”  he 
added. 

The  TMA-MSS  Speakers  Bureau  will 
participate  in  TACRAO  programs  held  in 
the  vicinity  of  the  state’s  medical  schools, 
offering  the  potential  of  reaching  20,000 
high  school  students. 

Mr  Gadberry  reports  that  the  TMA-MSS 
also  works  with  the  association’s  Com- 


mittee on  Health  Careers,  which  will  de- 
vise plans  to  encourage  promising 
students  to  pursue  careers  in  medicine 
and  allied  health  fields  and  monitor 
trends  in  allied  health  professions. 

Travel  program  offers  selection 
of  tempting  trips  in  1990 

Texas  Medical  Association's  1990  travel 
program  offers  a wide  selection  of  tempt 
ing  trips,  starting  in  January  with  a ten- 
day  cruise  of  the  Amazon  River  and  Gre- 
nadine Islands.  Passengers  aboard  the 
Stella  Solaris  will  stop  in  Manaus,  Alter 
Do  Chao,  Santarem,  Tobago,  Trinidad, 
Grenada,  and  Barbados.  The  trip  begins 
Jan  26  and  continues  through  Feb  5. 

Completing  the  1990  winter  schedule 
are  the  Mexican  Riviera  Air/Sea  Cruise, 
Feb  3—10;  Wings  Over  Kenya  Air  Safari, 
Feb  9—23;  South  American  Adventure, 
March  2—  17;  and  Tiger  Tops — ITiailand, 
Nepal,  India,  March  24— April  1 1. 

Further  information  on  TMA’s  travel 
program  is  available  from  Jeanette  Pren- 
tice, 1801  N Lamar  Blvd,  Austin,  'IX 
78701,  phone  (512)  -177-6704,  ext  350. 


Fo  train  physicians  to  do  HIV  counseling 
and  HIV  blood  test  counseling,  the 
American  Medical  Association’s  Division 
of  Health  Science  has  produced  written 
guidelines  and  a training  % ideo. 

ITie  video,  titled  “ HIV  Blood  Test 
(lounseling,  ” was  produced  with  the  in- 
put of  nationally  recognized  experts  in 
HIV  disease.  It  portrays  a family  physi- 
cian’s interactions  with  three  patients — 
interactions  intended  to  model  counsel- 
ing techniques  and  stimulate  questions 
and  discussion  between  the  viewers  and 
the  trainer.  Elements  of  pre-  and  post-test 
coun.seling,  drug  and  sexual  practices, 
history-taking,  and  education  about  the 
human  immunodeficiency  virus  are 
discus.sed. 

The  28-minute  video  was  designed  to 
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be  used  in  combination  with  an  experi- 
enced trainer  in  HrV'  counseling  and  sup- 
porting printed  materials,  including  the 
guidelines  produced  by  the  division  last 
December,  a 1 4-page  report  titled  “lirV' 
Blood  Test  Counseling:  AMA  Physician 
Ciuidelines.” 

“Control  of  the  spread  of  HfV'  by  use  of 
a vaccine  remains  in  the  future,”  says  the 
report’s  author,  Robert  C.  Rinaldi,  PhD, 
the  division  director,  in  the  introduction. 
“Therefore,  education  and  counseling 
must  be  relied  upon  to  reduce  the  risk  of 
infection  and  control  and  spread  of  the 
virus. 

“Physicians  must  assume  a leadership 
role  ...  by  educating  the  public  and 
providing  to  the  patient  both  general 
counseling  and  counseling  .specific  to  the 
HfV'  antibody  blood  test.” 

ITie  report,  which  has  sold  30,000 
copies,  is  being  used  by  physicians, 
nurses,  social  workers,  and  counselors  in 
departments  of  mental  health,  medical 
schools,  private  physicians’  offices,  and 
state  health  departments. 

ITie  video  is  priced  at  $16.95  for  AMA 
members  and  $19.95  for  nonmembers. 
The  guidelines  are  $2  each  for  five  to  10 
copies  (minimum  order  is  five);  $1,50 
each  for  1 1 to  49  copies;  $ 1 each  for  50 
to  199  copies;  75  cents  each  for  200  or 
more  copies.  To  order,  send  a check  pay- 
able to  the  AMA,  Division  of  Health  Sci- 
ence, 535  N Dearborn,  Chicago,  11. 

60610,  attention  Eltha  Thomas.  More  in- 
formation is  available  from  Dr  Rinaldi  at 
(312)  645-5563. 


Seminar  in  Dallas  focuses 
on  ‘Managing  Medical  Waste’ 

Dallas  is  the  site  of  a one-day  seminar  on 
“Managing  Medical  Wastes”  co.sponsored 
by  the  American  Medical  A.ssociation. 
Scheduled  for  Nov  8,  the  seminar  is  one 
of  1 1 such  meetings  designed  to  guide 
physicians  and  other  health  care  profes- 
sionals in  implementing  effective  medical 
waste  management  programs. 

Other  cospon.sors  are  the  American  So- 
ciety of  Hospital  Engineering  and  the 
American  Society  for  Healthcare  Environ- 
mental Services. 

ITie  program  will  apprise  physicians 
and  others  of  requirements  of  the  Medi- 
cal Waste  Tracking  Act  and  of  the  reper- 


cussions that  can  result  from  improper 
waste  handling.  Present  demonstration 
programs  provided  for  by  the  new  law 
are  being  conducted  in  several  states,  but 
could  be  extended  to  include  all  states 
by  further  Congressional  action. 

Registration  fee  is  $ 1 50  for  AMA  mem- 
bers. Eurther  information  on  the  seminar 
is  available  at  ( 3 1 2 ) 280-5223  or  ( 31 2 ) 
280-3365  from  either  Nancy  Montegro 
or  Mar)'  Eicht  at  the  American  Ho.spital 
A.ssociation. 


Conference  on  DNA  probes 
set  for  Nov  9-10  in  San  Diego 

Hie  Third  Annual  American  Medical  As- 
sociation Conference  on  DNA  Probes  in 
the  Practice  of  Medicine  will  be  held  at 
the  Marriott  Hotel  and  Marina  in  San  Di- 
ego, Calif,  Nov  9—  10. 

ITie  conference  will  include  an  over- 
view of  the  concepts  and  uses  of  DNA 
probes;  sessions  on  the  application  of 
DNA  probes  to  inherited  disease,  cancer, 
and  infectious  diseases;  and  a discussion 
of  the  ethical  and  legal  issues  in  the  use 
of  DNA  probes  for  genetic  testing. 

Speakers  include  Jason  Brandt,  PhD, 
Johns  Hopkins  I'niversity  School  of  Medi- 
cine; Katherine  Wood  Klinger,  PhD,  Inte- 
grated Genetics  Inc;  Carol  A.  Westbrook, 
MD,  PhD,  University’  of  (Chicago  Pritzker 
School  of  Medicine;  and  Gerald 
Schochetman,  MD,  PhD,  Centers  for  Dis 
ease  Control. 

'Hie  AMA  has  designated  this  continu 
ing  medical  education  activity  for  1 3 
credit  hours  in  category’  1 of  the  Physi- 
cian’s Recognition  Award. 

Registration  in  advance  is  $250  for 
AMA  members  and  $325  for  nonmem 
bers  (or  $275  and  $350  at  the  door).  Re- 
duced fees  for  residents  and  students  are 
$175  and  $150,  respectively. 

Eor  more  information  or  to  register, 
call  (800)  621-8335. 


More  than  ,J56  Texas  physicians  help  the 
Editorial  Committee  review  articles 
submitted  to  TEXAS  MEDICINE 
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US-Mexico  health  problems 
demand  dollars,  action 

Health  and  environmental  problems 
along  the  I'nited  States-Mexico  border — 
pollution,  substandard  living  conditions, 
infectious  disease,  and  others — demand 
dollars  and  a mindset  for  action  rather 
than  more  study. 

These  were  recurring  themes  during 
Texas  Medical  Association’s  Border 
Health  Conference,  which  drew  200  aca- 
demicians, state  medical  socieU'  repre- 
sentatives, private  practice  physicians, 
government  officials,  and  other  health 
care  providers  to  El  Paso,  Aug  23  — 24. 
Regional  and  national  media  represen- 
tatives gave  the  topic  extensive  public 
exposure. 

'Hie  federal  government  should  take 
the  financial  responsibility  for  finding  so- 
lutions to  the  health  problems,  program 
participants  said.  “It’s  ludicrous  to  think 
that  communities  can  fund  programs  that 
would  successfully  address  these  inter- 
national problems,”  Laurance  Nickey, 

MD.  El  Paso,  said.  Dr  Nickey  is  chairman 
of  TMA’s  Council  on  Public  Health. 

Richard  Reavis.  Carson  City,  Nev,  a 
representative  of  the  Environmental  Pro- 
tection Agency,  advised  the  conferees  to 
be  persistent  and  cohesive  when  pursu- 
ing funds  in  Washington,  DC.  “You  gotta 
be  persistent,  and  you  gotta  do  it  en 
masse  . . . and  you  can’t  be  .satisfied  with 
answers  that  are  bologna,”  he  said. 

Pan  American  Health  Organization  rep- 
resentative Herbert  H.  Ortega,  MD,  PhD, 
El  Paso,  added  that  financial  resources 
should  be  directed  to  programs  that 
produce  measurable  results  so  the 
sources  can  see  that  they  made  a good 
investment.  Dr  Ortega  is  chief  of  the  El 
Pa.so  Eield  Office,  Region  6. 

The  problems  along  the  border  are  ex- 
acerbated by  Mexico’s  poor  economy 
and  inability  to  finance  programs  to  im- 
prove the  situation  in  that  nation,  where 
loose  enforcement  of  environmental  laws 
and  poor  public  sanitation  contribute  to 
pollution  and  health  problems  that  affect 
both  countries.  Texas  Commissioner  of 
Health  Robert  Bernstein,  MD,  Austin,  ob- 
served, “The  international  border  is  just  a 


line  on  a map.  It  does  not  stop  people, 
pollution,  or  disease.  And,  it  certainly 
does  not  stop  poverty.  ...  As  I once 
heard  someone  say,  “If  Mexico  sneezes, 
the  United  States  catches  cold.’” 

Dr  Bernstein  urged  the  audience  to 
“stop  watching  further  deterioration  ” 
and  take  action.  Stanley  Eisch,  MD,  of  the 
Harlingen  (Tex)  Pediatrics  Association 
agreed,  pointing  to  10-year-old  reports 
on  border  health  problems.  He  warned 
that  health  care  organizations  have  a 
“short  attention  span”  and  “it  doesn’t 
take  much  to  divert  their  attention  to 
other  issues.”  Dr  Eisch  concluded,  "It’s 
time  to  get  on  with  the  agenda  that  was 
set  out  10  years  ago.” 

The  conference  included  workgroup 
sessions  in  which  conferees  suggested  ac- 
tion plans  for  addressing  the  border 
health  problems.  Among  their  recom- 
mendations were: 

1 . Establish  a border  state  network 

2.  Hold  a second  conference  next  year 

3.  Build  a network  between  public 
and  private  .sectors 

4.  Establish  a joint  United  States-Mex- 
ico border  health  entity 

5.  Monitor  effectiveness  of  current 
structures  and  laws 

6.  Increase  awareness  of  the  problems 

7.  Involve  educational  resources 

8.  Pursue  legislative  remedies 

US  Supreme  Court  accepts 
more  cases  on  abortion 

following  its  July  3rd  ruling  upholding  a 
restrictive  Missouri  abortion  law,  the  US 
Supreme  Court  accepted  three  new  abor- 
tion ca.se.s  for  its  next  term,  which  begins 
in  Oct.  In  the  Missouri  case,  the  court 
stopped  just  short  of  overturning  Roe  v 
Wade,  the  1973  decision  that  establi.shed 
a woman’s  constitutional  right  to  obtain 
an  abortion. 

ITie  cases  accepted  for  the  next  term 
concern  teenagers’  right  to  obtain  abor- 
tions without  parental  involvement  in 
Ohio  and  Minnesota,  and  an  Illinois  li- 
censing law'  that  es.sentially  requires 
abortion  clinics  to  be  equipped  as  full- 
.scale  hospitals. 

ITie  court  could  use  any  of  these  ca.ses 
as  a vehicle  for  further  limiting  or  even 
overturning  Roe  v Wade. 


Physicians  must  maintain 
records  on  dangerous  drugs 

Texas  Medical  Association’s  Board  of 
Councilors  reminds  physicians  that  ac- 
cording to  the  Texas  Dangerous  Drug 
Act,  they  must  maintain  records  of  ac- 
quisitions and  disposals  of  dangerous 
drugs. 

Legally  defined,  the  term  “dangerous 
drug”  means,  “any  drug  or  device  that  is 
not  included  in  Penalty  Groups  I through 
fV'  of  the  Texas  Controlled  Substances 
Act  (Article  44‘'6- 1 5,  Vernon’s  Texas 
Civil  Statutes ) and  that  is  unsafe  for  self- 
medication,  and  includes  any  drug,  in- 
cluding an  anabolic  steroid  and  a human 
growth  hormone,  or  any  device  w hich 
bears  or  is  required  to  bear  the  legend: 
Caution:  federal  law  prohibits  dispensing 
without  prescription,  or  the  legend:  Cau- 
tion: federal  law  restricts  this  drug  to 
use  by  or  on  the  order  of  a licensed 
veterinarian.” 

Physicians  must  maintain  appropriate 
records  for  2 years  after  the  date  of  ac- 
quisition or  disposal  of  the  dangerous 
drug.  ITiese  records  must  be  made  avail- 
able for  inspection  by  any  public  official 
or  employee  engaged  in  the  enforcement 
of  the  dangerous  drug  law  and  such  pub- 
lic official  or  employee  must  be  accorded 
full  opportunity  to  m;ike  inventory’  of  all 
stocks  on  hand. 

'Die  Prescription  Drug  Marketing  Act 
of  198’^  requires  physicians  to  sign  a 
w ritten  request  form  for  samples  verif\ - 
ing  the  identity  of  the  drug  and  quantity 
requested.  Hiis  law  does  not  require  phy- 
sicians to  maintain  records  of  samples. 

I lowever,  a dangerous  drug  provided  to  a 
physician  by  its  manufacturers  as  a 
sample  is  precisely  the  same  drug,  chemi- 
cally, and  therefore,  legally,  as  would  be 
dispensed  by  a pharmacist  pursuant  to  a 
prescription.  ITie  only  difference  is  the 
packaging  and  the  promotional  material. 
Therefore,  the  provisions  of  the  Danger- 
ous Drug  Act  apply  to  samples  just  as 
they  do  to  office  stock  purchased  by  a 
physician.  It  should  be  further  noted  that 
the  Texas  Department  of  Public  Safety 
believes  that  the  law'  regarding  record 
keeping  for  dangerous  drugs  al.so  applies 
to  samples.  To  clarify  its  position,  the 
Texas  Department  of  Public  S;ifcty, 
through  Capt  B.C.  Lyon,  of  the  narcotics 
service  issued  a letter  on  Dec  21,  1988, 
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concerning  record  keeping  and  danger- 
ous drugs.  The  letter  states: 

“To  Whom  It  May  Concern: 

“Under  Article  4476-14,  V.A.C.S.  Dan- 
gerous Drugs  Act,  all  practitioners  who 
acquire,  through  whatever  means,  and 
dispense  any  dangerous  drugs  as  defined 
by  the  Act  are  required  to  maintain 
records  of  these  acquisitions  and  dis- 
posals for  a period  of  two  years. 

“The  Dangerous  Drug  Act  does  not 
specify  how  these  records  are  to  be 
maintained  by  practitioners  other  than 
pharmacies. 

“As  far  as  the  Department  of  Public 
Safety  Narcotics  Service  is  concerned, 
the  records  keeping  requirements  for 
these  practitioners  will  be  satisfied  if  the 
following  criteria  are  met: 

“1.  All  invoices  for  purchases,  receiv- 
ing orders,  or  documentation  for  ac- 
quired samples  are  on  file  for  two  years 
from  date  of  acquisition. 

“2.  A ledger,  a tally  sheet,  documen- 
tation of  the  patient’s  record,  or  other 
type  of  accountability  system  whereby 
records  of  the  amount  of  dangerous 
drugs  dispensed  or  administered  along 
with  the  date  and  patient’s  name  to 
whom  dispensed  or  administered. 

“Should  old  or  outdated  drugs  be  de- 
stroyed, documentation  of  the  disposals 
should  be  maintained  for  rw'o  years  from 
date  of  disposals. 

“3.  Have  available  for  inventor)'  all 
dangerous  drugs  currently  in  the  practi- 
tioner’s possession. 

“This  information  will  enable  an  officer 


or  agency  official  to  account  for  all  drugs 
received  during  a two-year  period,  ac- 
count for  all  drugs  disposed  of  during 
this  period,  and  the  difference  should 
equal  the  amount  on  hand  " 

Dallas/Fort  ’Worth  survey 
shows  concern  about  STDs 

Nearly  half  ( 49%  ) of  Dallas/Fort  Worth 
residents  18  to  49  years  of  age  recently 
surveyed  are  “veiy”  or  “somewhat  ” con- 
cerned about  sexually  transmitted  dis- 
eases ( STDs ).  They  are  slightlv’  more 
fearful  of  STDs  than  the  nation  as  a 
whole,  and  34%  have  changed  their  be- 
havior to  avoid  contracting  an  STD. 

The  recent  attitudinal  survey  of  398 
Dallas/Fort  Worth  residents  was  con- 
ducted by  Opinion  Research  Corporation 
and  commissioned  by  Burroughs  Well- 
come Co.  The  survey  was  part  of  an  STD 
educational  campaign  being  sponsored 
by  the  American  Academy  of  Der- 
matology', the  American  Academy  of  Fam- 
ily Physicians,  the  American  College  of 
General  Practitioners  in  Osteopathic 
Medicine  and  Surgery',  the  American  Os- 
teopathic Association,  and  the  American 
Social  Health  Association,  in  conjunction 
with  the  Burrouglis  Wellcome  Co. 

ITie  campaign  encourages  greater 
awareness  of  STDs,  the  use  of  a genital 
self-examination  ( GSE ) as  a means  to  de- 
tect them,  and  advises  people  to  see  their 
doctor  if  they  suspect  they  may  have  an 
S'FD. 


The  National  Institute  for  Allergy  and 
Infectious  Diseases  estimates  that  ap- 
proximately 1 3 million  cases  of  sexually 
transmitted  disease  occur  each  year  in 
this  country. 

A national  survey  paralleling  the 
Dallas/Fort  Worth  survey  involved  632 
adults.  It  found  that  52%  of  Americans 
interview  ed  are  concerned  about  STDs 
and  36%  hav  e changed  their  behavior  to 
avoid  contracting  an  STD.  The  most  com- 
mon precautionary'  measures  include  re- 
ducing the  number  of  sexual  partners 
( 23%  ) and  using  condoms  (25%  ).  But 
62%  of  the  respondents  have  never  ques- 
tioned a sexual  partner  about  having  an 
S'FD. 

Dallas/Fort  Worth  residents,  along  with 
the  rest  of  the  nation,  appear  to  have  a 
basic  but  incomplete  understanding  of 
how  STDs  are  transmitted.  Of  those  sur- 
veyed, 98%  know'  they  can  get  an  STD  by 
having  sex  without  using  a condom. 

They  also  recognize  other  dangerous 
practices,  such  as  having  multiple  sex 
partners  ( 99%  ) and  sharing  a needle 
( 97%  ).  Almost  every  one  interviewed 
recognized  the  effectiveness  of  condoms 
and  abstinence. 

However,  some  people  surveyed  be- 
lieve incorrectly  that  they  can  contract 
an  STD  from  an  insect  bite  ( 1 3%  ) or  a 
toilet  seat  or  other  surface  ( 20%  ).  Eight 
percent  mistakenly  believes  that  birth 
control  pills  can  prevent  STDs  and  less 
than  one-third  know  that  spermicides 
may  help  prevent  transmission  of  STDs. 

The  sponsoring  organizations  aim  to 
inform  the  public  of  the  rising  incidence 
of  STOs,  to  provide  information  to  help 
people  examine  themselves  for  signs  or 
symptoms  of  S'FDs  and  to  motivate  them 
to  see  a doctor  for  diagnosis,  treatment, 
and  advice  in  preventing  the  spread  of 
disease. 

The  centerpiece  of  the  genital  self-ex- 
amination program  is  a brochure  that  ex- 
plains how  to  perform  a genital  self- 
exam. The  GSE  guide  describes  the 
causes  and  symptoms  of  five  major 
STDs — syphilis,  gonorrhea,  chlamydia, 
genital  herpes,  and  genital  warts.  It  out- 
lines a step-by-step  procedure  for  care- 
fully checking  one’s  body  for  possible 
signs  and  symptoms  of  STDs,  and  gives 
advice  for  reducing  the  risk  of  contract- 
ing or  spreading  an  STD. 

The  GSE  guide  was  reviewed  by  physi- 


Treating  Tremors . . . 

Can  be  challenging,  but  often  rewarding.  We’d  like  to  help 
health  professionals  by  educating  patients. 

Essential/Familial  Tremor  patients  now  have  a resource  for 
information  on  medication  and  other  therapies. 

To  learn  more,  contact; 

INTERNATIONAL 
TREMOR  EOUNDATION 

360  West  Superior  Street,  Chicago,  Illinois  60610  (312)  664-2344 


Texas  Medicine 


From  the  Lone  Star  State,  a new 
name  in  pharmaceuticals  has 
emerged,  LEXIS  Pharmaceuticals 
combines  innovations  with  a 
sense  of  pride  that  goes  with 
Texan,  We  invite  you 
supporting  this 
new  company, 
managed  with  worldwide 
experience,  and  dediGted  to 
quality  products. 


SPAN-FF* 

provides  more  Ferrous  Fumarate 
(325  mg.)  than  many  other  iron 
products  currently  marketed.  A 
daily  iron  deficiency  supplement 
in  a sustained-action  capsule. 


FURONATALFA"" 

a complete  and  affordable 
combination  of  vitamins  and 
minerals  for  today's  woman 
during  pregnancy  and  laaation. 


HISTAMir* 

antihistamine/decongestant 
capsules.  Provides  1 2-hour  relief 
of  nasal  congestion  and  eusta- 
chian  tube  congestion. 


Support  LEXIS.  A shining  new 
spirit  in  pharmaceuticals,  and 
proud  to  call  Texas  home. 


For  additional  hformation,  all 
LEXIS  Pharmaceuticals,  Inc. 

800-346-7455 


SPAN-FF®  FURONATAL  FA.~'»  HISTAMIC"® 


1 06  mg  Elemental  Iron 


Prenatal  Multivitamin  with  Minerals  Antihistamine/Decongestant 


^LEX'lSPharmaceuticals,  Inc. 

100  Congress  Avenue  Austin,  Texas  78701 


SPAN-FF* 


1 06  mg  Elemental  Iron 
Description 

Each  SPAN-FF  capsule  contains  325  mg  Ferrous  Fumarate  specially  encased  m bead  form  for  optimal  dispersion 
of  Ihe  iron  content,  thereby  minimizing  the  potential  intolerance,  while  increasing  the  solubility  and  making 
available  a maximum  amount  of  solute  iron  SPAN-FF  is  tasteless,  odorless,  and  will  not  stam  the  teeth  These 
properties,  combined  with  the  high  availability  of  Elemental  Iron,  make  SPAN-FF  unique  in  action  and  flexible  in 
administration 

Indications 

SPAN-FF  IS  intended  for  use  in  the  treatment  of  iron-deftciency  anemias,  a maintenance  hematimc  for  those 
patients  needmg  a daily  iron  supplement  to  maintain  normal  hemoglobin  levels,  frequent  blood  donors,  and  for 
anyone  who  must  use  a diet  of  inadequate  iron  content 

SPAN-FF  IS  indicated  prophylactically  m pregnancy  and  during  lactation  Pregnant  women  need  additional  iron 
to  replace  the  approximately  400  mg  contributed  to  the  fetus  during  gestation,  especially  during  the  last  two-lhirds 
of  pregnancy  In  most  cases,  greater  absorption  occurs  during  the  last  trimester  of  pregnancy  rather  than  the 
first  However,  treatment  delayed  until  the  last  trimester  many  times  will  not  correct  Ihe  anemia 


The  use  of  weil-toleraled  Ferrous  Fumarate  provides  high  levels  of  elemental  iron  with  a low  incidence  of  gastric 
distress 

Precautions 

Peptic  ulcer,  regional  enteritis,  and  ulcerative  colitis  may  be  aggravated  by  Ferrous  Fumarate  as  by  other  ferrous 
salts  Severe  iron  poisoning  can  occur  with  overdosage,  particularly  m children 

Suggested  Dosage 

For  adults  and  children  12  or  more  years  of  age  One  capsule  daily  or  as  directed  by  a physician 

How  Supplied 

NDC  0454-3002-01  bottles  of  100 

NDC  0454-3002-04  professional  sample  bottles  of  4 

Storage 

Store  at  controlled  room  temperature  15  to  30°C  (59  to  86®F) 


FUROfMATALFA“« 


Prenatal  Multivitamin  with  Minerals 

Aaions 

Folic  acid  IS  one  of  the  imponant  hematopoietic  agents  necessary  for  proper  regeneration  of  the  blood-forming 
elements  and  their  functioning  Folic  acid,  given  by  mouth,  stimulates  the  production  of  RBC  s,  WBC's,  and 
platelets  in  persons  suffering  from  certain  megaloblastic  anemias 

Indications 

Folic  acid  IS  effective  in  the  treatment  of  megaloblastic  anemias  due  to  a deficiency  of  folic  acid  as  may  be  seen 
in  tropical  or  nontropical  sprue,  m anemias  of  nutritional  origin,  pregnancy,  infancy,  or  childhood 

Contraindications 

Folic  acid  (pteroylglutamic  acid)  is  contraindicated  in  patients  with  untreated  and  uncomplicated  pernicious 
anemia  and  in  those  with  anaphylactic  sensitivity  to  folic  acid  Iron  therapy  is  contraindicated  in  patients  with 
hemachromatosis  and  patients  with  iron  storage  disease  or  the  potential  for  iron  storage  disease  due  to  chronic 
hemolytic  anemia  (e  g , inherited  anomalies  of  hemoglobin  structure  or  synthesis  and/or  red  cell  enzyme  deficien- 
cies. etc  ).  pyndoxine  responsive  anemia  or  cirrhosis  of  the  liver  Cyanocobalamin  is  contraindicated  in  patients 
with  sensitivity  to  cobalt  or  to  cyanocobalamin  (vitamin  B-12) 

Warnings 

Pernicious  anemia  should  be  ruled  out  before  starting  treatment  While  folic  acid  corrects  the  blood  picture  of 
pernicious  anemia,  it  does  not  ameliorate  the  attendant  neurological  involvement  Resistance  to  treatment  may 
be  due  to  depressed  hematopoiesis,  alcoholism,  the  presence  of  antimetabolic  drugs  or  to  deficiencies  of 
vitamins  Iron  deficiency  anemia  may  be  due  to  occult  blood  loss  Ihe  cause  of  which  should  be  determined  and 
treated  appropriately 

Precautions 

Folic  acid  (pteroylglutamic  acid)  and  vitamin  B-12  microbiologic  blood  assays  are  invalidated  by  the  administration 
of  most  antibiotics,  methotrexate  or  pyrimethamine  Folic  acid  (pteroylglutamic  acid)  is  not  effective  in  reversing 
the  toxic  effects  of  methotrexate  Fohnic  acid  (5-formyltetrahydrofolic  acid)  must  be  used  in  that  situation  Black 
tarry  stools  may  be  due  either  to  occult  Gl  bleeding  or  iron  therapy  or  both  Folic  acid  m doses  above  0 1 mg 
daily  may  obscure  pernicious  anemia  in  that  hematologic  remission  can  occur  while  neurological  manifestations 
remain  progressive  Supplementation  of  the  diet  by  milk  or  other  dietary  sources  of  calcium  may  be  advisable 

Adverse  Reactions 

Allergic  reactions  have  been  reported  following  both  oral  and  parenteral  administration  of  folic  acid 

Dosage  and  Administration 

One  tablet  daily  after  a meal,  or  as  directed  by  a physician 


Overdosage 

The  average  human  lethal  dose  of  iron  is  about  200-250  mg  iron/kg  body  weight  In  the  case  of  a 4-kg  infant, 
this  IS  about  800  mg  iron  or  about  2 grams  anhydrous  ferrous  sulfate  or  ferrous  fumarate 

How  Supplied 

Bottles  of  1(X)  tablets  debossed  with  the  product  code  "7777  " A child  resistant  cap  is  standard  on  bottles  of 
too  and  sample  bottles  of  4 tablets  as  a safeguard  against  accidental  ingestion 

NDC  0454-7777-01  bottles  Of  100 

NDC  0454-7777-04  professional  sample  bottles  of  4 

Storage 

Store  at  controlled  room  temperature  15  to  30'’C  (59  to  86°F) 

Description 

Each  tablet  contains 

For  pregnant  or  lactating  women 

Percentage  of  Recommended  Dietary  AJIowance  (RDA) 


Vitamin  A (as  Acetate) 

8000  1 U 

(RDA) 

(160%) 

Vitamin  C (as  Ascorbic  Acid) 

90  mg 

(1125%) 

Thiamine  (as  Thiamine  Mononitrate  Vitamin  B,) 

2 55  mg 

(170%) 

Riboflavin 

3 mg 

(187%) 

Niacinamide 

20  mg 

(125%) 

Calcium  (as  Calcium  Carbonate) 

02g 

(16  5%) 

Iron  (as  Ferrous  Fumarate)  . . 

65  mg 

(100%) 

Vitamin  Dj 

. . 400 1.U 

(80%) 

Vitamin  E (as  dl-Alpha  Tocopheryi  Acetate) 

30  lU 

(214%) 

Vitamin  Bg  (as  Pyndoxme  Hydrochloride) 

10  mg 

(385%) 

Folic  Acid 

1 mg 

(125%) 

Vitamin  6,2  (Cyanocobalamin) 

12  meg 

(300%) 

Iodine  (as  Potassium  Iodide) 

1 50  meg 

(86%) 

Magnesium  (as  Magnesium  Oxide) 

...  100  mg 

(22%) 

Zinc  (as  Zinc  Oxide) 

25  mg 

(125%) 

HISTAMIC'"^ 

Antihistamine/Decongestant 
Indications  and  Usage 

HISTAMIC  provides  12-hour  relief  of  nasal  congestion  and  eustachian  tube  congestion  associated  with  the 
common  cold,  sinusitis,  and  acute  upper  respiratory  infections  Also  indicated  for  symptomatic  relief  of  perennial 
and  seasonal  allergic  rhinitis,  vasomotor  rhinitis  Decongestants  m combination  with  antihistamines  have  been 
used  to  relieve  eustachian  lube  congestion  associated  with  acute  eustachian  salpingitis,  aerotitis  and  serous 
otitis  media 

Contraindications 

Patients  with  severe  hypertension,  severe  coronary  artery  disease,  patients  on  MAO  inhibitors,  narrow  angle 
glaucoma,  urinary  retention,  peptic  ulcers,  or  during  an  asthmatic  attack  Also  contraindicated  m patients  with 
hypersensitivity  or  idiosyncrasy  to  sympathomimetic  amines  or  antihistamines 

Warnings 

Antihistamines  may  impair  mental  and  physical  abilities  required  for  the  performance  of  potentially  hazardous 
tasks,  such  as  driving  a vehicle  or  operating  machinery,  cause  drowsiness,  and  may  impair  mental  alertness  in 
children 

Precautions 

Caution  should  be  used  in  patients  with  diabetes,  hypertension,  cardiovascular  disease,  increased  intraocular 
pressure,  hyperthyroidism,  prostatic  hypertrophy,  or  patients  with  a history  of  bronchial  asthma  SEE  CONTRAIN- 
DICATIONS 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  HISTAMIC  It  is  also  not  known  whether  HISTAMIC 
can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproductive  capacity  HISTAMIC 
should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers 

If  IS  not  known  whether  the  drugs  in  HISTAMIC  are  excreted  in  human  milk  Due  to  the  potential  for  serious 
adverse  reactions  In  nursing  infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue 
the  product,  taking  into  account  the  importance  of  the  drug  to  the  mother 


Adverse  Reactions 

Hyperreactive  individuals  may  display  ephednne-like  reactions  such  as  tachycardia,  palpitations,  headache, 
dizziness  or  nausea  Patienis  sensitive  to  antihistamines  may  experience  mild  sedation  Sympathomimetics  have 
been  associated  with  certain  untoward  reactions  including  restlessness,  tremor,  weakness,  pallor,  respiratory 
difficulty,  dysuria,  insomnia,  hallucination,  convulsions,  CNS  depression,  arrythmias  and  cardiovascular  collapse 
with  hypotension  Possible  side  effects  of  antihistamines  are  drowsiness,  restlessness,  dizziness,  weakness,  dry 
mouth,  anorexia,  nausea,  vomiting,  headache,  nervousness,  blurring  of  vision,  polyuria,  heartburn,  dysuria  and. 
very  rarely,  dermatitis 

Dosage  and  Administration 

One  HISTAMIC  capsule  every  12  hours  for  adults  and  children  over  12  years  of  age 

How  Supplied 

NDC  0454-3603-01  bottles  of  100  Capsules 

NDC  0454-3603-04  professional  sample  bottles  of  4 capsules 

How  Supplied 

Orange,  clear  HISTAMIC  Sustained-action  Capsules 
Imprint  MMI/MMI 

NDC  0454-3603-01  bottles  of  100  Capsules 

NDC  0454-3603-04  professional  sample  bottles  of  4 capsules 

Storage 

Store  at  controlled  room  temperature  15  to  SO’C  (59  to  86®F) 

LEXiSPharmaceuticals,  Inc. 

100  Congress  Avenue  Austin,  Texas  78701 


cians  before  its  release;  of  the  physicians 
surveyed,  9S%  felt  there  was  a need  for 
this  program.  ITiey  said  the  material  was 
clear  and  understandable  as  well  as  an 
appropriate  vehicle  for  increasing  aware 
ness  of  STDs. 

The  public  education  campaign  in- 
cludes information  about  obtaining  a 
copy  of  the  free  GSE  pamphlet,  which  is 
available  in  English  and  Spanish.  To  re- 
ceive the  guide  call  1-800-23-4-1 124,  or 
write  GSE,  PO  Box  4088,  Woburn,  Mass 
01888-4088. 


MEDICM  ECONOMICS 


TMA  petitions  Supreme  Court, 
recoupment  on  hold 

While  the  US  Supreme  Court  considers 
whether  to  hear  Texas  Medical  Associa- 
tion’s suit  to  halt  the  collection  of  $14 
million  in  alleged  overpayments  to  physi- 
cians and  Medicare  beneficiaries,  a pre- 
liminary’ injunction  halting  the  action 
remains  in  effect  and  propo.sed  legislative 
remedies  move  closer  to  reality. 

The  court’s  decision  is  expected  in  late 
1989  or  early  1990.  Texas  Medical  Asso- 
ciation, the  Texas  Ophthalmological  As- 
sociation, Texas  Academy  of  Family 
Physicians,  Texas  Society  of  Internal 
Medicine,  Travis  County  Medical  Society, 
1 1 physicians,  one  medical  clinic,  and 
four  Medicare  recipients  won  the  injunc- 
tion from  US  Di.strict  Judge  James  R. 
Nowlin,  Oct  29,  198'7. 

The  alleged  overpayments  occurred 
during  July  1985  to  April  1986,  after  the 
Health  Care  Financing  Administration 
( I ICFA ) converted  Medicare  codes  for 
physician  services.  To  expedite  the  con 
version.  Blue  Cross  and  Blue  Shield  of 
Texas  ( BCBS ),  the  state’s  Medicare  car- 
rier, paid  for  some  procedures  on  the 
basis  of  a statewide  fee  .schedule  rather 
than  historical  customary  and  prevailing 
charge  data.  Contending  that  the  u.se  of 
the  fee  schedules  was  illegal,  HCFA  be- 
gan a recoupment  effort  in  August  198"^. 
TMA  and  the  other  plaintiffs  contend  that 
BCBS  exercised  a legal  option  in  basing 
payments  on  the  fee  schedule  and  the 
payments  were  correct. 


At  press  time,  TMA  was  preparing  to 
petition  the  Supreme  Court,  after  the  5th 
Circuit  Court  of  Appeals  dismissed  the 
suit  on  jurisdictional  grounds  and  the  as- 
.sociation’s  petition  for  a rehearing  w as 
denied.  While  the  Supreme  Court  consid- 
ers the  petition,  association  officials  arc 
pur.suing  legislative  remedies  in  Washing- 
ton, DC.  Congre.ssman  John  Bryant  ( D- 
Dallas ) has  introduced  an  amendment  to 
the  House  of  Representatives  Energy-  and 
Commerce  Committee  budget  recon- 
ciliation package,  which  would  halt  the 
recoupment.  The  committee  approved 
the  amendment,  and  Congress  will  vote 
on  the  package  this  fall. 

TMA  General  Counsel  Donald  P. 

Wilcox  has  advised  the  TMA  Board  of 
Trustees,  “If  our  petition  is  denied,  the 
stay  will  terminate  and  the  preliminary 
injunction  will  be  dissolved.  If  our  peti- 
tion is  granted,  the  court  w ill  set  a hear- 
ing date.  In  either  event,  it  is  now  likely 
that  sufficient  time  will  lapse  for  the  leg- 
islative remedy  halting  the  recoupment 
to  be  enacted.  ” 


Indiana  halts  operations 
of  liability  purchasing  group 

The  Indiana  Department  of  Insurance  has 
obtained  a permanent  injunction  halting 
the  operations  of  the  Medical  Liability 
Purchasing  Group,  Inc,  of  Indiana,  which 


has  solicited  business  throughout  the 
United  States,  including  Texas. 

According  to  Kiiren  B.  Neisw-inger, 
counsel  to  the  Indiana  Department  of  In- 
.surance,  “The  information  contained  in 
the  solicitations  was  false  in  several  re- 
spects, and  induced  health  care  providers 
to  purchase  ( malpractice ) insurance 
from  an  offshore  company,  w hich  has  not 
been  admitted  to  do  business  in  any 
state” 


CAINEAL  COMMENTS 


Legislature  honors  Dr  Boehning 
for  professional,  public  service 

The  Texas  Legislature  has  honored 
Harold  C.  Boehning,  MD,  retired  chair- 
man of  the  Texas  Medical  Political  Action 
Committee  ( TEXPAC ) Board  of  Direc- 
tors, for  his  many  y-ears  of  professional 
and  public  service. 

Dr  Boehning  was  instrumental  in  TEX- 
PAC’s  succe.ssful  efforts  to  elect  construc- 
tionist candidates  to  the  Texas  Supreme 
C4)urt  in  1988.  During  his  tenure,  TEX- 
PAC continually  has  gained  strength  in 
both  the  political  and  legislative  arenas. 

Hie  House  of  Repre.sentatives  recog- 
nized the  Dallas  anesthesiologist  in  a 


"Mr  Mundcllo  NX'hcn  I said  strip  to  the  waist,'  I meant  tor  you  to  start  at  the  top  ’ 
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rcst)lution  passed  Feb  23  I he  Senate 
passed  a similar  resolution  on  Feb  2"'. 

Dr  Boehning  stepped  down  after  two 
years  as  chairman  of  TEXPAC  on  Dec  31. 
1988.  He  served  on  the  board  for  nine 
years  and  has  been  affiliated  with  TEX- 
PAC for  26  years. 

In  the  resolutions,  legislators  cited  Dr 
Boehning  for  his  "strong  leadership  and 
commitment  to  professional  excellence" 
as  a member  of  several  medical  organiza- 
tions, including  the  Dallas  County  Medi- 
cal Society,  Texas  Medical  A.ssociation 
and  the  American  Medical  Association. 

Dr  Boehning  graduated  from  McMurry 
College  and  received  his  medical  degree 
from  The  University’  of  Texas  Southw  est- 
ern  Medical  School  in  1953  He  served  as 
president  of  the  Dallas  County'  Medical 
Society  in  198-t  and  president  of  the 
Dallas  Anesthesiology’  Society  in  1964. 

He  also  is  a past  president  of  the  Texas 
Society  of  Anesthesiologists  and  served 
12  years  in  the  House  of  Delegates  of  the 
American  Society  of  Anesthesiologists.  Dr 
Boehning  has  served  16  years  in  the  TMA 
I louse  of  Delegates. 

A founder  and  director  of  Dallas  Anes- 
thesiology Associates,  Dr  Boehning  is  a 
diplomate  of  the  American  Board  of 
Anesthesiology.  He  has  served  many 
years  on  the  staff  of  Baylor  Medical  Cen- 
ter, and  on  the  clinical  faculty  of  I'he  Uni- 


versity of  Texas  Southwestern  Medical 
School  at  Dallas. 

While  Dr  Boehning  is  naturally  pleased 
with  this  honor,  he  is  more  inclined  to 
view  the  commendation  as  a reflection  of 
TEXPAC’s  and  TMA’s  good  standing  in 
the  legislative  arena. 

‘‘It  also  is  undoubtedly  recognition  of 
TEXPAC  s prominence  in  effecting  the  re- 
cent Supreme  Court  turnabout,"  Dr 
Boehning  said.  ‘‘This  is  a unique  event,  as 
it  is  the  first  occasion  of  the  State  Legis- 
lature acknowledging  a PAC  leader.  I 
credit  Dr  Bill  Gamel  and  his  Council  on 
Legislation,  Kim  Ross  and  the  TMA  Divi- 
sion of  Public  Affairs,  as  well  as  the  TEX- 
PAC board  and  all  the  TEXPAC  activists 
throughout  the  state  for  producing  the 
climate  that  made  this  action  possible,  ft 
was  a collaborative  effort,  a collective 
win,  and  this  is  really  a collective  award,” 

Dr  Boehning  warned  that  this  com- 
mendation is  not  a signal  that  the  battle 
is  won,  “In  fact,”  he  said,  “we  are  con- 
fronted with  the  possibility  of  losing  our 
gains  in  the  1990  election.  Membership 
in  TEXPAC  has  always  been  an  impera- 
tive. but  never  more  than  now.” 
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ROBERT  L.  LINE,  MD,  Dallas,  has  been 
named  one  of  the  Live  Outstanding 
Young  Texans  by  the  Texas  Jaycees  and 
Blue  Cross/Blue  Shield.  He  was  nomi- 
nated after  receiving  the  Dallas  Junior 
C^hamber  of  Commerce  Distinguished 
Service  Award  earlier  this  year.  Dr  Fine, 
an  internist  with  a subspecialty  in  geri- 
atrics, is  medical  director  of  the  Adult 
Daycare  Center  at  Baylor  University 
Medical  Center. 

DANIEL  W.  FOSTER,  MD,  and  AEERED 
GILMAN,  MD,  PhD,  have  been  elected  to 
the  prestigious  Institute  of  Medicine. 
They  were  elected  for  their  commitment 
to  the  “advancement  of  the  health  sci- 
ences and  education  and  to  the  improve- 
ment of  health  care.”  Drs  Poster  and 
Gilman  are  on  the  faculty  at  The  Univer- 
sity of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas.  Dr  Foster  is  professor  and 
chairman  of  the  Department  of  Internal 


■Medicine,  and  Dr  Gilman  is  professor  and 
chairman  of  the  Department  of 
Pharmacology. 

ADOLPH  H.  GIESECKE,JR.  MD,  Dallas, 
has  received  the  Ashbel  Smith  Distin- 
guished Alumnus  Award  from  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston.  Dr  Giesecke  is  professor  and 
chairman  of  anesthesiology  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
School. 

ANTONIO  M.  GOTTO,JR,  MD,  Houston, 
has  received  a Gold  Heart  Award  from 
the  American  Heart  Association.  The 
award  is  given  annually  to  individuals 
who  have  rendered  distinguished  service 
in  advancing  the  objectives  of  the  Ameri- 
can Heart  Association.  Dr  Gotto  is  pro- 
fessor and  chairman  of  the  department  of 
medicine  at  Baylor  College  of  Medicine 
and  The  Methodist  Hospital  in  Houston. 

M.  DAVID  LOW,  MD,  PhD,  has  been 
named  president  of  The  University  of 
Texas  Health  Science  Center  at  Houston 
and  will  assume  the  post  this  fall.  Dr  Low 
was  chief  executive  of  the  health  sci- 
ences component  of  the  University  of 
British  Columbia  in  Vancouver.  He 
earned  his  MD  at  Queen’s  University  in 
Kingston,  Ontario,  and  a PhD  in  neuro- 
physiology' at  Baylor  College  of  Medicine. 

Representative  MIKE  McKINNEY,  MD, 
Centerville,  made  Texas  Monthly's  “Ten 
Best”  list  of  legislators  during  the  1989 
session.  McKinney  was  selected  for 
“standing  for  reason  over  fear,  magna- 
nimity over  meanness,  and  empathy  over 
hate.”  He  helped  pass  four  major  public 
health  bills  against  heavy  opposition:  an 
AIDS  insurance  bill,  a motorcycle  helmet 
bill,  a bill  providing  relief  for  financially 
strapped  rural  hospitals,  and  a bill  involv- 
ing the  state  in  AlDs  treatment  and 
education. 

RONALD  P.  RAPINE  MD,  has  joined  the 
editorial  board  of  the  American  Journal 
of  Dermatopathology . Dr  Rapini  is  asso- 
ciate professor  of  dermatology  and  pa- 
thology at  The  University  of  Texas 
Medical  School  at  Houston. 

EDWARD  B.  SINGLETON,  MD,  Houston, 
recently  received  the  Distinguished  Ser- 
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vice  Award  from  the  American  Roentgen 
Ray  Society’  for  his  contributions  to 
postgraduate  medical  education.  Dr 
Singleton  is  chief  of  radiology'  at  Texas 
Children’s  Hospital,  St  Luke’s  Hospital, 
and  the  Texas  Heart  Institute. 

RICHARD  W.  SMALLING.  MD,  has  been 
honored  by  the  American  Heart  Associa- 
tion with  the  presentation  of  the  Robert 
J.  Cruikshank  Award  for  outstanding  con- 
tributions by  a volunteer.  Dr  Smalling  is 
acting  director  of  the  division  of  car- 
diology at  The  University'  of  Texas  Medi- 
cal School  at  Houston. 


DEATHS 


RAYMOND  J.  BENNETT,  MD,  retired  El 
Paso  psychiatrist.  Died  July  15,  1989;  age 
82.  Dr  Bennett  received  his  medical  de- 
gree in  1937  from  Indiana  University  at 
Bloomington.  He  served  an  internship  at 
Tacoma  (Wash)  General  Hospital,  and  a 
residency  at  Western  Washington  State 
Hospital.  Dr  Bennett  was  in  private  prac- 
tice in  El  Paso  from  1951  until  his  retire- 
ment; he  was  a life  member  of  Texas 
Medical  Association. 

J.C.  DUPE,  MD,  retired  Anson  general  sur- 
geon. Died  July  22,  1989;  age  79.  In  1937 
Dr  Duff  graduated  from  the  University  of 
Louisville  (Ky)  School  of  Medicine.  After 
an  internship  at  Jefferson  Davis  Ho.spital 
in  Houston,  he  served  a tour  of  duty  with 
the  US  Army.  Dr  Duff  practiced  medicine 
in  Anson  from  1940  to  his  retirement  in 
1983,  and  was  a life  member  of  Texas 
Medical  Association. 

ELTON  DUPREE,  MD,  Houston  pediatric 
allergist.  Died  July  31,  1989;  age  53-  Dr 
Dupree  received  his  medical  degree  in 
1964  from  the  Medical  College  of 
Georgia  in  Augusta.  He  served  his  intern- 
ship and  residency  at  The  University  of 
Texas  Medical  Branch  at  Galveston. 

ARNOLD  M.  GOLDMAN,  MD,  Houston 
diagnostic  radiologist.  Died  July  1 5, 

1989;  age  54.  Dr  Goldman  was  a I960 
graduate  of  Jefferson  Medical  College  in 


Philadelphia.  He  served  his  internship 
and  residency  at  Jefferson  Medical  Col- 
lege Hospital.  Following  his  residency.  Dr 
Goldman  served  4 years  with  the  US 
Army,  including  2 years  in  Vietnam. 

BENJAMIN  F.  MERRITT,  MD,  retired 
Quitman  general  practitioner.  Died  July 
7,  1989;  age  62.  In  1954  Dr  Merritt  grad- 
uated from  Louisiana  State  University 
School  of  Medicine  at  New  Orleans.  He 
served  an  internship  at  Confederate  Me- 
morial Medical  Center. 

HUGH  DUMAS  MURRAY,  MD,  Dallas 
gynecologist.  Died  July  30,  1989;  age  66. 
Dr  Murray  received  his  medical  degree 
in  1946  from  the  University'  of  Tenne.ssee 
College  of  Medicine  at  Memphis.  He 
served  an  internship  and  residency  at 
Parkland  Memorial  Hospital  in  Dallas. 
During  the  Korean  War  he  was  a US  Naw 
medical  officer  serving  with  the  Marines. 

JOSEPH  M.  RIDDELL,  JR,  MD,  retired  Fort 
Worth  dermatologist.  Died  July  25,  1989; 
age  72.  Dr  Riddell  was  a 1946  graduate 
of  Baylor  University  College  of  Medicine. 
After  an  internship  at  Baylor  University' 
Hospital,  he  served  residencies  at  Park- 
land Memorial  Hospital  in  Dallas  and  at 
the  University'  of  Illinois  Research  and 
Education  Hospital.  Dr  Riddell  was  a life 
member  of  Texas  Medical  As.sociation. 

G.W.J.  ROBBERSON,  MD,  Kilgore  family 
practitioner.  Died  July  7,  1989;  age  67.  In 
1952  Dr  Robberson  graduated  from  I’he 
University'  of  Texas  Medical  Branch  at 
Galveston.  He  served  an  internship  at  the 
University  of  Oklahoma  Hospitals.  Dr 
Robberson  began  practicing  medicine  in 
Kilgore  in  1953. 

WALTER  S.  VIARD,  JR,  MD,  retired 
Linden  family  practitioner.  Died  July  19, 
1989;  age  64.  Dr  Viard  was  a 1949  gradu- 
ate of  The  University'  of  Texas  Southwest- 
ern Medical  School  at  Dallas.  He  served 
an  internship  at  St  Joseph’s  Hospital  in 
Fort  Worth.  Dr  Viard  served  with  the  US 
Nav'y  from  1944  to  1945  and  from  1950 
to  1952.  He  practiced  medicine  in  Fort 
Worth  and  in  Arizona  before  moving  to 
Linden  in  1973. 
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Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 
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First  hundreds... 


Then  thousands. 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 
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The  AMA  proposal  for  an  administrative  scheme  to 
replace  professional  liability  litigation  has  many 
positive  features.  It  abolishes  jury  trial  and  allows 
administrative  determination  of fault,  representa- 
tion by  appointed  lauryers,  and  limited  recovery 
but  for  a wider  range  of  injuries  during  treatment 
Attractive  as  these  provisions  may  seem  to  medical 
providers,  several  of  them  are  radical  enough  to 
ensure  rejection  by  the  courts  as  unconstitutional 
The  ‘‘total  package"  approach  to  professional  lia- 
bility reform  is  less  promising  than  concentration 
on  the  introduction  of  a few  key  items  of  proven 
or  probable  efficacy.  Medical  providers  should  con- 
centrate their  limited  resources  on  tort  reform 
providing  for  ‘‘caps”  on  noneconomic  damages 
(pain  and  suffering),  an  absolute  statute  of  lim- 
itations, reversal  of  the  collateral  sources  (double 
recovery)  rule,  limitations  on  attorneys’  fees,  and 
periodic  payments,  rather  than  lump  sums,  for 
large  awards.  The  new  TMA  proposal  for  neuro- 
logical birth  injuries  is  discussed  briefly. 

KE\'  WORDS;  PROFESSIONAL  LIABIUTY,  AMA  SCHEME,  UNCON- 
STITUTIONAL, PROVEN  MEASURES,  TORT  REFORM 


The  recent  proposal  of  the  AMA/Specialty  So- 
ciety Medical  Liability  Project  ( 1 ) has  much 
to  recommend  it  as  an  abstract  solution  to 
the  ongoing  medical  liability  crisis.  The  proposed 
scheme  seems  fair,  pragmatic,  and  workable.  But  in 
the  milieu  of  present  constitutional  theory,  it  has 
basic  and  fatal  flaws.  In  addition,  its  cost  would  be 
considerably  more  than  the  existing  system.  Its  con- 
tinuing value  will  be  as  a model,  an  ideal,  and  not  as 
a functioning  scheme.  Despite  this,  the  provisions 
limiting  damages  and  restricting  contingent  fees  are 
proven  and  effective  measures,  suitable  for  immedi- 
ate inclusion  in  tort  reform  legislation. 

Elements  of  the  AMA  scheme 

The  features  of  the  proposal  resemble  those  of  the 
radical  New  Zealand  Injury  Compensation  Scheme 
(2 ),  which  aims  for  limited  compensation  for  all  in- 
juries, including  those  following  medical  treatment, 
without  regard  to  fault  or  cause.  The  AMA  scheme 
proposes  abolition  of  juries  in  medical  liability  cases 
and  their  replacement  with  an  administrative 
agency,  which  would  be  responsible  not  only  for  at- 
tributing fault  and  compensating  injured  patients, 
but  also  for  disciplining  the  doctors  involved.  Mone- 
tary awards  would  be  standardized  according  to  pa- 
tient injury  and  age  and  limited  in  a manner  similar 
to  present  workers’  compensation  awards.  Other 
sources  of  disability  and  health  insurance  payments 
would  be  deducted  from  the  award.  In  most  cases, 
legal  help  to  the  patient  and  expert  opinions  would 
be  supplied  by  the  agency.  Settlements  would  be 


encouraged  by  a system  of  blind  offers  (ie,  simulta- 
neous offers  made  without  awareness  of  the  other 
side’s  amount  ),  and  appeals  would  be  limited.  As  an 
administrative  scheme,  the  proposal  is  comprehen- 
sive, pragmatic  and  fair,  if  potentially  expensive.  But 
its  design  is  so  radical  that  it  presents  serious  consti- 
tutional problems. 

Fatal  flaw  1:  right  to  jury  trial 

Controversial  legislation  must  often  survive  consti- 
tutional challenge,  especially  if  it  threatens  the  fi- 
nancial interest  of  lawyer  groups.  Since  medical 
liability  litigation  is  a state  matter,  tort  reform  legis- 
lation must  undergo  constitutional  scrutiny  by  the 
supreme  court  in  each  state.  Technical  considera- 
tions of  constitutional  law  aside,  the  courts  usually 
first  inspect  the  legislation  from  a popular  perspec- 
tive: how  does  it  affect  the  ordinary  citizen?  Any  re- 
moval of  traditional  safeguards  or  advantages  (such 
as  jury  trial  in  liability  cases)  must  be  balanced  by  a 
quid  pro  quo,  a tradeoff  of  substantial  and  concrete 
legal  advantages  to  replace  those  lost  ( 3 )■  Thus 
workers’  compensation  schemes  remove  the 
worker’s  right  to  jury  trial  and  replace  jury  awards 
by  scheduled  benefits,  but  also  require,  as  a tradeoff, 
that  the  employer  pays  regardless  of  fault  (4),  The 
corresponding  proposal  for  medical  providers 
would  be  to  compensate  all  adverse  outcomes,  re- 
gardless of  physician  fault,  a proposition  too  expen- 
sive to  be  considered  realistic.  Similarly,  no-fault 
auto  insurance  schemes  also  remove  the  right  to 
jury  trial  for  smaller  cases,  but  in  return  allow  for 
automatic  compensation  of  the  victims  from  the  in- 
surance fund  ( 5 ).  One  of  the  drawbacks  of  the  AMA 
proposal  is  that  the  tradeoff  for  the  loss  of  jury  trial 
is  not  so  distinct  as  in  the  aforementioned  schemes. 
Second,  the  court  considers  the  broad  public  pol- 
icy implications  of  the  legislation:  how  does  it  make 
the  system  work  better,  especially  for  the  common 
man  (6),  It  is  on  this  basis  that  the  contingency  fee 
system,  with  all  its  disadvantages,  is  justified  (7)  and 
paradoxically,  on  these  grounds  that  the  doctors 
must  rely  when  defending  any  reform  legislation. 
The  crucial  point  is  that  doctors  must  show  that  the 
system  works  better  for  the  common  man  in  terms 
of  such  factors  as  reduced  medical  costs,  larger  and 
more  timely  award  amounts,  and  wider  availability 
of  medical  care,  and  not  just  that  the  system  would 
work  better  for  medical  providers.  Again,  the  AMA 
scheme  eliminates  jury  trial,  but  does  not  provide  a 
balancing  legal  advantage  for  the  plaintiff, 

OTHER  CONSTITUTIONAL  ASPECTS  OF  JURY 
TRIAL 

As  outlined,  the  AMA  proposal  to  remove  jury  trial 
from  the  injured  patient  and  substitute  an  adminis- 
trative hearing  is  a major  defect  in  the  scheme  from 
the  point  of  view  of  its  surviving  constitutional  scru- 
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tiny.  Despite  the  de-emphasis  on  jury  trial  in  other 
nations,  the  US  system  retains  it  as  a central  feature 
of  both  civil  and  criminal  litigation,  with  the  result 
that  at  present  the  vast  majority  of  the  jury  trials  in 
the  world  take  place  in  the  United  States  (8). 

The  last  major  US  Supreme  Court  case  ruling  on 
jury  trial,  Beacon  Theater  v Westover  (9),  con- 
firmed in  emphatic  terms  the  central  importance  of 
jury  trial  to  the  American  system  and  expanded  the 
issues  that  must  be  submitted  to  a jury,  even  in  tra- 
ditionally nonjury  matters.  Jury  trial  has  been  the 
object  of  a continued  chorus  of  adulation  from 
American  lawyers,  both  inside  law  schools  and  out, 
the  only  dissonant  note  being  empiric  research 
showing  jury  failure  and  fallibility  (10).  Thus  de- 
spite the  realities,  jury  trial  is  widely  perceived 
by  lawyers  as  a superior  feature  of  the  American 
system. 

Recent  history  indicates  the  probable  fate  of  any 
proposal  to  eliminate  jury  trial.  In  the  1960s,  pro- 
posals by  several  respected  academic  lawyers  for 
no-fault  traffic  accident  insurance  attempted  to 
solve  the  problems  of  expanding  litigation,  expand- 
ing cost,  and  over-lawyering  in  this  area  (11).  Al- 
though the  original  proposals  eliminated  jury  trial 
and  substituted  no-fault  awards  for  economic  losses 
only,  the  scheme  was  not  politically  viable  without 
the  retention  of  jury  trial  for  major  cases.  Present 
no-fault  auto  accident  insurance  schemes  have  sur- 
vived constitutional  scrutiny,  and  then  only  par- 
tially, by  ensuring  the  availability  of  jury  trial  for 
major  injuries  and  large  claims,  a result  which  has 
somewhat  increased  the  overall  cost  of  accident 
reparation. 

Thus  the  central  feature  of  the  AMA  scheme,  the 
abolition  of  jury  trial  for  medical  liability  cases,  is 
the  very  thing  that  will  ensure  its  demise  under 
present  standards  of  constitutional  law.  In  this  sense, 
the  concepts  of  the  scheme  are  ahead  of  their  time. 

Fatal  flaw  2:  right  to  counsel 

A second  feature  of  the  AMA  scheme  that  makes  it 
vulnerable  to  challenge  is  removal  of  the  right  to 


free  choice  of  counsel.  The  right  to  counsel,  espe- 
cially for  criminal  defendants,  has  been  so  far  held 
sacrosanct  and  implies  the  free  choice  of  one’s  own 
lawyer  (12).  The  authors  of  the  worker’s  compen- 
sation schemes  and  of  no-fault  traffic  accidents 
schemes  had  hopes  that  involvement  of  plaintiff 
lawyers  would  be  minimized,  but  today  these  areas 
still  constitute  major  areas  of  practice.  The  Ameri- 
can adversary  system  is  built  around  law  and  law- 
yers, and  as  long  as  the  US  remains  a “nation  under 
law,”  it  seems  an  impossible  dream  to  expect  other- 
wise. Although  the  AMA  proposal  does  not  directly 
restrict  the  patient’s  choice  of  attorney,  it  does  indi- 
rectly inhibit  such  free  choice  by  providing  legal 
services  to  the  patient  and  applying  minor  sanctions 
to  those  who  choose  an  outside  lawyer.  Although 
these  items  are  minor  in  a practical  sense,  courts 
are  very  sensitive  to  any  changes  that  constrict  such 
a fundamental  constitutional  right  and  would  reflex- 
ively  strike  legislation  with  such  provisions. 

A viable  but  unexplored  alternative  is  to  restrict 
the  financial  incentives  for  lawyers,  rather  than  di- 
rectly inhibit  their  participation.  The  experience 
with  worker’s  compensation  schemes  suggests  that 
strict  limitation  on  percentage  fees  reduces,  but 
does  not  eliminate,  lawyer  participation  (13). 

Usable  provisions  of  the  scheme 
LIMITS  ON  ‘PAIN  AND  SUFFERING  ” 

Although  the  AMA  scheme  will  probably  never  be 
implemented  as  a whole,  it  still  contains  several  im- 
portant suggestions  that  should  be  included  in  any 
proposal  for  continuing  tort  reform.  For  example,  it 
proposes  upper  limits  on  the  amounts  awarded  for 
pain  and  suffering  and  other  noneconomic  damages, 
a provision  included  in  many  recent  “tort  reform  ” 
statutes  (14).  Such  limitations  have  been  upheld  as 
constitutional  in  most  states,  even  by  the  California 
Supreme  Court  (15),  regarded  in  legal  circles  as  the 
most  pro-plaintiff  of  the  major  states.  The  Supreme 
Court  of  Texas  thus  placed  itself  outside  the  main- 
stream of  legal  thought  by  opposing  tort  reform  and 
holding  in  Lucas  v US  ( 16)  that  a 1977  Texas  statute 


Features  of  present  ( tort)  system  of  medical  liability  litigation  and  proposed  AMA  plan 


Feature  of  System 

Present  (Tort)  System 

AMA  Plan 

Statute  of  limitations 

Variable 

Not  defined 

“Finder  of  fact" 

Jury 

Administrator 

Expert  witnesses 

Recruited  by  attorneys 

Employed  by  board 

Money  awards* 

Unlimited  in  most  states,  including  Texas 

Limited  by  statute 

Other  sources  of  compensation* 

Not  deducted  from  award  (double  recovery) 

Deducted  from  award 

Patient’s  attorney 

Open  market  principle 

Appointed  by  board 

Attorney  s fees* 

Unlimited 

Limited  by  statute 

Settlement  offers 

Bargained 

Encouraged;  use  of  “blind  offers" 

Appeals 

Unlimited 

Limited 

Disciplinary  procedures 

Some  reporting  requirements 

Intrinsic  to  proceedings 

Constitutionality 

Tested 

Doubtful 

•Proven  or  probably  effective  items  suitable  for  inclusion  in  tort  reform  packages. 
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containing  caps  on  economic  and  noneconomic 
losses  offended  the  Texas  Constitution,  and  should 
be  struck.  Recent  changes  in  the  court  make  it  pos- 
sible that  this  decision  will  be  reversed  or  modified 
in  the  next  few  years,  but  the  massive  political 
problem  of  re-passing  such  legislation  remains. 

Despite  these  setbacks,  tort  reform  legislation 
limiting  plaintiff  recovery',  especially  for  pain  and 
suffering,  has  been  shown  to  reduce  total  award 
amounts,  is  most  appropriate  to  the  present  needs 
of  the  doctor,  and  still  remains  a realistic  long-term 
legislative  goal. 

LIMITATION  OF  CONTINGENT  FEES 
Although  direct  limitation  of  attorney  involvement 
is  impracticable  on  constitutional  grounds,  reduc- 
tion of  financial  incentives  by  setting  maximum  con- 
tingent percentages  may  achieve  a similar  result. 
Moreover,  such  limitation  has  excellent  precedent 
in  other  statutory’  schemes,  and  is  supported  by  the 
general  public  (17). 

REPEAL  OE  THE  “COLIATERAL  SOURCES” 
(DOUBLE  RECOVERY)  RULE 
The  AMA  scheme  proposes  deducting  payments 
from  other  sources,  such  as  health  insurance  and 
disability  payments,  in  calculating  the  amount  of 
compensation.  This  is  a reversal  of  present  policy, 
where  plaintiffs  are  allowed  to  recover  such  amounts 
from  the  doctor  and  also  from  the  health  insurance 
company.  Such  “abrogation”  of  the  “collateral 
sources”  rule  is  an  effective  way  of  preventing 
double  recovery  for  many  plaintiffs  and  seems  in- 
tuitively fair.  In  states  where  it  has  been  introduced 
as  part  of  tort  reform  legislation,  it  has  been  shown 
to  significantly  reduce  awards  (18). 

Other  problems  with  the  AMA  scheme 

COST 

In  a real  sense,  the  present  system  of  medical  lia- 
bility litigation  limits  compensation  through  the  fi- 
nancial self-interest  of  the  plaintiffs  attorney.  A case 
that  is  not  financially  viable  for  both  the  patient  and 
the  plaintiff’s  attorney  will  not  enter  the  legal  .sys- 
tem at  all,  a factor  which  reduces  litigation  by  about 
one-third  of  the  potential  claims  (19).  However, 
ease  of  access  to  the  compensation  system  is  a fea- 
ture of  the  AMA  scheme,  and  this  would  translate 
into  increased  utilization  of  the  scheme  and  a resul- 
tant increase  in  administrative  and  compensatory 
costs. 

Another  real  possibility  is  that  the  administrative 
scheme  proposed  by  the  AMA  would,  over  the 
course  of  time  and  under  the  influence  of  populist 
politics,  evolve  into  another  redistributive  program, 
such  as  workers’  compensation,  EEOC,  and  similar 
administrative  agencies.  Rather  than  examining  the 
merits  of  each  case,  such  programs  tend  to  promote 


compromise  settlements  of  claims  with  and  without 
merit,  without  the  realistic  opportunity  for  appeal 
or  review.  Such  a pro.spect  creates  a question  as  to 
whether  the  immediate  relief  promised  by  the  AMA 
scheme  would  be  worth  such  long-term  financial 
burdens. 

PROBLEMS  WITH  PRESENT  CONCEPTS  OF 
CAUSATION 

The  scheme  does  not  confront  the  growing  realiza- 
tion that  in  the  practice  of  “high  tech”  medicine,  ad- 
verse outcomes  are  statistically  inevitable.  Such 
interventions,  while  usually  providing  a dramatically 
successful  result,  are  associated  in  the  literature 
with  a real  statistical  incidence  of  equally  dramatic 
complications.  Although  good  practice  attempts  to 
reduce  these  to  a minimum,  they  remain  a reality 
seldom  mentioned  in  press  accounts  of  techno- 
logical advances.  While  the  media  carry  glowing 
accounts  of  medical  space-age  technology,  few 
patients  are  realistically  aware  of  Challenger  IV 
complications. 

Even  without  substandard  care,  any  adverse  result 
associated  with  an  intervention  raises  the  question 
of  whether  it  was  due  to  the  primary  pathology  or 
to  the  inter\’ention  itself.  Fhirty  years  ago,  if  a coro- 
nary’ occlusion  resulted  in  a major  infarct  and  low 
cardiac  output,  the  resulting  death  was  not  at- 
tributed to  the  doctor  sitting  by  the  bedside,  wring- 
ing his  hands.  Today,  however,  if  the  patient  dies 
after  an  attempted  clot  lysis  and  coronary  an- 
gioplasty' to  the  obstructed  artery,  the  circum- 
stances may  lead  the  family  to  blame  the  cardiolo- 
gi,st,  rather  than  the  infarct,  for  the  patient’s  ensuing 
death. 

THE  WIDER  PROBLEM  OF  INJURY 
COMPENSATION 

The  AMA  scheme  fails  to  address  the  wider  problem 
of  those  patient  injuries,  the  majority,  that  are  not 
presently  compensated.  About  5%  of  hospital  ad- 
missions suffer  some  type  of  identifiable  adverse 
result  ( 20 ),  and  only  about  4%  of  those  patients  re- 
ceive compensation  through  the  present  tort  system 
(20,  p 70).  However,  the  AMA  proposal  avoids  this 
question  for  good  reason.  Even  assuming  the  in- 
creased efficiencies  of  a no-fault  state-administered 
system,  such  as  workers’  compensation,  a scheme 
that  compensated  all  such  injuries  would  be  four  to 
ten  times  more  expensive  than  the  present  system 
of  patient  compensation  (medical  liability  litiga- 
tion) (21 ). 

The  tort  reform  movement:  a window  of 
opportunity? 

The  passage  of  tort  reform  legislation  through  the 
state  legislatures  and  its  subsequent  approval  by  the 
state  supreme  court,  provides  the  only  real  hope  for 
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relief  from  the  continuing  problems  of  liability  liti- 
gation. Several  factors  have  combined  to  make  this 
the  most  opportune  time  in  some  decades  to  make 
such  legislation  possible.  First,  multimillion  dollar 
awards  in  Florida  and  Virginia  for  birth  defects  pre- 
cipitated announcements  by  the  major  carriers  that 
they  would  no  longer  insure  obstetricians.  This 
produced  the  atmosphere  of  crisis  that  is  usually  re- 
quired for  legislatures  to  make  significant  changes 
and  resulted  in  significant  tort  reform  legislation  in 
those  states.  ITie  gradual  withdrawal  of  obstetricians 
from  the  field  nationwide,  partly  due  to  increasing 
insurance  costs,  is  a significant  but  less  dramatic 
event.  Second,  the  current  low  public  regard  for 
lawyers  has  helped  to  pass  legislation  w idely  per- 
ceived as  unfavorable  to  lawyers  as  a group.  Third, 
wide  publicity  given  to  singularly  outrageous  jury 
verdicts  (although  these  are  often  modified  later  on 
appeal ) and  the  phenomenon  of  lawy  er  advertising 
have  both  raised  public  awareness  of  the  problem. 
Last,  electoral  changes  in  the  supreme  courts  of  sev- 
eral states  ( including  the  “liberal”  courts  of  Texas 
and  California ) have  ereated  supreme  courts  more 
likely  to  consider  such  changes  constitutional.  In 
Texas,  recent  voter  response  to  media  reports  of  Su- 
preme Court  corruption  has  provided  a less  pro- 
plaintiff and  more  moderate  court,  and  a realistic 
chance  of  reversing  the  Lucas  decision.  This  would 
allow  the  legislature  to  proceed  with  tort  reform 
without  the  constant  threat  of  imminent  veto  from 
the  judiciary. 

However,  the  present  momentum  for  tort  reform 
may  be  replaced  by  a legislative  backlash  as  the 
well-organized  and  well-funded  groups  of  lawyers 
counterattack  ( 22  ),  and  this  w indow  of  opportunity 
may  then  shut.  There  is  an  urgency  for  substantive 
tort  reform  now  and  a corre,sponding  need  for  legis- 
lative pragmatism,  including  recognition  of  the  real- 
ity that  most  legislation  is  incremental  and  not 
radical  in  nature.  “Tinkering”  with  the  present  sys- 
tem is  more  likely  to  occur  and  has  a more  predict- 
able outeome  than  radical  overhaul  that  would  be 
designed  and  controlled  by — who  else? — the 
lawyers. 

Danzon  and  others  (18)  have  carefully  studied 
the  effects  of  tort  reform  legislation  passed  during 
the  insurance  crisis  of  the  mid-197()s,  thus  indicat- 
ing which  of  the  proposed  changes  merit  our  great- 
est attention.  She  found  that  placing  “caps”  on  jury 
awards,  and  preventing  double  recovery’  by  revers- 
ing the  “collateral  sources”  rule  had  an  immediate 
effect  on  reducing  the  average  award  amount.  Other 
provisions  which  were  likely  to  have  an  effect  over 
time  were  a strict  2-  to  3-year  statute  of  limitations, 
a plan  of  periodic  payments  for  large  awards,  and 
limits  on  lawyers’  pereentage  (contingency)  fees. 
Provisions  that  had  no  effect,  and  sometimes  in- 


creased costs,  were  those  requiring  arbitration  or 
pretrial  hearings, 

A good  example  of  appropriate  and  well-tailored 
tort  reform  is  the  recent  T^LA  proposal  ( 23 ) for  no- 
fault compensation  of  infants  with  neurological 
damage  incurred  during  childbirth.  ITie  provision  is 
aimed  at  an  area  that  demands  immediate  relief,  an 
area  where  damage  aw  ards  have  been  increasing 
rapidly,  attorneys’  percentage  fees  have  measured  in 
the  millions,  and  juries  have  behaved  in  an  irregular 
and  unpredictable  fashion.  I’he  central  features  of 
the  proposal  are  no-fault,  periodic  payments  of 
compensation  to  any'  child  suffering  neurological 
damage  during  the  birth  process,  in  exchange  for 
control  of  attorney  percentage  fees  and  limiting  re- 
covery to  economic  losses  only  ( ie,  no  awards  for 
pain  and  suffering,  mental  anguish,  etc ),  This  pro- 
posal combines  an  attractive  mixture  of  advantages 
for  the  injured  patient,  the  insurance  carrier,  and 
the  treating  physician.  Due  to  this  balance  of  advan- 
tages, it  appears  likely  to  survive  constitutional  chal- 
lenge. The  scheme  is  due  to  be  introduced 
into  the  Texas  Legislature  next  session. 

Such  proposals  are  in  accord  w ith  the  results  of 
careful  econometric  studies  and  are  designed  to 
bring  real  relief,  rather  than  mere  cosmetic  change, 
to  those  areas  where  it  is  most  needed.  Texas  physi- 
cians should  support  the  continued  efforts  on  their 
behalf  to  introduce  such  provisions  to  the  legis- 
lature, with  the  hope  that  legislative  success  w ill 
this  time  be  followed  by  approval  from  a recon- 
stituted Texas  Supreme  Court.  The  alternative  pre- 
sented by  the  AMA,  despite  its  theoretical  advan- 
tages, is  less  likely  to  become  law,  and  less  likely  to 
be  upheld  in  the  courts,  than  a series  of  piecemeal 
proposals.  Even  if  such  legislation  should  pass  both 
these  barriers,  it  is  by  no  means  certain  that  the  re- 
sulting system  would  provide  significant  overall  im- 
provement in  the  present  unsatisfactory  situation. 
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Cardiovascular 
mortality  trends  in 
Harris  County,  Texas: 
1980  to  1986 


Cardiovascular  diseases  are  the  leading  causes  of 
death  in  Texas  and  in  the  United  States.  This  study 
determines  the  trend  in  mortality’  rates  attributed 
to  cardiovascular  diseases  in  Harris  County  from 
1980  to  1986.  The  region  of  the  county'  that  does 
not  include  the  City’  of  Houston  was  specifically 
studied.  Mortality  of  cardiovascular  diseases  in 
these  two  areas  follow  patterns  similar  to  that  of 
the  United  States  in  the  same  time  period.  Both  the 
entire  county  and  Harris  County’  excluding  Hous- 
ton show  declines  in  cardiovascular  mortality 
rates  in  the  -year  period.  The  populations  were 
divided  into  four  ethnic  categories  (white,  black, 
Hispanic  and  “other”),  and  each  ethnic  group 
reported  significant  declines  in  overall  cardio- 
vascular mortality  except  in  the  “other"  popula- 
tion, which  showed  an  increase  in  the  male  group. 
Significant  dowmvard  trends  were  noticed  in  the 
white  and  Hispanic  population  in  the  two  major 
subcategories  of  cardiovascular  diseases:  diseases 
of  the  heart  and  cerebrovascular  diseases.  The 
black  population  in  each  geographic  area  studied 
was  consistently  higher  in  cardiovascular  mor- 
tality than  the  other  three  ethnic  groups  observed 
( white,  Hispanic  and  “other").  Knowledge  of 
cardiovascular  disease  mortality  rates  by  ethnicity, 
sex,  and  age  as  well  as  temporal  changes  in  mor- 
tality rates  within  Harris  County  are  important  for 
health  planners  in  continuing  and  implementing 
programs  aimed  at  awareness,  prevention,  and 
treatment  of  cardiovascular  diseases. 

KEY  WORDS:  CARDIOVASCULAR  DISEASE,  HEART  DISEASE,  CER 
EBROVASCULAR  DISEASE,  MORTALHA',  TREND  ANALYSIS,  HAR- 
RIS COUNTY,  TEXAS 


Cardiovascular  diseases  affect  a large  percent- 
age of  the  US  population  and  currently  rank 
as  the  leading  causes  of  death  (1-3).  They 
especially  affect  the  elderly  population.  Males  in  all 
age  groups  tend  to  have  higher  cardiovascular  dis- 
ease mortality  rates  than  females.  Mortality  rates 
from  cardiovascular  disease  tend  to  be  higher  in  the 
black  population  than  in  other  ethnic  groups  in  the 
United  States.  Since  the  mid-1960s,  several  studies 
have  indicated  that  the  mortality  rate  for  heart  dis- 
ease and  coronary  heart  disease  has  been  declining 
(4,5).  Before  I960,  cardiovascular  mortality  rates 
were  on  the  increase.  A number  of  factors  could 
have  contributed  to  the  decline  in  cardiovascular 
mortality,  such  as  greater  public  awareness  of  cardio- 
vascular disease  risk  factors  and  prevention  and, 
more  recently,  greater  focus  on  individual  health 
and  fitness,  specifically  regarding  weight,  diet,  smok- 
ing, and  other  factors  known  to  contribute  to 
cardiovascular  diseases.  Earlier  detection  and  im- 
proved therapy  also  may  have  contributed  to  the 


decline.  C^ardiovascular  diseases  include  diseases  of 
the  heart;  cerebrovascular  diseases;  atherosclerosis; 
other  diseases  of  arteries,  arterioles,  and  capillaries; 
and  hypertension  with  or  without  renal  disease. 
Trends  in  cardiovascular  disease  mortality  in  Harris 
County',  Tex,  follow  the  downward  pattern  seen  in 
the  US  as  a whole.  According  to  the  Texas  1985  Vi- 
tal Statistics  (6),  the  leading  causes  of  death  among 
Texas  residents  mirror  that  of  the  United  States.  Dis- 
eases of  the  heart,  one  of  the  major  subcategories  of 
cardiovascular  diseases,  was  the  leading  cause  of 
death.  Death  by  malignant  neoplasms  ranked  sec- 
ond, and  cerebrovascular  diseases  ranked  third  in 
Texas. 

Harris  County  is  located  in  the  southeastern  cor- 
ner of  Texas,  covers  square  miles,  and  had  a 
1980  population  of  2,409,547,  according  to  that 
year’s  census  ( 7,8 ).  Approximately  two  thirds  of 
Harris  County  ’s  population  resides  in  the  city  of 
Houston.  The  1980  population  of  Harris  County,  not 
including  the  city'  of  Houston  was  830,698  with  an 
ethnic  composition  of  82.1%  white,  4.8%  black, 
10.8%  Hispanic,  and  2.3%  “other.”  This  area  con- 
sists of  smaller  suburban  municipalities  and  a large 
unincorporated  area  with  many  of  its  residents  com- 
muting to  Houston  for  employment  and  services.  An 
approximately  equal  male  and  female  distribution 
was  found  in  each  region. 

The  aim  of  this  article  is  to  determine  the  tem- 
poral trend  in  cardiovascular  mortality  rates  for  Har- 
ris County’  and  Harris  County  excluding  Houston 
from  1980  to  1986.  We  studied  two  major  catego- 
ries of  cardiovascular  disease  in  order  to  identify 
any  specific  trends  by  ethnicity'  and  sex:  diseases  of 
the  heart  and  cerebrovascular  diseases.  We  also 
hoped  to  determine  whether  cardiovascular  mor- 
tality in  Harris  County’  and  the  area  excluding  a 
large  metropolitan  city'  such  as  Houston  follow  cur- 
rent national  and  state  cardiovascular  mortality- 
trends. 

Methods 

The  study  population  consisted  of  two  groups:  all 
residents  of  Harris  County  and  all  residents  of  Harris 
County  who  lived  outside  the  Houston  city  limits 
from  1980  to  1986  and  whose  primary  cause  of 
death  was  classified  as  a cardiovascular  disease  by 
the  ninth  revision  of  the  International  Classification 
of  Disease  ( ICD ) codes  ( 390  — 448 ) ( 9).  Secondary 
cause  of  death  was  not  recorded  in  the  data  avail- 
able for  this  investigation  and  therefore  was  not 
considered,  even  though  it  may  have  been  a major 
contributing  factor.  Diseases  of  the  heart  include  is- 
chemic heart  disease  (ICD  410—414),  hypertensive 
heart  disease  ( ICD  402 ),  other  diseases  of  the  endo- 
cardium (ICD  424),  rheumatic  fever  and  rheumatic 
heart  diseases  (ICD  390—398),  hypertensive  heart 
and  renal  disease  ( ICD  404 ),  and  other  forms  of 
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heart  disease  (ICD  415  — 423,  425  — 429)-  Cere- 
brovascular diseases  include  intracerebral  and  other 
intracranial  hemorrhages  (ICD  431-432),  cerebral 
thrombosis  and  unspecified  occlusions  of  the  cere- 
bral arteries  (ICD  434.0,  434.9),  cerebral  embolism 
( ICD  434.1 ),  and  all  other  and  late  effects  of  cere- 
brovascular diseases  (ICD  430,  433,  435-438). 
Other  diseases  classified  under  cardiovascular  dis- 
eases include  other  diseases  of  arteries,  arterioles, 
and  capillaries  (ICD  441-448);  atherosclerosis 
( ICD  440 );  and  hypertension  with  or  without  renal 
disease  (ICD  401,  403).  The  numbers  of  reported 
cardiovascular  disease  deaths  for  each  geographic 
area  were  obtained  from  vital  statistics  data  tapes 
from  the  Texas  Department  of  Health  (TDH ) (10). 

Texas  Department  of  Health  receives  reports  pri- 
marily from  the  county  and  city  health  departments 
concerning  births,  deaths,  and  reportable  diseases. 
The  local  registrars  in  the  county  and  city  health  de- 
partments continually  monitor  the  health  status  of 
their  particular  region  and  must  file  with  the  state 
registrar  a birth  or  death  certificate  within  5 or  1 0 
days  of  the  birth  or  death,  respectively,  as  required 
by  state  law  (11). 


I.  Yearty  age-adjusted  mortatity  rates  for  Harris  County.  Harris  County  excluding  Houston, 
the  city  of  Houston,  and  the  United  States. 


1980 

1981 

1982 

1983 

1984 

1983 

1986 

Cardiovascular  diseases: 

Harris  County 

273-3 

270.0 

261.2 

233.1 

241  0 

2379 

228.8 

Excluding  Houston 

217  3 

2288 

214.8 

213  3 

214.7 

218.3 

2089 

Diseases  of  the  heart: 

Harris  County 

213  8 

214  8 

203.3 

203.4 

188.8 

190.7 

182  6 

Excluding  Houston 

170  0 

183.8 

167.7 

173.6 

1719 

1817 

170  3 

Houston 

231  1 

227.3 

220.6 

214.6 

193.7 

194.3 

191  3 

United  States 

2020 

193  0 

190.3 

188.3 

1833 

1817 

173  4 

Cerebrovascular  disease; 

Harris  Count)' 

48.6 

43.0 

4.39 

40  1 

40.4 

37.6 

.36.1 

Excluding  Houston 

37,2 

34.4 

33.7 

31  6 

31.3 

28  1 

.38.2 

Houston 

326 

46.2 

47.8 

43.3 

44.1 

411 

39.7 

United  States 

408 

38  1 

33.8 

.34.3 

33.9 

32.3 

.30.4 

Population  estimates  for  years  1981  to  1986  for 
each  jurisdiction  were  extrapolated  from  the  1980 
census  data  which  were  provided  by  the  epi- 
demiology section  of  the  Harris  County  Health  De- 
partment. Crude  and  age-specific  mortality  rates  by 
ethnicity  and  sex  were  calculated  for  diseases  of  the 
heart,  cerebrovascular  diseases,  and  overall  cardio- 
vascular diseases  for  Harris  County  and  Harris 
County  excluding  Houston  for  the  years  1980 
through  1986  (12  ).  Age-adjusted  mortality  rates 
were  calculated  as  well  and  were  used  to  determine 
trends  in  cardiova.scular  diseases.  The  age-adjusted 
rates  were  calculated  by  the  direct  method  using 
the  1940  US  population  as  the  standard  population. 
ITie  age-specific  and  age-adjusted  rates  were  calcu- 
lated as  deaths  per  100,000  population.  Four  ethnic 
groupings  were  used  in  the  analysis:  white,  black, 
Hispanic,  and  “other.”  Whites  were  defined  as  all 
persons  with  white  non-Spanish  surnames.  Blacks 
included  all  blacks,  even  those  with  Spanish  sur- 
names. The  Hispanic  groups  consisted  of  all  whites 
with  Spanish  surnames.  The  “other”  group  consisted 
of  people  of  Asian,  Pacific  island,  Chinese,  Japanese, 
Eskimo,  American  Indian,  or  other  ancestries  who 
were  not  previously  coded  as  white,  blaek,  or  His- 
panic. Nine  age  categories  for  age-specific  and  age- 
adjusted  analyses  were  used.  The  age  groups  consid- 
ered were  0-4  years,  5-  14,  15-24,  25-34, 

35  — 44,  45  — 54,  55—64,  65—75,  and  over  75  years 
of  age.  The  trend  analyses  were  performed  using  the 
chi-square  test  for  trend  in  binomial  proportions  at 
the  95%  confidence  level  with  one  degree  of  free- 
dom (13).  Differences  in  yearly  age-adjusted  mor- 
tality rates  were  analyzed  for  Harris  County  and  the 
portion  of  Harris  County  excluding  Houston  for 
each  type  of  cardiovascular  disease.  Ethnic-  and  sex- 
specific  cardiovascular  mortality  rates  were  com- 
pared for  any  significant  trends  as  well.  Due  to  the 
large  sample  sizes  in  each  of  the  populations,  nor- 
mal distributions  were  assumed  for  all  age  and  so- 
cioeconomic variables. 


2.  Age-adjusted  mortality  rates  for  diseases  of  the  heart  b)<  region  from  1980  to  1986. 
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Results 

Diseases  of  the  heart  ranked  first  as  the  primary 
cause  of  death  due  to  cardiovascular  diseases  among 
Harris  County'  residents  from  1980  to  1986.  Cere- 
brovascular diseases  were  the  second  highest  cause 
of  cardiovascular  mortality,  followed  by  other  dis- 
eases of  the  arteries,  arterioles,  and  capillaries;  athe- 
rosclerosis; and  hypertension  with  or  without  renal 
disease.  A similar  ranking  was  found  for  residents  of 
Harris  County  not  in  Houston  in  the  7-year  time  pe- 
riod (Fig  1 ). 

TTie  black  population,  in  general,  showed  signifi- 
cantly higher  cardiovaseular  mortality  rates  than  the 
other  ethnie  populations.  Higher  cardiovascular 
mortality  rates  were  found  in  the  white  and  black 
populations  with  respect  to  the  Hispanic  and  “other” 
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.1  Age-adjusted  mortality  rates  for  cerebrovascular  disectse  by  region  from  1980  to  1986. 


populations.  Furthermore,  males  generally  had 
higher  cardiovascular  mortality  rates  than  females  in 
all  ethnic  categories. 

Harris  County  reported  6,4 1 9 deaths  due  to 
cardiovascular  diseases  in  1986.  Diseases  of  the 
heart  accounted  for  79. 1 % of  the  deaths  due  to 
cardiovascular  disease.  Among  the  other  cardio- 
vascular disease  categories,  16.4%  of  the  deaths 
may  be  attributed  to  cerebrovascular  diseases,  1.8% 
to  atherosclerosis,  2.0%  to  other  cardiovascular  dis- 
eases, and  0.7%  to  hypertension.  In  1986,  Harris 
County,  excluding  Houston,  reported  1,540  deaths 
due  to  cardiovascular  disease  causes.  The  distri- 
bution of  cardiovascular  disease  deaths  was  similar 
to  that  of  the  entire  county.  Cardiovascular  mor- 
tality rates  for  Harris  County  outside  of  Houston 
were  less  than  the  US  rates  for  each  year  except  in 
1985  (Figs  2,3).  Harris  County  and  Harris  County 
excluding  Houston  experienced  lower  age-adjusted 
mortality  rate  for  diseases  of  the  heart  and  cere- 
brovascular diseases  than  did  the  city  alone  (14,15) 
from  1980  to  1986.  For  Harris  County  as  a whole  in 
the  seven-year  period,  overall  cardiovascular  disease 
mortality  declined.  In  general,  significant  declines 
were  found  in  cardiovascular  disease  mortality  for 
whites,  blacks,  and  Hispanics  (Fig  4).  For  males,  sig- 
nificant downward  trends  were  found  in  the  white, 
black,  and  Hispanic  populations.  Significant  down- 
ward trends  were  observed  for  females  in  the  white 
and  Hispanic  populations  only.  Males  in  the  “other” 
population  showed  the  only  significant  increase  in 
overall  cardiovascular  mortality  rates.  No  change 
was  seen  in  the  females  belonging  to  the  black  and 
“other”  populations.  Whites  were  the  only  group  to 
show  a significant  decline  in  heart  mortality  associ- 
ated with  diseases  of  the  heart;  however,  such  a de- 
cline was  not  noticed  in  the  black,  Hispanic,  or 
“other”  populations.  Overall,  cerebrovascular  dis- 
ease mortality  rates  were  on  the  decline  in  Harris 
County.  The  only  group  that  showed  an  increase  in 
this  disease  category  was  “other”  males,  but  no 
trends  were  noted  in  the  “other”  female  or  the  en- 
tire “other”  population.  No  significant  trends  for 
cerebrovascular  mortality  were  found  in  the  black 
population. 

In  Harris  County,  excluding  Houston,  for  the 
years  1980  through  1986,  a general  decline  in  over- 
all cardiovascular  mortality  rates  was  observed  ( Fig 
5).  Cardiovascular  mortality  among  males,  particu- 
larly white  males,  declined  significantly.  No  signifi- 
cant mortality  trends  were  seen  in  diseases  of  the 
heart  from  1980  to  1986.  A decline  of  cerebro- 
vascular mortality  rates  was  noted  in  each  ethnic 
group  by  sex  except  the  black  population,  which 
indicated  no  significant  trends.  White  and  Hispanic 
females  and  “other”  males  showed  significant  de- 
creases in  cerebrovascular  mortality. 


us 

Harris  County 
Harris  County 
excluding  Houston 

Houston 


4.  Age-adjusted  mortality  rates  by  ethnic  group  for  overall  cardiovascular  diseases  in  Harris 
County,  1980- 1986. 


5.  Age-adjusted  mortality  rates  b)’  ethnic  group  for  overall  cardiovascular  diseases  in  Harris 
County  excluding  Houston,  1980-1986. 


Total 

White 

Black 

Hispanic 

Other 


Volume  85  October  1989 


Cardiovascular  mortality 


Discussion 

Population  estimates  for  the  years  1981  to  1986  are 
based  on  1 980  census  data.  Thus,  one  should  be 
careful  in  the  interpretation  of  the  results  and 
should  consider  any  factors  that  may  affect  the 
population  size.  In  the  early  1980s,  Harris  County 
experienced  remarkable  growth,  primarily  in  Hous- 
ton and  the  surrounding  municipalities.  Large  mi- 
gration in  and  out  of  Houston  and  Harris  County 
may  have  affected  the  actual  population  size  and 
may  not  be  reflected  in  the  population  estimates.  As 
an  international  city,  Houston  has  attracted  many 
people  from  different  ethnic  backgrounds  to  the 
city  and  the  county.  The  “other”  population’s  size 
may  be  underestimated.  Several  ethnic  group  popu- 
lations within  the  “other”  group  may  be  sufficiently 
large  to  be  considered  separately.  Appropriate 
population  figures  for  these  ethnic  groups  in  Harris 
County  are  currently  unavailable.  Generally,  the 
“other”  population  is  comprised  of  ethnic  groups 
that  are  assumed  to  have  lower  cardiovascular  mor- 
tality rates  by  sex  than  other  ethnic  groups  (16), 
and  the  analyses,  in  fact,  indicated  lower  cardio- 
vascular mortality.  Mortality  rates  for  “others”  may 
actually  be  lower  still  because  of  overestimated  ad- 
justed rates  due  to  low  population  estimates  for  this 
ethnic  category.  In  future  studies  of  mortality  rates, 
the  “other”  population  should  be  closely  analyzed 
and  broken  down  into  further  ethnic  groups  if  ap- 
propriate. This  population  is  of  concern,  since  it  is 
the  only  ethnic  group  that  showed  any  significant 
increase  in  diseases  of  the  heart  and  cerebrovas- 
cular disease  mortality  in  the  7-year  period;  how- 
ever, this  trend  should  be  interpreted  with  caution 
in  light  of  the  small  number  of  individuals  in  this 
group.  Further  research  is  needed  to  determine 
whether  this  population’s  risk  factors  are  increasing 
due  to  adoption  of  the  US  diet,  health  patterns,  and 
lifestyle  and  whether  their  higher  death  rates  are 
due  to  an  underestimation  of  population  figures  for 
this  ethnic  group.  The  higher  or  increasing  cardio- 
vascular mortality  rates  in  some  ethnic  groups  in- 
dicate a need  for  the  public  health  and  medical 
communities  to  enhance  the  programs  that  increase 
the  awareness  of  risk  factors,  incorporate  preventive 
measures,  and  provide  better  care  and  management 
of  persons  already  affected  by  a cardiovascular  dis- 
ease (17,18). 

Data  on  mortality  rates  and  temporal  trends  for 
geographic  areas  such  as  Harris  County  and  Harris 
County  excluding  Houston  are  informative  and 
useful  to  public  health  and  medical  personnel.  Mor- 
tality data  are  used  to  direct  cardiovascular  research 
and  the  planning  and  implementation  of  preventive 
and  treatment  efforts.  Prevention  programs  should 
be  evaluated  closely  and  emphasized  in  the  general 
population.  Future  research  is  needed  to  determine 
whether  such  efforts  have  contributed  significantly 


to  the  decline  in  cardiovascular  mortality.  Region- 
specific  mortality  rates  may  need  to  be  developed 
within  Harris  County,  possibly  by  census  tracts  to 
pinpoint  high-risk  areas.  Similar  downward  trends  in 
cardiovascular  mortality  in  Harris  County  and  the 
United  States  for  the  same  time  period  are  encour- 
aging. It  is  not  known  whether  Harris  County  also 
coincides  with  the  downward  trend  in  the  risk  fac- 
tors. A general  decline  in  all  cardiovascular  diseases, 
specifically  the  two  major  subgroups  (ie,  diseases  of 
the  heart  and  cerebrovascular  diseases)  is  one 
indication  of  the  current  health  status  in  Harris 
County.  Mortality  of  cardiovascular  disease  in  other 
counties  in  Texas  would  be  of  interest  for  com- 
parison. Increased  efforts  to  inform  the  general  pub- 
lic on  cardiovascular  diseases,  their  prevention,  and 
improved  medical  treatment  will  continue  to  con- 
tribute to  the  decline  in  cardiovascular  mortality  in 
Harris  County. 
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Tuberculosis  in  San 
Antonio:  1960—1984 


San  Antonio,  Tex,  has  a long  history’  of  having  a 
high  rate  of  tuberculosis,  but  from  I960  through 
1984,  the  rate  was  reduced  by  82.6%.  In  1984  it 
had  a lower  case  rate  than  all  but  one  of  the  six 
major  Texas  cities.  The  rate  reduction  involved  all 
ethnic  groups.  The  City  Chest  Clinic  treats  most  of 
the  new  active  cases,  either  by  providing  all  neces- 
sary services  or  by  supplying  medication  in  coop- 
eration with  local  physicians.  The  use  of 
chemotherapeutic  drugs  has  greatly  reduced  the 
transmission  of  the  disease.  Preventive  therapy 
may  prevent  infection  or  reduce  the  bacterial 
population  in  contacts  of  active  cases.  The  city 
health  department’s  nursing  division  provides 
follow-up  of  patients  and  contacts.  To  prevent  pre- 
mature discontinuation  of  medications,  nurses  ob- 
serve selected  patients  as  they  take  their  medicines. 
High  case  rates  among  minority  ethnic  groups,  al- 
though improved,  still  are  observed.  Furthermore, 
high  rates  of  new  active  cases  are  still  found  in 
areas  of  the  city  with  the  lowest  median  family 
income,  low  median  values  of  homes,  and 
overcrowding. 

KEY  WORDS:  TUBERCULOSIS,  INCIDENCE,  TREATMENT, 
PREVENTION. 


For  decades  San  Antonio  has  been  known  for  its 
high  rate  of  tuberculosis.  However,  this  has 
dramatically  changed  during  the  past  25  years. 
In  I960  the  new  active  tuberculosis  case  rate  was 
57.5  per  100,000  population;  in  1984  the  rate  was 
10.0,  a reduction  of  82.6%.  In  1984  San  Antonio 
had  second  from  the  lowest  case  rate  among  the  sLx 
major  Texas  cities. 

This  article  chronicles  the  cases  of  tuberculosis  in 
San  Antonio  during  the  past  25  years  and  outlines 
the  approach  in  reducing  new  cases.  This  should  be 
helpful  to  other  communities  with  high  tuberculosis 
case  rates. 

Methods 

The  city  operates  the  City  C^hest  Clinic  which  treats 
80%  to  85%  of  the  patients  with  tuberculosis  in  the 
city.  The  clinic  functions  in  two  fashions:  The  pa- 
tient may  be  treated  directly  by  a clinic  staff  physi- 
cian or  jointly  by  the  private  physician  and  the 
clinic  physician.  In  the  latter  case,  the  clinic  sup- 
plies the  medications,  roentgenograms,  and  sputum 
examinations  as  needed.  In  both  instances,  the 
clinic  identifies  and  provides  follow-up  of  patient 
contacts  to  prescribe  appropriate  tests  and  therapy. 

The  physicians  are  aided  by  the  city  health  de- 
partment’s nursing  division,  which  provides  the 
manpower  to  visit  contacts  and  patients.  Nurses  ad- 
minister the  medications  twice  weekly  in  the  homes 
of  patients  not  considered  reliable  or  capable  of  ad- 
ministering their  own  medications. 
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During  the  25  years  covered  by  this  report,  sev- 
eral drug  combinations  have  been  used.  The  usual 
regimen  used  at  this  time  is  rifampin,  isoniazid,  and 
ethambutol  hydrochloride  for  two  months.  Etham- 
butol  is  then  discontinued,  and  the  other  two  medi- 
cations are  continued  for  an  additional  seven 
months.  When  a patient  is  admitted  to  the  clinic,  a 
chest  examination  and  chest  roentgenogram  are 
made,  and  the  sputum  is  examined  by  smear  and 
culture.  Chemotherapy  is  started  if  the  sputum  is 
positive  for  tubercle  bacilli  by  smear.  The  chest 
roentgenograms  are  repeated  at  3-month  intervals 
or  more  often  if  needed.  The  patients  receiving 
daily  medication  are  given  a 1 -month  supply  of 
medicine.  Those  who  take  medication  on  a twice- 
weekly  schedule  have  the  medicine  delivered  by 
the  nurse  who  observes  the  patient  taking  it.  The 
dosage  schedules  for  all  patients  follow  the  recom- 
mendations of  the  American  Thoracic  Society  on 
the  treatment  of  tuberculosis  and  tuberculosis  infec- 
tion in  adults  and  children  ( 1 ).  Patients  receiving 
ethambutol  undergo  an  eye  examination  every 
month.  ITie  sputum  is  cultured  each  month.  If  the 
culture  is  not  negative  after  3 months,  it  is  tested 
for  drug  susceptibility,  and  the  drug  routine  is 
changed  accordingly.  The  nurse  questions  the  pa- 
tient about  symptoms  of  drug  toxicity  each  time  he 
or  she  is  seen.  If  the  patient’s  organisms  were  fully 
susceptible  to  drugs  and  the  sputum  was  converted 
to  negative  in  3 months,  no  follow-up  is  done  unless 
symptoms  recur.  In  patients  with  organisms  re- 
sistant to  drugs  or  who  had  slow  conversion  of 
sputum,  follow-up  examination  is  individualized. 

For  children  with  recent  tuberculin  skin  test  con- 
version, isoniazid  is  given  daily  for  9 months.  For 
children  who  have  a positive  tuberculin  skin  test 
and  whose  primary  source  of  exposure  to  tuber- 
culosis has  isoniazid-resistant  tubercle  bacilli,  rifam- 
pin is  given  daily  for  9 months.  For  children 
contacts  whose  tuberculin  skin  test  is  negative,  iso- 
niazid or  rifampin  is  given  for  3 months. 

The  data  reported  here  represent  case  reports  be- 
tween 1 960  and  1 984  as  revealed  by  the  San  An- 
tonio Metropolitan  Health  District  and  the  Texas 
Department  of  Health.  ITiese  cases  are  related  to 
the  population  of  San  Antonio  during  those  years 
(2-5). 

San  Antonio  is  divided  into  nine  census  tract 
groups  (CTG),  each  of  which  contains  10  to  20  cen- 
sus tracts  ( Fig  1 ).  This  study  does  not  include  cases 
from  the  five  small  incorporated  towns  within  the 
San  Antonio  city  limits  or  from  the  military  bases 
because  they  are  reported  as  county  cases. 

Results 

I’he  rate  for  each  of  the  CTGs  during  the  period  is 
shown  in  Fig  2.  The  highest  case  rates  were  re- 
ported in  CTG  11  and  17  in  I960,  1970,  1981, 
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1982,  1983,  and  1984.  Only  in  1980  did  this  pattern 
change,  and  the  highest  rates  were  in  CTG  1 1 and 
1 3.  The  central  portions  of  these  census  tract 
groups  1 1 and  1 had  the  highest  case  rates  and  the 
most  new  active  cases.  ITiese  areas  with  the  highest 
case  rates  have  in  common  the  lowest  family  in- 
come, low  median  values  for  their  homes,  the  most 
crowding,  and  poorest  housing  conditions  (6—10). 
The  relationship  between  the  I960  and  1980  in- 
come by  CTG  and  the  new  active  tuberculosis  case 
rate  per  100,000  population  is  shown  in  Fig  3-  In 
1970  the  US  Bureau  of  the  Census  changed  the  me- 
dian family  income  measurement  to  the  median 
household  income.  Household  income  differs  from 
family  income  by  including  income  received  by  all 
household  members  1 5 years  old  or  over.  Although 
the  income  increased  between  I960  and  1980,  the 
relationship  between  income  and  case  rate 
remained. 

RATE  BY  ETHNIC  GROUP 
Between  I960  and  1984  the  new  active  tuber- 
culosis case  rates  for  ethnic  groups  decreased  by 
84.8%  among  Hispanics,  70.0%  among  other 
whites,  and  37.3%  among  non-whites.  The  ethnic 
case  rates  are  based  on  the  estimated  ethnic  popula- 
tions in  San  Antonio.  The  1980  census  revealed  the 
city  to  have  a population  of  786,023  with  Hispanics 
representing  53-7%,  other  whites  38.1%,  blacks 


7.3%,  and  others  0.9%.  Since  1980  the  cases  have 
been  reported  in  five  groups.  The  average  ethnic 
new  active  case  rates  per  100,000  population  for 
the  5-year  period  1980  to  1984,  inclusive,  were  as 
follows:  American  Indian  95.6,  Asian  American  79.4, 
Hispanic  18.5,  black  13-0,  and  other  white  9.4  (per- 
sonal communications  from  the  Texas  Department 
of  Health,  Bureau  of  Communicable  Disease  Ser- 
vices, May  24,  1985).  During  this  period,  65.4%  of 
the  new  active  cases  were  Hispanic,  23  5%  were 


2.  New  active  tuberculosis  case  rates  by  census  tract  group  ( CTG ) 
and  year  in  San  Antonio 
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3 Comparison  of  the  new  active  tuberculosis  case  rate  by  census  bact  group  (CTG)  with  the 
median  income  in  1960  and  1980.  The  number  above  each  point  on  the  graph  represents 
census  tract  group. 


I Cross-hatched  areas  show  the  census  tract  groups  ( CTG ) in  San 

Antonio  with  the  highest  new  active  tuberculosis  rates  and  the 

lowest  median  incomes.  100- 


Median  income  in  thousands  of  dollars 
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other  white,  6.3%  were  black,  3-4%  were  Asian 
American,  and  1.4%  were  American  Indian. 

The  males  outnumbered  the  females  1.9  to  one. 
The  classification  of  the  new  active  cases  by  age 
were  as  follows:  patients  less  than  5 years,  2.6% ; 

5 to  14  years,  0.5%;  15  to  24  years,  7.4%;  25  to  44 
years;  22.2%;  45  to  64  years,  36.1%;  and  over  65 
years,  31.2% 

Discussion 

This  chronologic  examination  of  the  incidence  of 
tuberculosis  in  San  Antonio  demonstrates  a progres- 
sive decline  in  the  case  rate  for  the  city  and  a de- 
cline in  case  rates  involving  all  ethnic  groups.  This 
occurred  during  a period  when  the  family  income 
was  increasing.  This  study  also  showed  that  the  inci- 
dence of  tuberculosis  was  higher  in  those  groups 
with  low  family  incomes,  low  values  of  family 
homes,  and  overcrowding.  While  this  does  not  es- 
tablish a causal  relationship  between  these  condi- 
tions and  high  tuberculosis  rates,  it  is  consistent 
with  other  studies  of  population  characteristics  and 
tuberculosis  rates  (11,12). 

The  City  Chest  Clinic  began  using  chemotherapy 
in  the  treatment  of  tuberculosis  in  1953.  Since  that 
time  the  case  rate  has  decreased  from  124.3  per 
100,000  to  10.0  per  100,000.  The  active  follow-up 
and  treatment  of  both  patients  and  contacts  un- 
doubtedly have  been  instrumental  in  changing  San 
Antonio  from  the  city  having  the  highest  case  rates 
among  Texas  cities  to  one  of  the  lowest. 

Despite  these  improved  rates,  there  were  still  88 
new  active  tuberculosis  cases  reported  in  San  An- 
tonio in  1984.  These  were  seen  predominantly  in 
the  ethnic  minorities  and  from  lower  economic 
areas.  While  this  improvement  is  gratifying,  tuber- 
culosis is  still  present  in  groups  living  in  less  than 
ideal  conditions.  Additional  programs  are  needed 
for  these  groups  to  further  reduce  the  tuberculosis 
incidence. 
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hotline  cards  (50  to  a package). 
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Send  your  order  to  Texas  Medical  Association  Auxiliary:  Red  Ribbon  Campaign 
1801  N.  Lamar  Blvd.  Austin,  TX  78701 
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Texas  will  see  red 
during  Drug  Free 
America  Week 


Betty  Haisten  is  the  living  image  of  re- 
finement But  that  doesn’t  stop  her  from 
cornering  the  manager  of  a cafeteria  in 
her  hometown  of  Beaumont  and  put- 
ting pressure  on  him  to  use  his  facility 
as  a distribution  point  for  red  ribbons 
encouraging  patrons  to  "Join  me — I’m 
drug  free.  ’’  She  is  a woman  with  a cause, 
a moving  force  behind  Drug  Free  Amer- 
ica Week  in  Texas.  And,  with  the  mem- 
bers of  the  nation’s  largest  medical 
association  auxiliary'  and  their  spouses 
behind  Mrs  Haisten,  Texas  will  see  red — 
red  ribbons — Oct  22—29. 

The  Texas  Red  Ribbon  Campaign  is 
designed  to  establish  a coalition  in 
every  community  in  support  of  drug- 
free  lifestyles.  This  article  describes  how 
Texas  Medical  Association  and  TMAiA 
are  supporting  the  campaign’s  goal 

Here’s  a sobering  statistic  about 
getting  drunk:  Three-fourths  of 
Texas  high  school  students  have 
tried  alcohol,  and  58%  of  high  school  se- 
niors use  it  every  month. 


JOIN  ME 


llMDRUe 


TEXAS  MEDICINE 
CARES ABOUT  A 
DRUG  FREE  TEXAS 


That  fact  is  just  one  of  many  that 
prompted  the  Texas  Medical  Association 
Auxiliary  to  get  behind  the  “red  ribbon 
campaign”  that  supports  Drug  Free 
America  Week.  During  Oct  22  — 29,  a 
variety  of  educational  and  awareness 
activities  will  encourage  young  people 
1 3 to  17  years  of  age  to  choose  a drug- 
free  lifestyle.  The  red  ribbon  campaign 
originated  when  Federal  Agent  Enrique 
Camarena  was  murdered  by  drug  traf- 
fickers in  1985.  It  started  in  California 
and  last  year  was  expanded  nationwide. 
President  George  Bush  and  Barbara  Bush 
are  national  honorary  chairmen,  and  Gov 
Bill  Clements  and  Rita  Clements  are  the 
state  honorary  chairmen.  Texans’  War  on 
Drugs  sponsors  the  Red  Ribbon  Cam- 
paign in  Texas,  and  the  National  Federa- 
tion of  Parents  sponsors  the  national 
campaign. 

County  medical  society  auxiliaries 
across  Texas  have  planned  activities  for 
the  week.  Their  leadership  has  been 
coached  on  the  finer  points  of  planning 
successful  community  activities  and 
fundraisers,  gaining  cooperation  from 
schools  and  the  media,  approaching  busi- 
nesses for  underwriting,  working  with 
students,  even  conducting  a cartoon  con- 
test. Local  auxiliaries  have  put  their  own 
twist  on  the  plans  with  a number  of  inno- 
vative programs  that  draw  attention  to 
the  week.  In  Auxiliary  President  Betty 
Haisten’s  local  chapter  in  Beaumont,  a 
rally  featuring  entertainment  and  local 
officials  will  follow  a march  from  the 
school  district  office  to  a park.  The  Bexar 
County  Auxiliary  and  medical  society 
plan  to  kick  off  Drug  Free  America  Week 
at  the  Alamo.  ITiey  also  have  recruited 
military  health  care  personnel  for  the 
cause,  and  local  police  will  tie  red  rib- 
bons on  their  cars.  In  Victoria,  the  auxil- 
iary will  cooperate  with  an  ongoing 
program  through  which  merchants  offer 
discounts  and  special  privileges  to  youth 
who  voluntarily  submit  to  drug  testing. 

Throughout  the  state,  physicians,  their 
spouses  and  office  staffs,  and  hospital  per- 
sonnel and  volunteers  will  be  encour- 
aged to  wear  distinctive  red  ribbons  that 
encourage  everyone  to  “Join  me — I’m 
drug  free.”  In  El  Paso,  hospitals  will  place 
ribbons  in  pay  envelopes  of  their  em- 
ployees. At  press  time,  auxiliaries  had 
ordered  300,000  ribbons  for  distribution, 
and  the  auxiliary’s  Executive  Director 


Amy  Wilson  expected  the  order  to  reach 
1 million  before  the  deadline.  “We  want 
Texas  to  see  red  in  October,”  Mrs  Hais- 
ten said. 

With  the  state  auxiliary’s  encourage- 
ment, Texas  Medical  Association  has 
jumped  on  the  drug-free  bandwagon.  The 
proposal  for  TMA’s  participation  was  re- 
viewed by  the  association’s  Committee 
on  Alcoholism  and  Drug  Abuse,  where  it 
was  enthusiastically  embraced.  Commit- 
tee Chairman  Rex  J,  Howard,  MD, 
Whitney,  says  the  committee  supports 
“anything  we  can  do  to  bring  this  prob- 
lem out  in  the  open  and  lessen  its  stigma, 
so  people  will  face  it  and  try  to  see  the 
reality  of  it.” 

While  teenagers  represent  the  primary 
audience  for  the  various  activities,  Dr 
Howard  also  sees  it  as  a chance  to  re- 
mind physicians  of  their  responsibilities 
to  drug-  and  alcohol-dependent  patients. 
“Physicians  as  a group  have  not  lived  up 
to  their  potential  in  this  area,”  he  said.  Dr 
Howard  emphasized,  “We’re  not  trying  to 
get  all  physicians  to  treat  substance 
abuse,  but  they  should  know  how  to  rec- 
ognize it.”  Dr  Howard  is  a member  of  Al- 
coholics Anonymous  who  has  been 
alcohol-free  for  21  years.  He  speaks  from 
personal  experience  when  he  explains, 
“People  who  are  raised  without  the  inner 
strength  to  be  happy  and  well-adjusted 
use  (drugs  and  alcohol)  as  a cop-out.” 


How  many  of  your  close  friends 
get  drunk  on  alcohol?  Texas 
high  school  seniors  in  1 988. 


All— 7%  None— 5% 


Source: 

Texas  Commission  on  Alcohol  and  Drug  Abuse 


Texas  Medicine 


TMAA’s  commitment  to  fighting  drug 
and  alcohol  abuse  did  not  begin  with 
Drug  Free  America  Week,  and  it  won’t 
end  Oct  29,  at  the  end  of  the  festivities. 
The  auxiliary  long  has  been  a leader  in 
educating  children  about  resisting  peer 
pressure  and  the  dangers  of  abuse,  and 
those  programs  will  continue.  Many 
of  the  printed  materials  prepared  for  use 
with  the  week  have  been  written  and  de- 
signed so  they  can  be  used  for  several 
years.  “It  would  be  nice  if  we  never  had 
to  do  those  programs  again,”  Mrs  Haisten 
said.  “But,  as  long  as  there  is  a problem, 
we  will  continue  to  address  it  in  any 
manner  we  can.  We  really  do  care  about 
our  children  and  our  future.  And,  if  we 
don’t  do  something  about  these  kids, 
they’re  not  going  to  have  a future.” 

DONNA  B.  JONES 

News  Editor,  Texas  Medicine 


Students  who  have  driven  a car  during  the  past  year  after 
“having  a good  bit  to  drink.” 


Grade 

Source:  Texas  Commission  on  Alcohol  and  Drug  Abuse 


Alcohol  and  drug  abuse  in  Texas 


— Alcohol  is  the  number  one  drug  of  abuse 
among  Texas  teenagers.  Three  fourths  of 
Texas  high  school  students  have  tried  al- 
cohol, and  58%  of  high  school  seniors  use 
it  every  month. 

— Tobacco,  marijuana,  and  inhalants  are 
the  other  drugs  most  commonly  used  by 
Texas  youth.  One  fifth  of  high  school  se- 
niors use  marijuana  once  a month  or  more. 

— Among  youth  who  smoke  two  full  ciga- 
rettes and  overcome  the  initial  discom- 
fort, 85%  become  regular  smokers. 

— Marijuana  is  600  times  more  powerful 
today  than  it  was  in  the  1960s.  Smoking 
one  marijuana  cigarette  is  as  harmful  to 
the  lungs  as  smoking  four  to  five  regular 
cigarettes. 

— Inhalants  are  used  by  younger  stu- 
dents— 28%  of  seventh  graders  have  re- 
ported sniffing  such  substances  as  type- 
writer correction  fluid,  spray  paint,  glue, 
and  gasoline. 


— Use  of  illicit  drugs  ( marijuana,  cocaine, 
psychedelics,  and  illegally  obtained  up- 
pers and  downers)  is  widespread.  Ap- 
proximately 39%  of  all  high  school  stu- 
dents have  used  illicit  drugs. 

— Drug  use  among  Texas  youth  is  rising. 
When  Texas  youth  were  surveyed  in 
1980,  their  drug  use  rates  were  much 
lower  than  national  rates.  A 1988  survey 
showed  that  Texas  rates  are  now  similar 
to  national  rates. 

— The  use  and  abuse  of  alcohol  is  closely 
associated  with  the  two  leading  causes  of 
death  among  adolescents — suicide  and 
automobile  accidents. 

— Approximately  12%  of  high  school  se- 
niors reported  having  attended  class 
while  drunk  at  least  once  during  the  year. 
Most  seniors — 63% — reported  that  alco- 
hol was  used  at  most  or  all  of  the  parties 
they  had  attended  during  the  year. 

— The  average  age  for  first  experimenta- 
tion with  alcohol  and  other  “gateway” 


drugs  (those  that  lead  to  use  of  other 
drugs)  is  12  years  old,  or  seventh  grade. 

— It  takes  less  alcohol  to  produce  intoxi- 
cation in  youth  than  adults. 

— Youth  can  get  addicted  to  alcohol  faster 
than  adults.  Addiction  can  occur  with  1 to 
2 years  of  regular  use  by  adolescents  com- 
pared to  5 to  20  years  for  adults. 

— The  younger  one  starts  using  alcohol, 
the  more  likely  he  or  she  will  become  ad- 
dicted. Alcoholic  and  addicted  teens  are 
harder  to  treat  than  adults. 

— Alcohol  is  the  number  one  drug  of 
abuse  in  the  United  States.  The  costs  asso- 
ciated with  alcohol  use  and  abuse  are  ap- 
proximately three  times  the  costs  associ- 
ated with  all  illegal  drugs  combined. 

This  information  is  furnished  by  the 
Texas  Medical  Association  and  its  Auxil- 
iary, using  facts  and  statistics  compiled 
by  the  Texas  Commission  on  Alcohol 
and  Drug  Abuse. 
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Extra  Strength 

MIN  REUEF 
WITHOUT 

Kjma 

PRBOUBING 
> RESTRICTIONS 


’lus . . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  reiief 

The  heritage  of  VICODIN®** 

C • ViCODiN  is  the  24th  most  frequentiy 
\ prescribed  medication  in  America? 


■ | ^ \ f''  * (hydrococlonebitartrafe7.5mg  [Warning:  May  be  habit  forming)  , 

r|  J,  \ ^ and  acetaminophen  750  mg) 

^ Tablet  for  tablet, 

% ^ the  most  potent  analgesic  you  can  phone  in 
^^^^^^aytime,  nighttime,  weekends. 


**(hydrocodone  bitartrate  5 mg  [Warning:  May  be  habit  forming]  and  acetaminophen  500  mg) 
1.  Data  on  file.  Knoi!  Pharmaceuticals 


% 1989.  BASF  K&F  Corporation 
5825/5-89 


2.  Standard  industry  new  prescription  audit. 

Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


(i 


(hydroccxlone  bilorirale  Smg  [Worning  May  be  r>ob<l  tofmingj 
or*0  ocelomtrvoohen  500  mg) 


"vicodln^ 


(S 


[hydrocodone  bifdftrote  7 5mg  [Warning  May  be  habii  lorming) 
and  ocerominophen  750  mgl 


INDICATIONS  AND  USAGE;  For  the  relief  of  rDoderate  to  moderately 
severe  pain 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone. 

WARNINGS: 

Allergic-Type  Reactions;  VICODINA/ICODIN  ES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries 
Acute  Abdominal  Conditions;  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients;  VICODINA/ICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  striaure 
Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions : Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy; 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the 
human  dose  There  are  no  adequate  ana  well-controlled  studies  in 
pregnant  women.  VICODIN/VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery;  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  usea 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  m 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS; 

The  most  freciuently  observed  adverse  reactions  include  light-headedness, 
dizziness,  seaation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other 
adverse  reactions  Include 

Central  Nervous  System : Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  {see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  Increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODINA/ICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System;  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bItartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  oe  antagonized  by  the  use  of 
naloxone  hydrochloride  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE; 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics,  there- 
fore, VICODIN/  VICOOIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms;  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 


Revised  June  1989 


Knoll  Pharmaceuticals 

A unii  ol  BASF  K&F  Corporation 
Whippany.  New  Jersey  07981 


5864  BASF  Group 


Eik  DO  YOU  KNOW 
iw  A DOCIOR- 

*i!r  WHO  NEEDS 

OUR  HEIP? 

If  you  can  answer  "yes"  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who— 

• is  experiencing  problems  coping  with  patients 
or  with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 
—then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won't 
you  give  us  an  opportunity  to  help?  (Strictly  con- 
fidential contacts  can  be  made  through  our 
HOTLINE.  Call  us  anytime.) 

HOTLINE— 512  477-5575 

TMA  Committee  on  Physician  Health 
and  Rehabilitation 

Richard  L.  Weddige,  MD,  Lubbock,  Chainnan 
(806)  743-2800 

G.  Hulse  Wagner,  MD,  Wichita  Falls  Vice  Chairman 
(817)  322-1196 

Neal  H.  Gray,  MD,  San  Antonio 
(512)  697-9792 

Adib  R.  Mikhail,  MD,  Houston 
(713)  440-4911 

Gretchen  L.  Megowen,  MD,  Dallas 
(214)  696-8227 

John  M.  Talmadge,  MD,  College  Station 
(409)  846-2050 
Edgar  P.  Nace,  MD,  Dallas 
(214)  381-7181,  ext.  278 
J.  P.  Graves,  MD,  Marshall 
(214)  938-6409 

Mark  J.  Wegleitner  MD,  El  Paso 
(915)  779-5866 

Misty  Dawn  Laughlin,  MD,  Houston 
Resident  Representative 
(713)  729-9849 

Mrs.  Lowell  Kepp,  Corpus  Christ! 

Auxiliary  Representative 
(512)  854-0686 
Scott  Smith,  Houston 
Student  Representative 
(713)  523-9608 
Rita  Moss,  Dallas 
Alternate  Student  Representative 
(214)  233-8616 


Texas, Medical 
Association 


PHYSICIANS  CARING  FOR  TEXANS 
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At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
wall  never  waver  from  this  commitment. 

Third,  commitment  of  tliis  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  I’he 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


Sewing  Texas  Physicians  Since  1916. 


Offices  in  Dallas,  Bruce  Grim,  Keith  H.  Prince,  Charles  E Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  .lohn  Bedingfield,  (713)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisinan,  (512)  490-1081 
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1989  AIDS  update 

The  leadership  of  the  70th  Texas  Legislature  ( 1987 ) created 
the  Legislative  Task  Force  on  AIDS  to  study  the  impact  of 
AIDS  in  Texas  and  to  recommend  to  the  7 1st  Legislature 
( 1989)  public  policies  needed  to  reduce  the  impact  of  AIDS 
in  Texas.  The  taskforce  held  numerous  public  hearings  and 
received  testimony  from  witnesses  involved  with  all  areas 
touched  by  AIDS.  The  taskforce  also  surveyed  state  agencies, 
health  care  entities,  and  met  with  statewide  associations,  in- 
cluding the  Texas  Medical  Association.  A Statement  of  Pre- 
liminary Findings  was  released  in  August  1988,  and  a Final 
Report  was  issued  in  January  1989. 

Many  of  the  task  force’s  recommendations  became  part  of 
the  Omnibus  AIDS  Bill  filed  in  the  71st  Legislature.  After 
much  discussion  and  public  controversy.  Senate  Bill  959  was 
passed  and  took  effect  Sept  1,  1989.  Known  as  the  “Human 
Immunodeficiency  Virus  Services  Act,  ” it  amends  numerous 
statutes  and  creates  new  requirements.  This  article  ( 1)  an- 
swers a number  of  questions  physicians  have  raised  about 
how  the  new  law  affects  their  practices. 


Q.  Do  I need  a specific  consent  form  to  test  a patient  for  AIDS 
or  HfV  infection? 

A.  In  order  to  test  a patient  for  AIDS  or  HfV  infection,  a physi- 
cian first  must  obtain  the  patient’s  informed  consent.  A specific 
form  for  the  patient  to  sign  is  not  required  if  the  physician 
documents  in  the  patient’s  medical  record  that  the  test  was 
explained  to  the  patient,  and  the  patient  consented  to  the 
test  ( 2 ). 

Q.  If  a patient  has  signed  a general  consent  form  for  medical 
tests  or  other  procedures,  does  that  consent  cover  testing  for 
AIDS  or  HFV  infection? 

A.  A patient  who  has  signed  a general  consent  form  for  medi- 
cal tests  or  other  procedures  does  not  have  to  sign  or  be  pre- 
sented with  a specific  consent  form  in  order  to  be  tested  for 
AIDS  or  HIV  infection.  The  test  must  be  performed  while  the 
general  consent  form  is  in  effect.  Any  test  performed  under  a 
general  consent  form  may  be  used  only  for  diagnostic  pur- 
poses or  other  purposes  directly  related  to  the  patient’s  medi- 
cal care  (3). 

This  provision  of  the  act  appears  to  be  an  exception  to  the 
rule  that  specific  informed  consent  must  be  obtained  before 
testing  for  AIDS  or  HfV  infection. 


Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


Q.  Were  any  changes  made  to  the  mandatory’  HIV  testing  pro- 
visions of  the  law? 

A.  The  act  still  provides  that  physicians  may  require  patients 
to  undergo  testing  if  a medical  procedure  is  to  be  performed 
that  could  expose  health  care  personnel  to  AIDS  or  IirV’  infec- 
tion, if  there  is  sufficient  time  to  receive  the  test  result  before 
the  procedure  is  conducted  ( 4 ). 

TDH  rules  define  “procedures  that  could  expose  health  care 
personnel  to  AIDS  or  HfV’  infection”  as  invasive  procedures  in- 
volving surgical  entry'  into  tissues,  cavities,  or  organs,  or  repair 
of  major  traumatic  injuries.  Specifically  included  are  angio- 
graphic, bronchoscopic,  endoscopic,  and  obstetrical  proce- 
dures ( 5 ).  Further,  health  care  personnel  are  deemed  to  be  at 
risk  if  they  have  their  mucous  membranes  or  skin  in  contact 
with  any  of  the  patient’s  body  fluid  or  tissue  ( other  than  skin ) 
during  such  procedures  (5).  TDH  is  authorized  to  issue  ad- 
visory guidelines  on  the  appropriate  use  of  11  fV'  tests  to  assist 
providers  in  the  management  of  patients. 

Also,  the  act  still  provides  that  physicians  may  require  HW 
testing  if  the  test  is  necessary  to  manage  accidental  exposure 
to  blood  and  other  bodily  fluids.  The  test  may  be  conducted 
only  if  the  hospital  has  a written  protocol  for  the  control  of  in- 
fectious diseases.  The  protocols  must  clearly  establish  proce- 
dural guidelines  that  1 ) provide  criteria  for  testing,  2)  respect 
the  rights  of  infected  persons,  3 ) do  not  require  exposed  per- 
sons to  be  tested,  and  4 ) ensure  the  confidentiality  of  the  per 
son  with  the  infection  ( 6 ). 

Q.  Can  insurance  companies  require  that  patients  undergo  an 
HfV  test  as  a condition  for  coverage? 

A.  Insurance  companies  licensed  under  the  Texas  Insurance 
Code  and  licensed  health  maintenance  organizations  may  re- 
quire applicants  for  life  or  health  and  accident  insurance  to  be 
tested  for  HIV'  infeetion.  ITie  testing  may  be  required  only  if  it 
is  conducted  on  a nondiscriminatory'  basis  for  all  individuals  in 
the  same  class. 

Written  consent  must  be  obtained  from  the  applicant.  No 
applicant  who  tests  positive  may  be  denied  coverage  unless  he 
or  she  tests  positive  to  2 ELISA  tests,  followed  by  a Western 
Blot  blood  test.  No  adverse  underwriting  decision  can  be  made 
due  to  IirV  positivity  unless  the  established  test  protocol  is 
followed. 

The  results  of  such  tests  are  confidential.  The  insurer  may 
release  the  test  results  only  to  the  patient  or  person  legally  au- 
thorized to  consent  to  the  test,  his  physician,  an  insurance 
medical  information  exchange  under  procedures  designed  to 
assure  confidentiality,  a reinsurer,  employees  of  the  insurer 
who  make  underwriting  decisions,  and  outside  legal  counsel 
who  need  the  information  to  represent  the  insurer  in  matters 
relating  to  the  proposed  insured  (7). 

Q.  What  do  I tell  patients  who  test  positive? 

A.  A patient  who  tests  positive  for  AIDS  or  HIV  infection  must 
be  given  the  immediate  opportunity  for  individual,  face-to-face 
coun.seling  about  the  meaning  of  the  test  result.  The  patient 
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must  be  counseled  about  the  possible  need  for  additional  test- 
ing, such  as  where  an  initial  ELISA  test  can  be  confirmed  with  a 
second  ELISA  test,  followed  by  the  Western  Blot  blood  test. 

ITie  patient  also  must  be  counseled  on  measures  to  prevent 
transmission  of  the  disea.se. 

In  addition,  the  patient  must  be  told  of  the  availability  of  ap- 
propriate health  care  and  support  services  in  the  area  of  the 
patient’s  residence.  'Lhe  benefits  of  partner  notification  must  be 
explained,  along  with  the  availability  of  TDH’s  Partner  Notifica- 
tion Program  ( 2 ). 

Q.  What  is  the  Partner  Notification  Program? 

A.  TDH’s  Partner  Notification  Program  is  similar  to  the  tradi- 
tional concept  of  “contact  tracing,  ” with  some  modifications. 
Eirst,  the  notification  is  made  only  if  a person  with  HIV  infec- 
tion voluntarily  discloses  the  sexual  partner’s  name.  In  other 
words,  a person  who  tests  positive  is  under  no  obligation  to  re- 
port the  names  of  his  or  her  partners.  However,  the  Partner 
Notification  Program  will  provide  counseling,  testing,  and  re- 
ferral services  to  infected  persons  regardless  of  whether  they 
disclose  the  names  of  partners  ( 8 ). 

Enforcement  of  a disclosure  requirement  would  be  difficult. 
Because  HIV  infection  may  be  spread  by  means  other  than  sex- 
ual contact,  such  as  .sharing  needles  for  intravenous  drug  u.se, 
some  infected  persons  may  be  unwilling  to  disclo.se  this  infor- 
mation for  fear  of  legal  consequences,  or  may  not  even  know 
or  remember  the  names  of  partners.  In  any  ca.se,  the  names  of 
partners  given  to  TDH  are  made  confidential  by  the  act  and 
can  be  used  only  for  notification  ( 8 ). 

Notification  is  made  by  a 11)11  employee.  I’his  differs  from 
an  earlier,  informal  notification  program  wherein  11)11  would 
offer  to  train  infected  persons  to  make  notification  themselves. 
Ilie  IDH  employee  will  notify  partners  that  they  may  have 
been  exposed  to  AIDS  or  HfV  infection  and  will  provide  them 
with  information  relating  to  prevention,  testing,  and  treatment 
options,  llic  partner  will  not  be  told  the  identity  of  the  in- 
fected person  who  provided  his  or  her  name  or  the  time  that 
the  exposure  took  place  ( 8 ). 

Q.  If  1 don’t  want  to  do  HfV  testing  myself,  where  can  I send 
my  patients  who  want  the  test? 

A.  The  act  directs  TDH  to  establish  voluntary  HIV  testing  and 
coun.seling  programs  in  each  public  health  region.  All  testing 
and  counseling  programs  are  required  to  maintain  confiden- 
tiality. IDH  may  contract  with  public  and  private  entities  to 
carry  out  these  responsibilities,  llie  primary  limitation  on 
the.se  programs  is  that  the  results  of  any  tests  performed  may 
not  be  used  to  determine  eligibility  for  insurance  or  suitability 
for  employment.  Anybody  who  violates  this  provision  is  sub- 
ject to  a fine  of  $1,000  plus  actual  damages  (9). 

Q.  What  responsibilities  do  state-funded  health  clinics  have 
under  the  act? 

A.  The  act  directs  state-funded  health  clinics  to  provide  volun- 
tary, anonymous,  affordable  testing  and  counseling.  TDH  will 


train  counselors.  Furthermore,  TDH  will  develop  model  pro- 
tocols for  testing  and  counseling,  which  physicians  may  re- 
ceive upon  request  ( 10). 

Q.  What  kind  of  guidelines  has  I'DH  released  about  AIDS  and 
HfV  testing? 

A.  In  May  1988,  TDH  released  guidelines  for  HfV  testing  in 
state  programs,  including  state  health  clinics  and  university 
clinics.  Ehese  guidelines  provide  for  separate  forms  for  con- 
sent to  testing  and  relea.se  of  test  results.  Diey  also  require 
that: 

1.  ITie  fact  of  testing  be  recorded  as  an  “x”  on  the  “lower 
right  corner  of  inside  left  cover”  of  the  chart. 

2.  The  test  result  not  be  recorded  on  the  chart  itself. 

3.  Patients  carry  test  results  in  sealed  envelops,  addre.ssed 
to  .specific  providers. 

4.  No  lists  of  AID.S  or  HIV  positive  persons  be  permitted, 
including  in  clinic  logs. 

5.  Information  on  test  results  be  maintained  in  secure  files 
with  limited  and  controlled  access  (11). 

These  guidelines  do  not  have  the  force  of  law  to  private  phy- 
sicians and  are  applicable  only  to  state  programs.  The  proce- 
dures seem  to  conflict  with  a physician’s  duty’  to  record  all 
relevant  medical  information  about  a patient  in  the  medical 
record.  It  is  unclear  whether  these  guidelines  will  remain  in 
effect  after  Senate  Bill  959  becomes  effective. 

Q.  What  rules  apply  to  other  testing  programs? 

A.  All  programs  must  register  with  TDH  before  advertising  to 
the  public  that  they  conduct  testing  for  AIDS  or  HIV  infection. 
Physicians  are  exempt  from  this  requirement  so  long  as  they 
do  not  advertise  that  they  specialize  in  AIDS  or  HfV  testing. 
However,  physicians  should  be  aware  that  if  they  do  advertise 
a specialty  in  AIDS  testing,  the  failure  to  register  with  TDH  will 
render  them  liable  for  a civil  penalty  of  $1,000  per  day  for 
each  day  of  continuing  violation  ( 12 ). 

Furthermore,  if  a physician’s  testing  program  operates  for 
profit,  and  the  physician  advertises  himself  or  herself  to  the 
public'  as  conducting  or  specializing  in  AIDS  testing  (and  is 
therefore  required  to  be  registered  with  TDH),  then  the  physi- 
cian is  required  to  obtain  the  patient’s  informed  consent  be- 
fore the  test  is  performed.  In  other  words,  such  programs 
cannot  operate  with  a general  consent  form  for  laboratory 
tests.  An  itemized  statement  of  charges  also  must  be  provided 
to  the  patient  (13). 

Q.  If  a patient  is  reluctant  to  go  to  a te.sting  center,  can  I tell 
him  or  her  to  pureha.se  a self-test  kit  like  those  for  pregnancy? 

A.  No.  I’he  sale  and  delivery  of  .self-test  kits  is  unlawful  ( 14). 

Q.  What  has  been  done  to  make  expensive  HfV  medicines 
available  at  a lower  cost? 


Texas  Medicine 


A.  The  cost  of  HIV  medication  has  been  an  explosive  issue 
with  AIDS  activists,  as  evidenced  by  the  recent  lawsuit  against 
Parkland  Hospital  over  the  availability  of  the  drug  AZT.  In  an 
attempt  to  deal  with  the  problem,  the  act  establishes  the  Texas 
HIV  Medication  Program  (15).  The  qualifications  of  this  pro- 
gram are  worth  noting.  ITie  Texas  HTV'  Medication  Program  is 
designed  to  assist  hospital  districts,  health  departments,  public 
or  nonprofit  hospitals  and  clinics,  and  nonprofit  community  or- 
ganizations (as  well  as  HfV -infected  persons) — in  other  words, 
those  entities  that  bear  most  of  the  burden  of  treating  AIDS  pa- 
tients. Medications  reimbursed  by  the  program  must  be  ap- 
proved by  TDH  as  having  been  shown  to  be  effective  in 
reducing  hospitalizations  due  to  HfV  -related  conditions. 

Eligibility’  requirements  are  within  relatively  narrow  limits. 
First,  a person  must  be  diagnosed  by  a licensed  physician  as 
having  AIDS  or  an  HIV-related  condition.  A person  must  not  be 
Medicaid  eligible,  but  must  meet  financial  criteria  yet  to  be  es- 
tablished by  TDH  rules.  Furthermore,  such  persons  must  not 
qualif)'  for  any  other  state  or  federal  program  that  finances 
AIDS  medications.  A sliding  fee  scale  will  be  used  as  part  of  the 
financial  criteria.  Finally,  priority’  is  to  be  given  to  persons 
under  18  years  of  age  with  AIDS  ( 16).  The  intent  obviously  is 
to  provide  a “safety  net”  for  AIDS  victims  who  do  not  qualify 
for  any  other  medication  assistance  programs. 

Q.  Are  there  any  specific  categories  of  persons  or  providers 
who  are  required  to  make  reports  of  AIDS  or  HTV  infection? 

A.  TDH  rules  declare  AIDS  and  HfV'  infection  to  be  “report- 
able  diseases”  (17).  Certain  classes  of  persons  are  required  to 
report  each  patient  they  examine,  whom  they  know  has  AIDS 
or  HTV:  physicians,  dentists,  chief  administrative  officers  in  hos- 
pitals, and  persons  in  charge  of  laboratories,  blood  banks,  or 
any  facility  in  which  examination  of  human  tissue  yields  evi- 
dence of  AIDS  or  HTV. 

ITie  following  classes  of  persons  are  not  required  to  report, 
but  are  encouraged  to  report,  persons  they  suspect  of  having 
AIDS  or  IITV:  registered  nurses,  school  authorities,  nursing 
home  administrators,  home  health  administrators,  owners  or 
managers  of  restaurants,  parents,  health  professionals,  and  ad- 
ministrators of  penal  facilities  ( including  sheriffs  and  jailers ) 
(18).  The  “should  report”  list  applies  to  all  reportable  diseases, 
ie,  measles,  as  well  as  AIDS. 

In  the  case  of  HIV  infection,  those  persons  reporting  are  re- 
quired to  and  may  only  report  numerical  totals  by  age  and  sex. 
In  the  case  of  AIDS,  report  content  includes:  name,  city,  age, 
sex,  race,  name  of  physician,  disease,  ty  pe  of  diagnosis,  and 
date  of  onset  (19).  Because  there  often  is  confusion  as  to  w hen 
the  onset  of  AIDS  actually  occurs,  and  therefore,  w hen  the 
duty  to  report  by  name  arises,  legislators  introduced  a bill  that 
would  have  required  the  same  reporting  for  HIV  as  for  AIDS, 
but  it  did  not  pass. 

Conclusion 

ITie  Human  Immunodeficiency  Virus  Services  Act  was  the 
Texas  Legislature’s  second  attempt  to  deal  with  the  impact  of 
AIDS  on  Texas.  ITie  act  largely  ignores  the  recommendations 
of  the  Legislative  Task  Force  on  AIDS  and  reflects  the  concerns 


of  constituent  groups  w ith  w idely  differing  values.  This  article 
covers  those  areas  of  the  act  and  recent  TDI 1 rules  that  are 
likely  to  be  of  most  concern  to  Texas  physicians  in  their  daily 
medical  practices.  Numerous  other  subjects  covered  in  the 
bill,  such  as  provisions  relating  to  AIDS  testing  in  jails  and  pris- 
ons, have  been  omitted.  The  Legislative  Task  Force  found  that 
Texas  ranks  fifth  nationally  in  the  number  of  people  with  AIDS 
and  estimated  that  there  will  be  30.000  cases  of  AIDS  in  Texas 
by  the  time  the  next  legislature  adjourns  ( 9 ),  so  it  is  likely  that 
the  HTV  Serv  ices  Act  of  1989  will  not  be  the  last  legislative  ac- 
tion on  this  subject. 

HUGH  M.  BARTON,  JD 

Assistant  General  Counsel 
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In  IBS,*  when  it's  brain  versus  bowel, 


ITS  TIME 
FOR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  AH  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


Specify  Adjunctive 
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Each  capsule  contains  5 chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classibed  the  indications  as  follows: 

“Possibly'’  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefuDy  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Ructions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— aU  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods,  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 


Roche  Products 


PI  0288 

Roche  Products  Inc, 
Manati,  Puerto  Rico  00701 


Cardio- 

pulmonary 

Referral 


CARDIOLOGY  EVALUATION 

Cardiac  Catheterization 
Non-invasive  testing 
— Treadmill  stress  test 
— Electrocardiography 
— Echocardiography 
Esophageal  evaluation 
Coronary  Angioplasty  (PTCA) 

Cardiovascular  Risk  Reduction 
Cardiac  Rehabilitation 
Hypertension  Consultation 

CARDIOVASCULAR  SURGERY 

Coronary  artery  bypass  and  endarterectomy 
Cardiac  valve  replacement  and  valvuloplasty 
Pacemaker  Implantation 
Peripheral  vascular  surgery 

ONCOLOGY  SERVICE 
Breast  Diagnostic  Center 
Lung  Cancer 

Other  Tumors  of  the  Chest 

OCCUPATIONAL  MEDICINE 

Asbestos-related  diseases 
Analytical  microscopy  services 
Chest  x-ray  by  B-reader 

Pulmonary  function  & other  special  lung  studies 

ADULT  PULMONARY  SERVICE 
Asthma 

Acute  & Chronic  Respiratory  Failure 
Evaluation  of  Mass  Lesions  in  the  Chest 
Pulmonary  Function,  Inhalatinal  Challenge 
and  Exercise  Testing 
Sleep  Disorders 

Tuberculosis  & Atypical  Mycobacterial  Disease 
Unusual  Infections  of  the  Chest 
Thoracic  Surgery 
Pulmonary  Rehabilitation 
Clinical  Trials  and  Basic  Research 
of  Pulmonary  Disorders 
Unusual  Infections  of  the  Chest 

PEDIATRIC  PULMONARY  SERVICE 

Asthma 

Cystic  Fibrosis 

Other  Lung  Diseases 

For  consultation  or  referral  call  toll  free 

1-800-822-7814 


THE  UNIVERSITY  OF  TEXAS 

He^lthCenter 

at  TYLER 


— The  state  referral  center  for  cardiopulmonary  diseases- 
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Socioeconomics  of  fAedicine 


Concurrent  care  coverage  by 
Medicare 

Medicare  is  a Federal  Flealth  Insurance  Program  admin 
istered  by  the  Health  Care  Financing  Administration  for  the 
elderly  and  certain  disabled  persons.  The  Texas  Medicare  car- 
rier disseminates  information  and  decelops  educational  pro- 
grams  for  improved  understanding.  "Concurrent  care  ” exists 
when  services  are  performed  by  more  than  one  physician 
during  a period  of  time  for  the  same  patient  Since  Medicare 
does  not  have  specialty  designations  for  endocrinology,  on- 
cology. rheumatology,  hematology,  and  infectious  disease 
physicians,  an  X6  modifier  is  used  for  recognition.  Services  by 
two  physicians  of  the  same  specialty  or  subspecialty  rarely 
warrant  coverage,  but  services  by  one  physician  and  later 
care  by  another  physician  for  an  acute  episode  do  warrant 
coverage.  Emergency  department  codes  should  be  used  when 
care  is  given  in  that  department  and  appropriate  modifieis 
should  he  used  by  second-  and  third  opinion  consultants  in 
order  to  avoid  the  appearance  of  concurrent  care.  Diagnosis 
related  to  specialty  and  documentation  of  acute  situations 
help  avoid  denial  for  "not  reasonable  or  necessary  " services. 
Physicians  should  use  the  "Waiver  of  Liability  " when  concur- 
rent care  seems  necessary  hut  is  not  likely  to  be  covered  by 
Medicare. 

KE^'W'ORDS;  MEDICARE,  CONCURRENT  CARE 


In  the  world  of  health  insurance.  Medicare  is  unique  and  is  de- 
fined briefly  by  Medicare  handbooks: 

ITie  Medicare  Program  is  a Federal  Health  Insurance  Pro- 
gram for  people  65  or  older  and  certain  disabled  people.  It 
is  administered  by  the  Health  Care  Financing  Administration 
of  the  US  Department  of  Health  and  Human  Services,  Social 
Security  Administration  offices  across  the  country  take  appli- 
cations for  Medicare  and  provide  general  information  about 
the  program  ( 1 ). 

'Fhe  Federal  Government  contracts  with  private  insurance 
organizations  called  intennediaries  and  carriers  to  make 
Medicare  payments.  Intermediaries  make  coverage  and  pay- 
ment decisions  on  services  in  hospitals,  skilled  nursing  facili- 
ties, home  health  agencies  and  hospices  ( Part  A ).  Carriers 
handle  claims  for  services  by  doctors  and  other  providers 
covered  under  Medicare’s  medical  insurance  program  ( Part 
B ) ( 1 ) 

'Fhe  Fexas  Medicare  carrier  has  used  many  formats  to  dis- 
seminate information  and  will  continue  to  develop  educational 
programs  for  improving  understanding  hy  doctors,  providers, 
and  beneficiaries.  The  Medicare  Newsletter  and  statewide 
workshops  and  seminars  offer  many  programs.  Recent  meet- 
ings focused  on  use  of  1CD-9-CM  codes,  ambulatory  surgical 
centers,  rehabilitative  services,  anesthesia,  radiology’  and  nu- 
clear medicine,  and  durable  medical  equipment.  But  the  topic 


concurrent  care  has  not  been  spotlighted  by  previous  pro- 
grams and  has  caused  confusion  for  physicians. 

The  Medicare  Part  B Handbook  for  Physicians  and  Sup 
pliers  explains  concurrent  care  coverage  this  way: 

Concurrent  care  exists  when  services  more  extensive 
than  consultative  services  are  performed  by  more  than  one 
physician  during  a period  of  time.  Fhe  rea.sonable  and  neces- 
sary’ services  of  each  physician  providing  concurrent  care 
may  be  covered  when  the  patient  has  more  than  one  medi- 
cal condition  requiring  diverse  specialized  medical  services. 
All  claims  for  service  of  more  than  one  physician  to  the 
same  patient  within  the  same  time  frame  are  reviewed  to  de- 
termine the  reason  which  necessitated  the  concurrent  medi- 
cal care.  Fhe  patient's  medical  condition  must  require  the 
services  of  more  than  one  physician.  Fhe  diagnosis  and  the 
condition  of  the  patient  as  well  as  the  .specialty  and/or  sub- 
.specialty  of  each  physician  will  be  reviewed.  The  need  for 
concurrent  care  by  physicians  of  the  same  or  similar  spe- 
cialty will  not  be  covered  without  sati.sfactory’  documenta- 
tion of  the  medical  need  for  such  services  since  both 
physicians  may  possess  the  necessary’  skills  to  serve  the 
needs  of  the  patient  (2,  .section  23  23). 

Medicare  reviews  claims  where  concurrent  care/consulta- 
tions  are  billed  as  office  visits,  hospital  visits,  emergency  room 
visits,  nursing  home  visits,  psychotherapy  visits,  and  home  vis- 
its by  different  physicians  of  the  same  specialty  or  subspccialty 
on  the  same  date  for  the  same  patient. 

After  a provider’s  Medicare  number  has  indicated  his  or  her 
chosen  specialty,  medical  reviewers  make  use  of  the  Texas 
Medical  Association  memhership  directory’  and  the  Texas  Os- 
teopathic Medical  Association  membership  directory’  to  deter- 
mine additional  specialties  and  sub.specialties.  Since  Medicare 
does  not  have  specific  classification  designations  tor  endo- 
crinology’, oncology’,  rheumatology’,  hematology,  and  infectious 
disease  physicians,  an  X6  modifier  is  used  for  recognition.  Ad- 
ditional documentation,  either  as  a separate  statement  or  as  a 
part  of  the  office  letterhead,  can  be  presented  to  show  spe- 
cialties or  sub.specialties.  When  two  or  more  physicians  attend 
a patient,  there  must  be  a documented  diagnosis  to  require 
each  phy  sician’s  services. 

When  a patient  is  seen  by  two  or  more  physicians  of  the 
same  specialty  or  sub.specialty,  the  event  mu.st  be  .severe,  criti- 
cal, or  involve  unusual  circumstances  to  warrant  coverage. 
Rounds  by  two  physicians  of  the  same  specialty  or  subspecialty 
rarely  warrant  coverage,  but  rounds  by  one  physician  and  later 
care  hy  another  physician  for  an  acute  episode  does  warrant 
coverage.  Inpatient  hospital  codes  used  hy  a physician  in  the 
emergency  department  and  later  by  the  attending  physician 
cause  concurrent  care;  but  use  of  only  emergency  department 
codes  by  the  emergency  department  will  avoid  this  apparent 
concurrent  care.  Making  use  of  modifiers  to  indicate  second- 
and  third-opinion  consultations  will  avoid  the  appearance  of 
concurrent  care. 

When  in  doubt  about  coverage,  use  of  all  documentation 
ay  ailable  increases  the  possibility  of  proper  coverage  and 
avoids  improper  “medically  unnecessary  ” denials.  Use  of  ad- 
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vancc  notice  when  the  physician  is  aware  of  concurrent  care 
situations  which  may  not  be  covered  is  recommended. 

The  following  statements  would  satisfy  the  statutory’  require- 
ments for  the  physician’s  advance  notice  and  the  beneficiary’s 
agreement  to  pay: 

Physician  Notice: 

Medicare  will  only  pay  for  services  that  it  determines  to 
be  ’reasonable  and  necessary’  under  Section  1862(aX  1 ) of 
the  Medicare  law.  If  Medicare  determines  that  a particular 
service,  although  it  would  otherwise  be  covered,  is  not  rea- 
sonable and  necessary’  under  Medicare  program  standards, 
Medicare  will  deny  payment  for  {specify  particular  ser- 
t’icefsj  ) for  the  follow  ing  reasons:  ( the  physician  gives  the 
reason(s)  for  his  or  her  belief). 

Beneficiary  Agreement: 

1 have  been  notified  by  my  physician  that  he  or  she  be- 
lieves that,  in  my  case.  Medicare  is  likely  to  deny  payment 
for  the  services  identified  above,  for  the  reasons  stated.  If 
Medicare  denies  payment  I agree  to  be  personally  and  fully 
responsible  for  payment. 

Signed 

(Beneficiary  SignatureX  2,  sec- 
tion 23. 1 3 )* 

Some  concurrent  care  is  covered  based  on  more  than  one 
diagnosis  needing  physicians  of  different  specialties  or  sub- 
specialties. Some  concurrent  care  will  be  covered  based  on 
acute  or  critical  episodes  during  a patient’s  treatment.  Some 
concurrent  care  coverage  is  never  warranted.  Documentation 
is  necessary’  to  properly  evaluate  the  medical  necessity  or  rea- 
sonableness of  services.  Increased  understanding  of  the  criteria 
used  in  medical  review  should  clear  the  existing  confusion 
concerning  concurrent  care  coverage  by  Medicare. 

HILDA  ANN  THOMPSON,  RN 

Medicare  Provider  Liaison,  Blue  Cross  and  Blue  Shield  of  Texas,  Inc,  PO  Box 
660156,  Dallas,  TX  ^5266-0156 

REFERENCES 

1.  The  Medicare  Handbook,  US  Department  of  Health  and  Human 
Services,  Publication  No  HCFA  10050,  1989,  p 4. 

2.  Medicare  Part  B Handbook  for  Physicians  and  Suppliers,  Medical 
Review,  July  1988. 


•To  obtain  Medicare  Part  B Handbook  for  Physicians  and  Suppliers 
send  a S5  check  payable  to  MEDK'ARE  PART  B and  addressed  to;  Janet 
Judie,  Supervisor,  Medicare  Part  B,  Box  660156,  Dallas,  TX  "'5266- 
0156. 
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k«^ubstance  abuse  is  a gro’wing 
problem  among  health  profession- 
als. At  Timberlawn  Psychiatric 
Hospital,  a special  program  exists 
to  help  health  professionals  over- 
come substance  abuse  problems. 

A range  of  treatment  options, 
individual  and  group  therapy 
programs,  and  other  recovery- 
oriented  services  are  all  geared  to- 
’ward  the  unique  needs  of  the  health 
professional.  An  individualized 
evaluation  leads  to  selection  of  the 
most  appropriate  treatment  pro- 
gram, which  is  further  enhanced 
by  specialized  aftercare  and  moni- 
toring services.  Treatment  team 
members  include  Board  Certified 
psychiatrists,  clinical  psycholo- 
gists, psychiatric  social  workers 
and  substance  abuse  counselor 
specialists  with  certification  in  their 
field. 

At  Timberlawn,  we  understand 
the  unique  challenges  faced  by 
health  professionals  today,  and 
we're  here  to  help.  For  more 
details  on  our  facility  or  referral 
arrangements,  contact:  Dr.  Edgar 
P.  Nace,  Chief  of  Substance  Abuse 
Services. 

TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 

PROFESSIONALS  HELPING  PROFESSIONALS 

4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  388-1958  • 1-800-426-4944 
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MORE  SERVICES 
MORE  VISUALS 
MORE  VALUE 


More  information,  faster,  is  what 
today's  physician  demands 

In  response,  CONSULTANT  has  expanded  the  use  of  clinical  photographs  in 
our  articles  and  enlarged  our  popular  service  departments  Phofoclinic  and 
Practical  Pointers. 

■ We've  added  "What's  Your  Diagnosis?",  a new  self-test  service  that  presents 
clinical  photos  that  test  your  diagnostic  skills. 

■ We've  expanded  our  Consultations  & Comments  service  to  get  more  of  your 
medical  quandaries  solved  for  FREE.  All  you  need  to  do  is  send  us  your  ques- 
tion and  we'll  get  an  expert  to  answer. 

Arlore  information  in  less  time  = More  Value 

CONSULTANT  GIVES  YOU  THE  CLEAR  PICTURE 


Cliggott  Publishing  Co.  • 55  Holly  Hill  Lane  • Box  4010*  Greenwich,  CT  06830  • (203)  661  -0600  • (212)  993-0440 


fAedicine  in  literature 


Medicine  in  Literature  this  month  presents  a list  of 
audiovisual  programs  from  the  TMA  Library.  The  collection 
includes  audiotape  cassettes  for  individual  listening  35mm 
slide  sets  for  study  and  teaching  and  many  new  half  inch 
VMS  videotapes  for  continuing  medical  education  and  pa- 
tient instruction.  They’  may  be  borrowed  on  an  “as  available” 
basis  or  scheduled  for  a specific  date.  The  library  continually 
adds  new  titles  to  the  AV  collection;  if  you  do  not  find  what 
you  need  here  or  in  the  Audiovisuals  Catalog  please  contact 
the  Audiovisual  Coordinator  at  (512)  477-6704,  ext  195  for 
more  information. 


AUDIOVISUAL  PROGRAMS 
Audiotape  cassettes 

Getting  Things  Done.  4 tapes  on  efficient  use  of  time  and  per- 
sonnel. Career  Track,  1985. 

How  to  Turn  Your  Work  Group  into  a Winning  Team.  6 tapes 
and  text.  Pryor  Resources,  1989. 

The  Johns  Hopkins  Medical  Grand  Rounds,  vol  15.  20  tapes 
and  study  guides.  Johns  Hopkins  University  School  of  Medi- 
cine, 1988-89. 

Thriving  on  Chaos.  6 tapes  by  Tom  Peters.  Nightingale- 
Conant,  1987. 


Slide  sets 

Bum  Trauma:  Module  1 — Emergency  Management  of  Bum 
Trauma.  80  slides,  1 tape,  and  text.  (For  first  aid  education; 
high  school,  adult,  and  allied  health  audience.)  Robert).  Brady 
Co,  1978. 

Bum  Trauma:  Module  2 — Pathogenesis  of  Bum  Trauma, 

Part L.  97  slides,  1 tape,  and  text.  Robert).  Brady  Co,  1978. 

Clinical  Virology,  Part  1 — Basic  Virology,  Viral  Exanthems 
and  Congenital  and  Perinatal  Viral  Infections,  ed  2.  94  slides, 
2 tapes,  and  study  guide.  Medcom  Inc,  1985. 

Clinical  Virology,  Part  II — Viral  Syndromes,  Clinical  Descrip- 
tions, Therapy  and  Prevention,  ed  2.  119  slides,  2 tapes  and 
study  guide.  Medcom  Inc,  1985. 

Respiratory  Problems  of  the  Newborn,  Part  I — Special  Fea- 
tures and  Principles  of  Management,  ed  2.  90  slides,  tape,  and 
study  guide.  Medcom  Inc,  1987. 

Respiratory  Problems  of  the  Newborn,  Part  II — Common 
Clinical  Disorders  and  their  Manifestations,  ed  2.  108  slides, 

2 tapes,  and  study  guide.  Medcom  Inc,  1987. 

The  Twenty  Most  Common  Dermatologic  Diseases,  Part  I — 
Tumors.  79  slides,  2 tapes,  and  study  guide.  Medcom  Inc, 

1987. 


The  Twenty  Most  Common  Dermatologic  Diseases,  Part  II — 
Inflammatory  Eniptions,  Other  Infections  and  Kaposi’s  Sar- 
coma. 137  slides,  3 tapes,  and  study  guide.  Medcom  Inc,  1987. 

VHS  videotapes 

Arthropod -borne  Diseases — NCME  Tape  #54  la.  50  min.  Net- 
work for  Continuing  Medical  Education,  1989. 

Cervical  Cancer.  (Patient  education  for  women  of  all  ages. ) 10 
min.  Pyramid  Films,  1987. 

Echocardiography.  Video  seminar  series  of  12  tapes,  1 hour 
each.  American  College  of  Cardiology,  1987-  1989. 

The  Game  of  Your  Life.  (Program  for  young  teens  demon- 
strates how  alcohol  impairs  driving  ability.)  18  min.  AMA/ 
General  Motors,  1988. 

Highlights  of  the  Eirst  National  Cholesterol  Conference. 

26  min.  National  Institutes  of  Health,  1988. 

How  to  Lower  Your  Cholesterol  A Simple  Dietary’  Approach. 
(Patient  education  for  junior  high  through  adult.)  30  min. 
Pacific  Communications,  1988. 

Management  of  the  HTV -Infected  Patient — NCME  Tape  #541. 
45  min.  Network  for  Continuing  Medical  Education,  1989. 

Managing  Primary  Breast  Disease — NCME  Tape  #532.  48 
min.  Network  for  Continuing  Medical  Education,  1988. 

Medical  Risk  Management:  How  to  Reduce  Your  Chances  of 
Being  Sued — NCME  Tape  #539.  48  min.  Network  for  Continu- 
ing Medical  Education,  1989. 

Sexually  Transmitted  Diseases:  What  You  Should  Knotv. 
(Health  education  program  for  teenagers).  25  min.  Pleas- 
ant ville  Media,  1988. 

Sports  on  Trial.  (About  liability  for  sports  injuries;  for  athletic 
trainers,  coaches  and  team  physicians ).  60  min.  The  Athletic 
Institute,  1988. 

Treating  Cocaine  Addiction  Successfully:  Part  I — Prom  Intake 
to  Abstinence;  Part  II — Preventing  Relapse.  2 tapes; 

90  minutes.  Reelizations,  1988. 
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A PRESCMPnON 
FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

USAF  HEALTH  PROFESSIONS  

1-800-423-USAF 

Toll  Free 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  M.D. 
Founder/ConsultanI 


Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D. 
Joseph  T.  Queng,  M.D. 
Lawrence  G.  Thorne,  M.D. 
Venugopal  K.  Menon,  M.D. 
Robert  E.  Smith,  M.D. 
Gerald  T.  Machinski,  M.D. 
Theresa  C.  Queng,  M.D. 
Waldo  M.  Martinez,  M.D. 
Lyna  Kit  Lee,  M.D. 

Harlan  W.  Sindell,  M.D. 


Robert  D.  Otte 
Administrator 


RESEARCH  ASSOCIATES 
Chinavudh  Wanissorn,  Ph.D. 

Michael  H.  Smolensky,  Ph  D. 

Alain  Reinberg,  M.D.,  Ph  D. 

CONSULTANTS 
Reuben  D.  Wende,  Ph  D. 

ANTIGEN  AND  CLINICAL  LABORATORIES 
George  R.  Kerr,  M.D. 

NUTRITION 

Thomas  D.  Downs,  Ph  D. 

BIOMETRICS 
James  A.  Knight,  M.D. 

PSYCHIATRY 
John  A.  Thomas.  Ph  D. 

CLINICAL  PHARMACOLOGY 
R.  John  Prevost,  M.S. 

AIR  POLLUTION 


Certified  American  Board  of  Allergy  and  Immunology,  a Conjoint  Board  of  the  American 
Board  of  Internal  Medicine  and  The  American  Board  of  Pediatrics 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated  to  DIAGNOSIS  AND 
COMPREHENSIVE  CARE  OF  PATIENTS  WITH  CHRONIC  RECURRENT  HEADACHES 
with  emphasis  on  prophylactic  treatment. 


HOUSTON 
HEADACHE  CLINIC 

Park  Plaza  Prof.  Blvd 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality.  Behavioral  and 
Psychological  Evaluations.  Multimodality  approach  to  management  of  headache  including 
prophylactic  medications,  biofeedback  and  behavioral  therapy. 

NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2250  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD.  FACC 
David  A.  Schwartz,  MD 
GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 
HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  While.lll,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley.  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long, III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  0.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,MD,PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT;  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
713  496-1006 


MEDICLINICS,  HOUSTON 

Family,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray,  and  physical  therapy. 
Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN 
MEDICINE  AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 

Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  41  IB,  Dallas  75246 


PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 


DERMATOLOGY 


SHELLY  LISS,MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVID  R.  WEAKLEY,  MD,  FACP 

Representing  the  Profession  Dermatology  and  Dermatologic  Surgery- Skin  Care, 

Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

. . . Another  service  of  vour  association  Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 

Dallas,  Texas  75230;  Phone  214  661-7460 
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WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas,  Texas  75246; 
214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas,  Texas  75231 ; 

214  827-5960 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 
(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 
Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 
ERIN  BOH,  MD,  PhD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion.  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231 ; telephone  214  691-6999 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


BAYLOR  HAIR  RESEARCH  & 

TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of  all  hair  disorders 
including  hair  transplantation  and  electrolysis. 

3600  Gason  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue.  Suite  104 
Lubbock.  Texas  79410;  806  797-6631 


ENDOCRINOLOGY 


ERIC  A.  ORZECK,  MD.FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive.  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and  surgical  services,  and 
internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug 
treatment,  biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical 
therapy,  or  anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


PARK  PLAZA  GASTROENTEROLOGY 
ASSOCIATES 

1200  Binz,  Suite  775,  Houston,  Texas  77004;  713  522-1788 

Gl  Endoscopy,  Laser  Abalation  of  Gl  Tumors 
Percutaneous  Endoscopic  Gastroscopy  (PEG) 

Variceal  Sclerosis.  Full  Upper  and  Lower  Gl 
Endoscopy,  Polypectomy  and  Laparoscopy 

Frieder  Wuerth,  MD,  FRCP  (c).  President 


HAND  SURGERY 


L LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD— Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  81 7 335-541 1 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas.  Texas 
75230;  214  661-4797 


Texas  Medical  Association  Directory 


. . . Another  service  of  your  association 


ADRIAN  E.  FLATT,  MD,  FRCS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Chief  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue 
Dallas,  Texas  75246;  Office  214  823-9440 

Texas  Medicine 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 

214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas,  Texas 
75230;  214  661-7010 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT,  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Diplomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W,  Simpson,  MD 
Morris  Sanders,  MD 
W.  Robert  Hudgins,  MD 
Richard  H.  Jackson,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd., Suite  620 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane.  Suite  610; 

Dallas,  Texas  75231 ; 214  369-7596 


OCCUPATIONAL  MEDICINE 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 

Phone  713  541-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder.  MD  Rand  Spencer.  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas.  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
21 4 521  -1 1 53;  1 -800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6.  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF 
TEXAS 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology.  Gastroenterology, 

Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr..  MD,  FACNM.  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


TMA  Member  Services 

, . . a benefit  of  membership 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 

211  Medical  Drive,  Suite,  Fredericksburg,  Texas  78624 
512  997-6535 
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ORTHOPEDIC  SURGERY 


PHYSICAL  MEDICINE  & REHABILITATION 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


W.B.  CARRELL  MEMORIAL 
CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave..  Dallas,  Texas  75204;  214  220-2468 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS 
FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Brown,  MD,  Medical  Director 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J,  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey.  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center.  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for 
persons  disabled  by  injury  or  disease.  Inpatient  and  outpatient 
services. 


1701  Pine  Street,  Abilene,  Texas  79601 

THE  ARLINGTON  ORTHOPEDIC  GROUP 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD  Emphasis  on  ^orts  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 


Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


Accredited  by  ; Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 

Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1-800-44REHAB 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive,  San  Antonio,  Texas  78229 
(512)691-0100  1-800-451-1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for 
Adults  and  Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham,  MD,  Medical  Director 

Brian  C.  Buck.  MD.  Pediatric  Rehabilitation  Director 

Rick  Marek,  Administrator 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 
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Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L,  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 


OTOLARYNGOLOGY 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee.  MD 

David  J.  Katrana,  DDS,  MD,  FACS  Steven  M.  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  PA,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P.  0.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


Drs.  Morton,  Blumenfeld,  & Charbonneau,  PA 
ENT,  ENT-Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr.  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD.  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol,  Suite  1 10,  El  Paso,  Texas  79925;  915  592-8666 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 
Raymond  A.  Faires,  MD,  FACS 
Larry  E.  Reaves,  MD 

Aesthetic,  Plastic,  Reconstructive,  Hand  & Microsurgery 

800  8th  Ave.,  Suite  606,  Fort  Worth,  Texas  76104 
81 7 335-4752,  81 7 332-9441 , 81 7 335-4755 


Texas  Medicine 


JOHN  E.  CARTER,  MD,  PA 

Diplomale  American  Board  of  Surgery 
DIplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubtrock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned  patients.  Care  for 
every  phase  of  burn  trauma  will  be  provided  from  resuscitation  to  late  rehabilitation. 


John  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Ford,  MD 
David  Mclnnis,  MD 


Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fori  Worth,  Texas  76132;  817  292-8801 


PSYCHIATRY 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 
Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 


Gretchen  Megowen,  MD 
John  L.  Peake,  MD 
Rebecca  M.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood,  MD 
John  M.  Zimburean,  MD 


Offices  : Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City, 
Irving  Health  Care  System  Phone  214  247-1150 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual  RHEUMATOLOGY 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and  Adolescent 


Substance  Abuse,  Short-Term, 

Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N,  Brownlee,  MD 
Cherye  C.  Callegan,  MD 
Tom  G.  Campbell,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Babette  F.  Farkas,  MD 
Joseph  P.  Gaspari,  MD 
Patricia  G.  Isbell,  MD 
Doris  E.  Jensen,  MD 

P.  O.  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  75228 


ACCEL,  and  Alternative  Care. 

John  N.  Kamphaus,  MD 
David  J.  Korman,  MD 
Debra  H.  Korman,  MD 
Jerry  M.  Lewis,  III,  MD 
W.  Miller  Logan,  MD 
Ruth  A.  MarDock,  MD 
Charles  G.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 


214  381-7181 
1-800-426-4944 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 


Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


WILLIAM  G.  BRELSFORD,  MD 

Diplomate  American  Board  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 
Arthritis  Center 
801  Medical  Cr,  Dr.,  Suite  D 
Longview,  Texas  75601;  214  753-5803 
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RICHARD  G.  JAECKLE,  MD 

Psychiatry  _ _ _ Another  service  of  your  association 

Diplomate,  ABPN;  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 ; 214  696-0964 
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THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

DIplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

’Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


UROLOGY 


Advertising  Directory 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.E.  Thurman,  MD 

DIplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins.  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 


C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene.  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available 
to  TMA  members  at  $48.00  per  column  inch  per 
month  and  listings  must  run  for  a minimum  of  six 
months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes, 
or  cancellations  should  be  sent  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701 . Deadline  is  the  5th  of 
the  month  preceding  publication  month. 
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Texas  Medicine 


American  Physicians  Insurance  Exchange 


MALPRACTICE 

Ifs  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-30U 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 

In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 
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A Few  Doctors  Still  Think 
IFs  Smart  To  Own  A Car! 


PRICE: 

PURCHASE 

OPTION: 


MONTHLY 

PAYMENT: 

(approximate) 


BUY: 
*25,000 
NA 
*822 


PRICE: 

PURCHASE 

OPTION: 

(at  36  mos.  lease) 


MONTHLY 
PAYMENT: 

(approximate) 

YOU  SAVE  $342  PER  MO.  X 36  MOS.  = $12,312 


LEASE: 
*25,000 
11,900 
*480 


FUTURE  VALUE  OF  LEASE  PAYMENT  SAVINGS  ASSUMING  9%  RETURN: 

Some  Of  Autoflex’s  Exclusive  Features 


Delivered  to  your  home  or 
office 

No  down  payment 
No  security  deposit 
Closed  end  lease 
Trade  Ins/We  will  purchase 
your  present  vehicle. 


ASK  FOR  LOUIS  MURAD 

1-800-678-FIEX 

(3  5 3 9) 

IN  DALLAS:  (214)  234-0304 


THixtoflex 


B 


S 


H 


Q 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Neonatologists— The  Department  of  Pediatrics,  University 
of  Texas  Medicai  School  at  Houston,  is  seeking  additional  full- 
time faculty  for  the  Division  of  Neonatal-Perinatal  Medicine  to 
complement  the  existing  12  physicians.  The  division  has  an 
active  fellowship  training  program,  good  extramural  funding, 
and  in  July  1990  will  undergo  significant  expansion.  Two  dis- 
tinct types  of  faculty  appointments  are  available:  (1)  A clinical 
track  at  one  of  three  intermediate  care  units  in  community 
hospitals  which  already  have  full-time  faculty  neonatologists. 
(2)  A traditional  academic  track  at  one  of  two  state-of-the-art 
tertiary  care  hospitals  (University  Children's  Hospital  at  Her- 
mann and  Lyndon  Baines  Johnson  General  Hospital)  which 
will  involve  teaching,  research,  and  patient  care.  Applicants 
should  be  BE/BC  in  Neonatal-Perinatal  Medicine.  Faculty 
rank  commensurate  with  previous  experience.  The  University 
of  Texas  is  an  Equal  Opportunity  Employer.  Women  and  mi- 
norities are  encouraged  to  apply.  Contact  Susan  E.  Denson, 
M.D..  Department  of  Pediatrics,  UT  Medical  School,  P.  O.  Box 
20708,  Houston,  TX  77225.  (713)  792-5342. 

Research  Associate  Professor  needed  for  animal  experi- 
ments in  vivo,  the  use  of  isolated  perfused  organs  (liver,  lung, 
carotid  and  coronary  arteries),  enzyme  and  metabolite  deter- 
mination with  spectrophotometric  and  radioimmuno  assayss, 
high  performance  liquid  chromatography  and  gas  chromato- 
graphy. Direct  independent  research  projects,  teach  graduate 
students,  apply  for  competitive  funding.  Must  have  Ph.D.  in 
Biochemistry,  Toxicology  or  related  area  with  3 years 
postdoctoral  fellowship  in  pathophysiology,  biochemical  tox- 
icology and  tree  radical  chemistry.  Must  have  10  publications 
in  major  scientific  journals  in  the  above  areas.  40  hours/wk. 
Salary  $40,000/year.  Apply  at  the  Texas  Employment  Com- 
mission, Houston,  Texas,  or  send  resume  to  the  Texas  Em- 
ployment Commission.  TEC  Building,  Austin,  Texas  78778, 
J.O.  #5757138.  Ad  paid  by  an  Equal  Employment  Oppor- 
tunity Employer. 


Dermatology 

Dermatologist  needed  for  50  member  multispecialty  group 
in  North  Texas.  Excellent  ready  made  practice.  Call  the  Lewis 
Group  1-800-666-1377. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  ^plication  call  817  336-8600  or 
write  Emergency  Medicine  Consultants,  PA;  1525  Merrimac 
Circle,  Suite  107,  Fort  Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group  needs  ex- 
perienced ER  physician.  Fee-for-service  with  guarantee. 
Contact  Greater  Houston  Emergency  Physicians  Associates, 
P.  O.  Box  7445,  Houston,  Texas  77248;  713  869-6235. 

San  Angelo — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr.  days,  50  weeks/year.  Profit  sharing  above  guar- 
antee. Contact  Wayne  Williams,  MD,  915  942-8611. 
Shamrock  Clinics,  4208  College  Hills,  San  Angelo.  Texas 
76904. 

Texas — Full-Time  ED  positions  available  in  North  Texas 
area.  Small  group,  flexible  scheduling.  ACLS  and  US  educa- 
tion required.  Send  CV  to  Ms.  Neu,  Numed  Systems,  P.  0. 
Box  2122,  Denton,  Texas  76202. 

Texas:Dallas/Fort  Worth  and  East  Texas — Full-time  posi- 
tions available  with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine.  Op- 
portunities include  staff  and  directorship  positions,  in  high  vol- 
ume, Level  1 Trauma  Centers,  as  well  as  smaller  community 
hospitals.  We  offer  very  desirable  geographic  locations  in- 
cluding the  Dallas/Fort  Worth  area.  East  Texas,  Amarillo,  and 
Austin.  Competitive  compensation  rates  range  from  $85,000 
to  $150,000  annually.  Positions  available  for  both  part-time 
and  full-time  emergency  medicine  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic  settings. 
Contact  Brenda  Lancaster,  Vice  President,  Professional  Ser- 
vices. EmCare,  Inc.,  3310  Live  Oak,  Suite  400,  Dallas,  TExas 
75204  or  call  collect  214  823-6850,  out  of  state 
1-800-527-2145, 

Texas:  Full-time  and  part-time  emergency  department  posi- 
tions available  at  224  bed  hospital.  Recreational  area  north  of 
Dallas.  Excellent  compensation  including  malpractice  insur- 
ance. Benefit  package  available  to  full-time  physicians.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  S.  Airport  Road, 
Room  29,  Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

Abilene.  Texas  (North) — Excellent  moonlighting  opportunity 
at  low  volume  emergency  department  Weekends  only.  At- 
tractive rate  and  full  malpractice  insurance  provided.  Contact: 


Emergency  Consultants,  Inc.,  2240  S.  Airport  Rd,,  Room  29, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in  Michigan 
1 -800-632-3496. 

Emergency  Department:  Wanted — Full  lime  emergency 
department  physician  near  Abilene  in  central  Texas.  In  this 
position,  you  can  work  nights  have  weekdays  free.  Low  vol- 
ume emergency  department.  Send  CV  or  call  Jackie  Hall, 
Emergicare  Systems  Corporation,  3101  South  27th  Street, 
Abilene,  Texas  79605;  915  695-3550. 


EPA,  an  expanding  Emergency  Physi- 
cian Group  is  seeking  physicians  in  the 
following  specialties:  Emergency  Medi- 
cine, Family  Practice,  Internal  Medicine, 
and  General  Surgery.  We  offer  an  op- 
portunity to  demonstrate  your  skills  in  a 
variety  of  settings  throughout  Central, 
East/Central,  and  Southern  Texas. 

We  offer  excellent  opportunities  for  staff 
and  directorship  positions  with  lucrative 
compensation  and  paid  malpractice  in- 
surance. Call  EPA  at  1-800-999-3728, 
or  send  your  CV  to: 

Amy  A.  Schafers,  Physician  Recruiter 
Emergency  Physicians  Associates 
8700  Crownhill  Road,  Suite  600 
San  Antonio,  Texas  78209 
512/822-9811 


Family/General  Practice 

Well  established  reputable  multlspeclalty  clinic  is  seeking 
a family  practice  physician,  preferable  American  graduate. 
Clinic  located  in  a thriving  industrialized  area  30  minutes  from 
Houston  and  15  minutes  from  Galveston.  Close  proximity  to 
excellent  educational  facilities,  universities,  colleges  and  rec- 
reational areas.  May  begin  immediately,  excellent  salary,  in- 
come proportional  to  effort.  Please  forward  C.V  or  contact  Dr. 
Faus,  Beeler-Manske  Clinic,  P.  O.  Box  3333,  Texas  City, 
Texas  77592-3333;  409  948-8521  (Collect) 

BC  Family  Practitioner  to  establish  private  practice  associ- 
ated with  99  bed  hospital  in  West  Texas  town  of  12,000  plus. 
Income  guarantee,  malpractice  insurance  assistance,  and 
other  local  incentives.  Contact;  Thomas  R.  Hockwalt,  CEO, 
Cogdell  Memorial  Hospital,  Cogdell  Center,  Snyder,  Texas 
79549;  915  573-6374 

Family  Physician,  Beaumont — A busy,  well-established, 
board-certified  Family  Physician,  in  Beaumont,  is  now  seek- 
ing a BC/BE  associate  to  join  his  expanding  practice.  Flexible 
financial  arrangements.  There  are  also  two  group  opportuni- 
ties available.  Send  your  CV  to;  Manager,  Professional  Rela- 
tions, Dept.  11-1  OB,  P.O.  Box  1438,  Louisville,  KY  40201-1438. 
Or  call  TOLL-FREE  1-800-626-1590. 

Physician  wanted  for  busy  Central  Texas  General  Prac- 
tice. Opportunity  for  partnership.  Three  person  clinic.  New  40- 
bed  hospital.  Clinic  & hospital  practice,  obstetrics  included. 
Good  income.  Close  to  Houston.  Austin  & San  Antonio. 
Please  reply  to  Ad  #730,  TEXAS  MEDICINE,  1801  N Lamar. 
Austin,  TX  78701 . 

Practice  Opportunity:  Partner — Board  Certified  family 
practice.  Established  practice.  Growing.  New  Facility.  6,600 
population  plus  surrounding  rural  area,  Texas.  Call:  Yvonne 
Haug,  M.D.  512  997-7626  Day,  512  997-2916  Nights, 


Family  Practitioner — Memorial  Hospital  of  Nacogdoches  is 
very  interested  in  recruiting  a Family  Practitioner  to  this  East 
Texas  community.  Memorial  Hospital  is  a 204  bed,  general 
acute  care  facility  operated  by  Nacogdoches  County  Hospital 
District.  Nacogdoches  is  located  in  the  beautiful  Piney  Woods 
of  East  Texas  with  Stephen  F.  Austin  State  University  as  the 
center  of  its  activity.  Nacogdoches  is  a beautiful  community  to 
raise  a family  and  is  built  around  a strong  economy  with  low 
unemployment.  Interested  applicants  should  apply  to  Kenneth 
E.  Worley,  Associate  Administrator,  Memorial  Hospital.  1204 
Mound  Street.  Nacogdoches,  Texas  75961 . 

Family  Praclice-BE/BC  Family  practitioners  and  general 
internists  are  needed  for  excellent  practice  opportunities 
throughout  Texas.  Partnerships,  single-specialty,  multi- 
specialty and  solo  positions  are  available  in  all  sized  commu- 
nities. Also  practices  for  sale.  For  more  information,  call  Prac- 
tice Dynamics  at  (713)  531-0911,  or  send  C.V,  to  P,  O.  Box 
821398,  Houston,  Texas  77282. 

Family  Practice — 2 BC  FP's  in  North  Dallas  suburb  in 
search  of  BE/BC  FP  to  join  busy  practice  in  1990.  Financial 
package  available.  Send  CV  to  ad  #738,  TEXAS  MEDICINE. 
1801  N.  Lamar  Blvd.,  Austin,  TX  78701. 


“fVe  put  together  temporary  solutions 
and  lasting  relationships.  ’ ’ 


pm 


consider  the.options. 
A 


locum  tenens 


trial  practices 
contracted  staffing 


The  PRN  Physicians 
1000  N.  Walnut,  Suite  B 
New  Braunfels,  Texas  78130 
1-800-531-1122 


West  Texas:  An  exceptional  Family  Practice  opportunity 
exists  in  a friendly  city  of  13K  Supported  by  a well-staffed, 
well-equipped,  99-bed.  accredited  hospital  with  a service  area 
of  25 1 K and  a diversified  quality  medical  staff.  Friendly 
people,  excellent  schools,  abundant  recreation,  and  outstand- 
ing airport  facilities  make  this  the  best  of  both  worlds.  An  un- 
harried  lifestyle  w/an  opportunity  to  practice  quality,  full- 
service  family  medicine.  Send  CV  to  Don  Gustavson,  Tyler  & 
Company,  Roswell  Rd,  Atlanta,  GA  30350.  Call  404 
641-6411. 

Family  Practice  Physician — Full  or  part  time — To  join  seven 
member  group  operating  two  clinics.  For  details,  submit  re- 
sume to  : San  Benito  Medical  Associates.  Inc.,  351  N,  Sam 
Houston,  San  Benito,  TX  78586,  512  399-2443 — Attn: 
Thomas  S.  LaMotte. 
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PRIMARY  CARE  PHYSICIANS 
EAST  AND  WEST  TEXAS 

Family  Practice  Opportunities  Available  in  many 
desirable  East  and  West  Texas  sites;  excellent 
compensation  and  benefits  packages;  solo,  part- 
nership, group  practice  modes;  office  space, 
clerical  support  provided.  Certification  of  board 
eligibility  required. 

Garofolo,  Curtiss  & Company 


355  N.  21st  Street 

Camp  Hill,  PA  1 701 1 (71 7)  975-9974 

Member,  Assodalion  of  Executive  Search  Consullants,  Inc. 

Member,  National  Association  of  Physician  Reauiters 


G 

C 

C 

Family  Practice  Doctors  needed  immediately  for  grow- 
ing multispecialty  clinics.  Contact  the  Lewis  Group 
1-800-666-1377. 

Family  practice  physician  for  small  central  Texas  town  40 
hour  week — days  only.  $85,000  per  year  guaranteed  with 
malpractice  reimbursement.  Send  CV  or  call  Jackie  Hall. 
Emergicare  Systems  Corporation,  3101  South  27th  Street, 
Abilene,  Texas  79605;  915  695-3550. 

Suburban  Austin,  Texas — seeking  BC/BE  FP  for  private 
practice  with  OB.  Family  oriented  community  of  12,000  with 
25,000  drawing  area  located  35  miles  NE  of  Austin.  Strong 
65-bed,  JCAHO-Accredited  Hospital  with  night  ER  coverage. 
Competitive  income  guarantee.  Contact  E.  Balia,  Admin- 
istrator, Johns  Community  Hospital,  305  Mallard  Lane,  Taylor, 
TX  76574  512  352-7611. 

FP/GP/IM  needed  lor  clinic  practice.  No  Call  Required.  45"  N. 
of  Dallas  near  Ig.  lake  resort.  Affiliated  with  progressive  200  + 
bed  hosp.  Excellent  comp.  pkg.  w/possible  equity  options  av- 
ail. Contact  Steve  George,  Tyler  & Co.,  404  641-6410. 

Charitable  Osteopathic  Ambulatory  Care  Center  is  looking 
for  medical  director  with  recent  family  practice  experience  to 
supervise  medical  treatment  rendered  by  medical  interns  and 
externs.  Board  certified/eligible  in  General  Practice.  Five  day 
work  week.  Position  avaifable  December  1,  1989.  Please 
send  CV  to:  Administrator,  5808  Airline  Drive,  Houston,  TX 
77076. 


Internal  Medicine 

Internist  with  or  without  cardiology  needed  for  busy  office. 
Opportunities  are  unlimited  for  hard-working  and  caring  physi- 
cian who  wants  to  do  better  than  average.  Salary  for  the  first 
year  is  $100,000  plus,  with  option  to  take  over  the  practice. 
Call  214  586-0776  or  write  Vincent  H.  Wang,  MD,  1005  S. 
Jackson,  Jacksonville,  Texas  75766. 

Internal  Medicine— Medical  staff  seeks  a board  certified  or 
eligible  internist  in  Texas  community  of  55,000  + . Office  adja- 
cent to  modern  318-bed  hospital;  solo  or  associate  practice 
opportunities.  Share  call  with  other  internists.  Family  oriented 
community  provides  metropolitan  opportunities,  plentiful  rec- 
reation and  sport.  Costs  of  relocation  to  the  area,  hire  and 
train  office  staff,  guarantee.  Contact:  David  P.  Brown,  512 
572-5113. 

Texas,  Two  General  Internists  (BC/BE)  needed  to  join  ex- 
panding specialty-oriented  medical  group  in  Texas.  University 
community.  Guaranteed  salary  plus  incentive  arrangement 
and  fringe  benefits  first  year.  Contact  Ad  Box  #733,  TEXAS 
MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701. 

College  Station,  Texas-Internists — Busy  two  and  three- 
member  groups  of  General  Internists  here  are  seeking  addi- 
tional members.  College  Station,  located  approximately  90 
miles  from  Houston  and  Austin,  is  home  of  Texas  A&M  and 
boasts  the  lowest  unemployment  rate  in  the  state.  Send  your 
CV  to:  Manager,  Professional  Relations,  Humana,  Inc.,  Dept. 
11-1 OE,  500  West  Main  Street,  Louisville,  KY  40201-1438.  Or 
call  TOLL-FREE  1-800-626-1590. 


Obstetrics/Gynecology 

OB/GYN — Memorial  Hospital  of  Nacogdoches  is  very  inter- 
ested in  recruiting  a BC/BE  OB/GYN  to  this  East  Texas  com- 
munity. Memorial  Hospital  is  a 204  bed,  general  acute  care 
facility  operated  by  Nacogdoches  County  Hospital  District. 
Nacogdoches  is  located  in  the  beautiful  Piney  Woods  of  East 
Texas  with  Stephen  F.  Austin  State  University  as  the  center  of 
Its  activity.  Nacogdoches  is  a beautiful  community  to  raise  a 
family  and  is  built  around  a strong  economy  with  low  unem- 
ployment. Interested  applicants  should  apply  to  Kenneth  E. 
Worley.  Associate  Administrator,  Memorial  Hospital,  1204 
Mound  Street,  Nacogdoches,  Texas  75961. 

West  Texas:  An  exceptional  opportunity  exists  for  two  OB/ 
GYNs  to  establish  a practice  in  a friendly  city  of  13K.  Sup- 
ported by  a well-staffed,  well-equipped,  99-bed,  accredited 
hospital  with  a service  area  of  25  + K and  a diversified  & sup- 
portive medical  staff.  Friendly  people,  excellent  schools, 
abundant  recreation,  and  outstanding  airport  facilities  make 
this  the  best  of  both  worlds.  An  unharried  lifestyle  w/an  oppor- 
tunity to  provide  quality  medicine  of  needed  care.  Send  CV  to 
Don  Gustavson,  Tyler  & Company,  Roswell  Rd.,  Atlanta,  GA 
30350.  Call  404  641-6411. 


OB/GYN  needed  to  join  successful  2-person  practice  ideally 
situated  1 hr.  N.  of  Dallas  & 10"  fr/huge  lake  resort.  Affil.  w/ 
progressive  200+  bed  hosp.  w/newly-built,  impressive  mater- 
nal/child center.  Call  Steve  George,  Tyler  & Company,  404 
641-6410. 


Ophthalmology 

General  Ophthalmologists  needed  immediately  in  all 
parts  of  Texas.  Excellent  future.  Call  the  Lewis  Group 
1-800-666-1377. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with  train- 
ing in  hand  surgery  to  work  in  orthopedic  group  in  West  Texas 
city.  Ultimate  full  partnership  planned.  Medical  school  affilia- 
tion possible.  806  799-1380. 

Orthopedic  Surgeons-Greater  Houston — Both  a solo  and 
group  opportunity  are  now  available  in  the  Houstoh  area.  For 
more  information  send  your  CV  to  ; Manager,  Professional 
Relations,  P.  O,  Box  1438,  Dept.  II-10D,  Louisville,  KY 
40201-1438.  Or  call  TOLL-FREE  1-800-626-1590. 


Pediatrics 

Pediatrician — Memorial  Hospital  of  Nacogdoches  is  very  in- 
terested in  recruiting  a Pediatrician  to  this  East  Texas  commu- 
nity. Memorial  Hospital  is  a 204  bed,  general  acute  care 
facility  operated  by  Nacogdoches  County  Hospital  District. 
Nacogdoches  is  located  in  the  beautiful  Piney  Woods  of  East 
Texas  with  Stephen  F.  Austin  State  University  as  the  center  of 
its  activity.  Nacogdoches  is  a beautiful  community  to  raise  a 
family  and  is  built  around  a strong  economy  with  low  unem- 
ployment. Interested  applicants  should  apply  to  Kenneth  E. 
Worley,  Associate  Administrator,  Memorial  Hospital,  1204 
Mound  Street,  Nacogdoches,  Texas  75961. 

Parf-Time/Full-TIme — Board  Certified,  Board  Eligible  Pedia- 
trician needed  to  assume  active  general  pediatrics  practice  in 
Southwest  Houston.  Excellent  coverage.  Competitive  salary. 
Please  send  C.V.  to  Valerie  C.  Moore,  M.D.,  7777  S.W.  Frwy., 
Suite  1068,  Houston,  TX  77074 

North  Dallas  Suburban  Pediatric  Practice  seeks  BC/BE 
Full/Part  Time  replacement  for  transferred  physician.  Rapidly 
expanding  six  year  old  practice  with  excellent  staff.  Associ- 
ated with  two  aggressive  OB  units.  CV  and  references  to 
David  E.  Samara,  M.D.,  7120  Campbell  Rd.  #103,  Dallas, 
Texas  75248. 

Locum  tenens  pediatricians  needed.  Good  income.  Flex- 
ible scheduling  Freedom  to  accept  or  reject  any  proposed  as- 
signment. For  more  information  about  the  "p.r.n."  concept, 
call  toll-free  1-800-531-1122  or  write  to  Kenneth  W.  Teufel, 
M.D,,  PRN,  Ltd.,  1000  North  Walnut  St.,  Suite  B,  New  Braun- 
fels, TX  78130. 

Pediatricians  needed  for  practice  opportunities  in  all  areas 
of  Texas.  Contact  the  Lewis  Group  1-800-666-1377. 

Pedlatrlclan-Abllene — Unique  opportunity  for  a Pediatrician 
in  offices  next  to  our  new  replacement  hospital  in  the  high- 
growth  section  of  town  with  young  families.  Immediate  refer- 
rals and  very  competitive  financial  assistance.  Send  CV  to: 
Manager.  Professional  Relations,  Humana  Inc.,  Dept.  II-10F, 
500  West  Main  Street,  Louisville,  KY  40201-1438.  Or  call 
TOLL-FREE  1-800-626-1590. 


Psychiatry 

Exceptional  opportunity  for  BC/BE  psychiatrist  in  thriving, 
expanding  Western  Massachusetts  medical  center.  Estab- 
lished. progressive  interdisciplinary  adult  and  adolescent 
mental  health  programs.  Beautiful  Pioneer  Valley  offers  fine 
educational  and  cultural  activities  with  year-round  outdoor 
sports  and  a clean  environment.  Excellent  salary  and  benefit 
package  includes  malpractice  insurance.  Contact  Ad  Box 
#739,  TEXAS  MEDICINE.  1801  N,  Lamar.  Austin,  TX  78701. 

Mental  Health  and  Mental  Retardation  Authority  of  Harris 
County,  Houston,  Texas  seeks  additional  physician  services. 
Two  years  experience  in  a psychiatric  setting,  must  be  board 
certified  or  board  eligible.  If  you  are  interested  in  full  lime  or 
part-time  services,  contact  Jackie  Woods,  Personnel  Officer, 
Human  Resource  Department  713  683-4016,  3737  Dacoma, 
Suite  D.,  Houston,  Texas  77092. 


Radiology 

Diagnostic  Radiologist— Gulf  Coast  Region,  to  join  solo 
radiologist  at  105  bed  hospital.  Contact  Richard  Allisoh,  MD, 
Alice  Physicians  and  Surgeons  Hospital,  300  E.  3rd  St.,  Alice, 
Texas  78332,  512  664-4376,  XI 35. 

Diagnostic  Radiologist — North  East  Texas.  To  join  4 radi- 
ologists. Family  oriented  community  of  75,000  (service  area: 
200,000).  Excellent  schools.  Growing  practice.  Contact  Ad 
Box  #735,  TEXAS  MEDICINE,  1801  N.  Lamar  Blvd.,  Austin, 
TX  78701. 

Expanding  17-physician  multispecialty  group  has  excel- 
lent opportunity  for  a radiologist.  We  offer  a high  first-year  ex- 
penses. If  interested,  send  CV  to  Malone  and  Hogan  Clinic. 
1501  West  11th  Place,  Big  Spring.  Texas  79720  or  call  Pam 
Shuttlesworth  at  915  267-6361,  ext.  336. 


Other  Opportunities 

Positions  Available-Seeking  BC/BE,  general  internist, 
HEM/ON,  PS,  endocrinologist  to  join  an  established  multi- 
specialty (non-prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124  Dallas 
Street.  San  Antonio,  Texas  78205. 

We  have  full  and  part-time  locum  tenens  opportunities 
available  in  all  specialties  with  guaranteed  incomes  and  paid 
malpractice.  For  more  information,  contact  John  Smith, 
Locum  Tenens,  Inc.  (A  Division  of  Jackson  and  Coker),  400 
Perimeter  Center  Terrace,  Suite  760  TMLT9,  Atlanta,  GA 
30346,  telephone  1-800-544-1987. 

South  Texas  Multispecialty  Group — 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC/BE  physi- 
cians; OBG,  pediatrics,  FP.  Well-established  25  year  old  prac- 
tice rapidly  expanding  into  multispecialty  group  due  to  in- 
creased patient  base.  Design  award-winning  new  facility 
offering  complete  lab,  x-ray.  family  practice,  general  surgery, 
cardiology,  PM  & R,  and  ophthalmology  services  already  es- 
tablished. Texas  licensed  and  Medicare  certified  out-patient 
surgery  center  on  site.  Enlarging  present  facility  and  will  open 
satellite  office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  administrative  and 
staff  support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities  in 
both  out-patient  and  hospital  practice.  Dedication  to  high 
quality,  excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial  interest  in 
practice  desirable.  Tremendous  growth  potential.  Send  CV 
references  and  current  photo  to  Elizabeth  Perez,  Admin- 
istrator, Gonzaba  Medical  Group,  720  Pleasanton  Road.  San 
Antonio,  Texas  78214. 

Texas  Gulf  Coast  Oncologist — BC/BE  Oncologist  sought  to 
join  established  three  physician  oncology  group  located  in 
hospital  affiliated  multidisciplinary  cancer  center.  Medical  sup- 
port includes  all  medical  specialties,  state-of-the-art  radiation 
therapy,  MRl,  CT,  and  apheresis.  City  of  130,000  offers  excel- 
lent lifestyle  and  is  located  near  metropolitan  Houston.  Send 
CV  to  Beaumont  Oncology  Associates,  McFaddin  Ward  Can- 
cer Center,  690  N.  14th  Street,  Beaumont,  Texas  77702. 

Urologist,  Texas  Gulf  Coast — A well-established,  board 
certified  Urologist  in  Beaumont  (service  area  300,000)  is  now 
seeking  an  associate.  Opportunity  to  take  over  this  longTime 
practice  in  near  future.  Send  CV  to:  Manager,  Professional 
Relations,  Humana,  Inc.,  Dept.  II-10B,  500  West  Main  St., 
Louisville.  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 

Neurologist,  San  Antonio— A large,  multi-specialty  group  in 
the  Alamo  City  is  now  seeking  to  add  a Neurologist  to  their 
staff.  Primarily  a clinical  practice  with  excellent  amenities. 
Send  CV  to  ; Manager,  Professional  Relations,  P.  O.  Box 
1438,  Dept.  II-10C,  500  West  Main  St.,  Louisville,  KY 
40201-1438.  Or  call  TOLL-FREE  1-800-626-1590. 

General  Surgeon — Board  Certified,  sought  to  establish  pri- 
vate practice  associated  with  99-bed  hospital  in  West  Texas 
town  of  12,000  plus.  Income  guarantee  and  other  financial  in- 
centives are  available.  Contact  : Thomas  R.  Hochwalt,  CEO, 
Cogdell  Memorial  Hospital,  Cogdell  Center,  Snyder,  TX 
79549;  915  573-6374. 


PRIVATE  PRAQICE  OPPORTUNITIES 

(In  aH  specialties) 

Texas  & Suntqett  States 
Call  l-«C>0.2»4-4560 

Houston.  786-3722  Reuben 

or  send  CV:  11140  Westheimer  g , q n S t e i n 

Suite  144  

Houston.  TX  77042  &.  Associates 


Texas,  Expanding  Specialty-Oriented  Medical  Group  seek- 
ing B/C,  B/E  cardiologists,  diabetologist,  gerontologist, 
gastroenterologist,  pulmonologist,  oncologist,  rheumatologist 
and  a physical  medicine  and  rehabilitation  specialist.  Univer- 
sity community.  First  year  salary  guaranteed  plus  incentive 
arrangement  and  fringe  benefits.  Contact  Ad  Box  #733, 
TEXAS  MEDICINE,  1801  N.  Lamar.  Austin,  TX  78701. 

Family  Practitioner,  Orthopaedic  Surgeon,  Urologist,  ENT 
needed  immediately  for  solo  and/or  group  practice  in  Stut- 
tgart, Arkansas,  the  Rice  and  Duck  Hunting  capital  of  the 
world.  Modern  hospital  facilities  and  equiptnent.  Family  ori- 
ented community.  Excellent  schools.  Call  Jim  Bushmaier  at 
501  673-3511. 

Saudi  Arabia  Private  Hospital:  Physicians;  Surgeons;  Den- 
tist; Director  Nursing;  Records;  Financial;  Administrator.  1-5 
years  minimum  experience  required,  3T-EH,  3555  Timmons, 
Suite  1400,  Houston,  Texas  77027. 

Full  Time  Travel  Required  (one  year  minimum).  Health  re- 
search organization  needs  Physicians  for  National  Health  and 
Nutrition  Examination  Survey  sponsored  by  the  U.S.  Public 
Health  Service.  Individuals  will  be  part  of  a large  medical  team 
conducting  health  examinations  in  government  examination 
centers  traveling  to  88  areas  of  the  U.S.  through  1993.  Physi- 
cians must  be  licensed  in  one  state  and  specialized  in  internal 
or  family  medicine.  Competitive  salaries,  paid  malpractice, 
per  diem,  car,  four  weeks  paid  vacation  per  year,  holidays, 
and  health,  life,  dental,  disability  insurance  offered.  Call  Bev- 
erly Geline  at  800-937-8281 , ext.  8248.  Westat,  Inc.,  Rock- 
ville. Maryland,  EOE/M/F/V/H. 

Primary  Care  Doctors  needed  immediately  for  part  time/full 
time  opportunities  in  Central  Texas.  Call  the  Lewis  Group 
1-800-666-1377. 


Texas  Medicine 


CARDIOLOGY 

ENT 

FAMILY  PRACTICE 
INTERNAL  MEDICINE 
PULMONOLOGY 

Progressive  medical  center  30 
miles  north  of  Houston  offering 
outstanding  practice  opportunities. 
Relocation  amenities  include:  in- 
come guarantee,  rent  assistance, 
personnel  salary  assistance,  prac- 
tice management,  and  an  aggres- 
sive marketing  program  to  aid  in 
building  practice  clientele. 

For  consideration  call,  day 
or  night,  1-800-635-0187 
or  send  CV  to: 

Jackie  Rowles,  Director 

Physician  Recruitment 

Charter  Regional 
Medical  Center 

300  E.  Crockett 
Cleveland,  Texas  77327 


iniCHARTER  REGIONAL 
iliiMEDlCAL  CENTER 

IS  A Charter  Medical  Facility 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Ultrasounds — Linear,  Sector  and  Dual.  X-ray.  cell-counters 
(QBC).  chemistry  aniyz,  fiber-optic  scopes  and  much,  much 
more.  MedExchange  214  824-5040  FAX  214  823-9428, 
Buy'SeirService. 


Office  Space 

NE  Fort  Worth  (Watauga)  Medical  Office — Completely 
equipped,  xray.  etc  . . . Only  need  a stethoscope.  Room  for 
two  doctors.  Call  Dr.  McNeff  817-831-0321 . 


Real  Estate 

A luxurious  4500  square  foot  home  and  1800  square  foot 
modern  workshop  on  160  acres  with  15  acre  lake,  between 
Bryan  and  Rockdale.  409  846-1735;  776-8211.  Latta  Real 
Estate. 


Practices 

Thriving,  mature  ophthalmology  practice  in  northern 
suburb  of  Dallas-Fort  Worth  metroplex.  Fastest  growing 
county  in  area.  Well-trained  staff.  All  cultural  amenities.  Im- 
portant aspects  negotiable.  Seller  will  work  part-time  1-2 
years  for  smooth  transitloh.  If  interested,  please  send  CV  and 
any  other  pertinent  Information  or  questions  m cover  letter  to 
George  E.  Holladay,  MD,  525  Bryan  Street,  Denton,  Texas 
76201;  817  383-2607. 

Selling  Your  Practice?  We  offer  on-site  appraisals,  practice 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices. We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write;  Practice  Dynamics,  P.  O.  Box  821398, 
Houston,  Texas  77282;  713  531-091 1 . 

F.P.  Practice  For  Sale — Abilene  vicinity.  Small  community. 
Well  established  practice.  Contact  Gary  Clinton,  PMA,  Prac- 
tice Sales/ Appraisals  214  327-7765. 

San  Antonio — Well  established  pediatric  practice  grossing 
over  250K  yearly.  Contact  Ad  #737,  TEXAS  MEDICINE, 
1801  N.  Lamar  Blvd.,  Austin.  Texas  78701. 

South  Houston  Area,  Texas — Well  established  ENT/HNS 
practice  with  allergy.  Well  equipped  office.  Contact  Agent 
Larry  Cook,  7915  FM  1960  W.,  Suite  110,  Houston,  TX 
77070,  713  955-1280. 


Cardiologist-Abilene — A busy,  well-established  six-physi- 
cian  cardiology  group  here  is  now  seeking  a non-invasive  car- 
diologist. Four  of  the  members  do  PTCA.  Their  offices  are 
near  our  new  replacement  hospital  with  state-of-the  art  equip- 
ment. Send  your  CV  to;  Manager,  Professional  Relations,  Hu- 
mana Inc.,  Dept.  II-10G,  500  West  Main  Street,  Louisville,  KY 
40201-1438.  Or  call  TOLL-FREE  1-800-626-1590. 

Neurosurgeon  needed  for  lucrative  practice  1 hr.  N.  of 
Dallas,  TX.  near  Ig.  lake  resort.  Call  coverage  avail.  Atfil.  w/ 
progressive  200+  bed  hosp.  Start-up  practice  potential  of 
150-200  cases  w/in  last  yr.  Excellent  comp.  pkg.  & excellent 
income  potential.  Contact  Steve  George.  Tyler  & Company, 
404  641-6410. 


Clinics  for  Sale — Cham  of  busy  well-established  minor 
emergency  clinics  in  Central  Texas.  Owners  will  stay  to  transi- 
tion. Financing  arrangements  are  negotiable.  Write  to;  Medi- 
cal Clinics,  P.  O.  Box  160696,  Austin,  TX  78716-0696. 

Profitable  ENT  practice  ready  to  sell  in  Houston  area.  Call 
the  Lewis  Group  1-800-666-1377 

OB-GYN  practice  and  building  for  sale;  Fairfield  County 
Ten  rooms.  Fully  equipped.  Yearly  gross  income  $410,000.00 
plus;  150  deliveries.  Prime  location.  Malpractice  CMIC.  Physi- 
cian owned,  claims  made.  1st  year  $7,000.  Write  or  call; 
Arthur  H.  Michaels,  M.D.,  2195  North  Ave.,  Bridgeport.  CT 
06604.  203  579-0632. 


OPPORTUNITIES  SOUGHT 

Psychiatrist — (Adolescent  and  Adult)  Board  Eligible  seeks 
association  with  private  practice  in  Texas.  I prefer  some  in- 
patient hospital  work  and  an  innovative  active  work  schedule. 
A MHMR  position  will  also  be  considered.  References  are 
easily  available.  Please  send  information  to  Ad  #739,  TEXAS 
MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701 

GP-Surgery — Texas  licensed  physician  wants  to  relocate  in 
town  between  5,000-500.000  population  with  JCA  approved 
hospital.  Solo.  Contact  Victor  305  472-3752. 


HAND 

SURGEON/GENERAL 

SURGEON 

Desires  multispecialty  group  or  partnership. 

Available  January  1991. 

Contact  Ad  Box  #731 , TEXAS  MEDICINE. 
1801  North  Lamar,  Austin,  Texas,  78701. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Signature  Loans  $5,000-$60.000  for  Physicians.  Use  for 

any  need.  No  points  or  fees.  Competitive  rates.  Level  pay- 
ments up  to  six  years.  Call  1 -800-331  -4952.  MediVersal  Dept 
114, 

Physician's  signature  loans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Competitive  fixed  rate.  Physicians  Service  Association, 
Atlanta.  Georgia.  Toll  free  1-800-241-6905.  Serving  MDs  for 
over  10  years. 

"Immigration  Problems?  Contact  the  law  office  of  G.  Well- 
ington Smith,  P.  C.,  702  Colorado  St,.  Suite  102,  Auslin, 
Texas  78701,  512  476-7163.  Board  Certified.  Immigration 
and  Nationality  Law.  Texas  Board  of  Legal  Specialization.  " 

Double  Your  Money  in  8 Years!  M D.  is  looking  lor  like- 
minded  physicians  to  participate  in  joint  venture  that  could 
double  your  money  in  8 years.  Very  secure  investment, 
backed  by  Bank  guarantees.  Only  a limited  number  can  be 
accepted.  Send  your  appointment  card  with  the  best  time  to 
call.  Reply  Box  #734,  TEXAS  MEDICINE.  1801  N.  Lamar, 
Austin.  TX  78701. 


CONTINUING  EDUCATION 

1990  CME  Cruise  Conferences  on  Medicolegal  Issues 
and  Selected  Medical  Topic — Caribbean,  Bermuda,  Alaska; 
Canada.  New  England.  Scandinavia,  W Mediterranean,  Eu- 
rope, Asia,  Trans  Panama  Canal.  Approved  for  20-28  CME 
Category  1 Credits  (AMAPRA)  and  AAFP  prescribed  credits. 
Distinguished  lecturers.  Excellent  group  fares  on  finest  ships. 
Pre-scheduled  in  compliance  with  IRS  requirements.  Informa- 
tion: International  Conferences,  1290  Weston  Road.  Suite 
316,  Ft.  Lauderdale.  FL  33326.  1-800-521-0076  or  305 
384-6656 


Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per  issue. 
We  do  not  count  articles  (a,  an,  the).  Display  classified  adver- 
tising sells  for  $95  per  column  inch,  per  month,  A variety  of 
typefaces,  logos  and  borders  may  be  used  in  display  classi- 
fied ads.  Ad  box  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address  of 
ad  box  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office 
contacts  ad  box  number  holders  by  mail.  Federal  laws  prohibit 
references  to  race,  color,  religion,  sex.  natural  origin,  or  age 
unless  bona  fide  occupational  qualifications.  Copy  deadline  is 
the  1st  of  the  month  preceding  publication.  Send  copy  to  Di- 
ane L.  Bolling,  Classified  Manager,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701,  512-477-6704. 
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MULTI-SPECIALTY  GROUP 


DALLAS  / FORT  WORTH 

Immediate  and  1990  opportunties  for  the  following  specialties: 


ALLERGY 


NORTH  CENTRAL  TEXAS 

Allergist  needed  to  assume  established  practice 
in  attractive  Northeast  Texas  metropolitan  area 
Enjoy  excellent  life  style  with  many  social, 
cultural  and  recreational  opportunities,  good 
schools:  international  airport 


FAMILY  PRACTICE 


NEAR  FORT  WORTH 

Recently  trained,  board  certified  family  physi- 
cian needed  for  associate  practice  Option  of 
group  environment  or  overhead  and  call  shar- 
ing arrangement  with  young,  board  certified 
FPs  Obstetrics  needed  Modern.  JCAHO  ac- 
credited 50-bed  hospital  Great  opportunity  in 
nice  community  with  easy  access  to  amenities 
of  Oallas/Fort  Worth  Incentive  package 

NORTHEAST  TEXAS 

Regional  medical  center  seeks  BC  family  physi- 
cians to  establish  FP  group  in  progressive  com- 
munity v,f  27,000  (referral  area  150,000)  Strong 
diversified  economy,  excellent  schools,  many 
recreational  and  social  opportunties  Modern 
hospitals  Incentive  package,  including 
assistance  with  office  building 

WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area  Attractive,  fully 
equipped  office  Ultra-modern  hospital  Shared 
call,  competitive  incentive  package  to  qualified 
physician 

NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician  Shared 
call  with  two  other  family  physicians:  OB  need- 
ed Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified 
physician 

EAST  TEXAS 

Community  of  approximately  3,500  (referral 
area  14,000)  seeks  board  certified  family  physi- 
cian. Shared  call  with  two  board  certified  physi- 
cians, No  OB  Financially  sound.  48-bed  hospital 
In  community.  Recreational  mecca,  hunting, 
fishing,  water  sports.  Competitive  incentive 
package  to  qualified  physician 

DALLAS 

Established  fee-for-service  practice  available  for 
assumption.  Full  scope  of  family  medicine,  ex- 
cept OB  Average  gross  $320K  + annually  Bi- 
lingual (Spanish)  skills  helpful  Retiring  physician 
will  Introduce  Financing  available  to  qualified 
candidate 


WEST  TEXAS 

Two  board  certified  family  physicians  seek  third 
associate  for  busy  practice  OB  preferred. 
Friendly  town,  good  schools.  Within  35  minutes 
of  larger  city  Very  lucrative  financial  situation 
Excellent  for  pilot  physician. 


PANHANDLE 

Texas  community  of  8.000  (referral  area 
16,000)  seeks  BC  FPs  for  group  One  young 
BC  physician  recently  recruited,  available  for 
call  sharing  New  hospital  under  construction 
Sound  economy,  good  schools,  airport 
Generous  Incentive  package  including  income 
guarantee,  relocation,  office  space,  more 

PANHANDLE 

Board  certified  family  physician  needed  in 
Texas  community  of  150,000.  Call  sharing  ar- 
rangement available  with  two  board  certified 
FPs  No  OB  Modern,  356-bed  hospital  offer- 
ing generous  incentive  package  to  qualified 
physician 

PANHANDLE 

Community  of  3,000  seeks  two  family  physi- 
cians for  referral  area  of  approximately 
10,000  43-bed  hospital  offering  generous  in- 
centive package  including  relocation,  income 
guarantee,  free  office  space  and  more  to 
qualified  candidates 


GASTROENTEROLOGY 


NORTHEAST  TEXAS 

Two  busy  gastroenterologists  seek  third 
associate  for  group  practice  in  NE  Texas. 
Shared  call,  comprehensive  benefits  package, 
early  partnership  Modern  hospitals  Attrac- 
tive, progressive  community  with  strong, 
diversified  economy,  excellent  schools  Many 
social  and  recreational  opportunities 


GENERAL  SURGERY 


PANHANDLE 

Community  of  8,000  (referral  area  16,000) 
seeks  board  certified  general  surgeon  Near- 
by surgeon  available  lor  call  sharing  New 
hospital  under  construction  Sound  economy: 
good  schools:  airport  Generous  incentive 
package  Including  Income  guarantee,  reloca- 
tion allowance,  office,  more 


INTERNAL  MEDICINE 


CENTRAL  TEXAS 

Three  young,  board  certified  Internists  seek 
fourth  associate  for  practice  in  attractive  com- 
munity of  approximately  100,000  Shared  call 
and  overhead  Office  adjacent  to  modern, 
100-bed  hospital.  Comprehensive  incentive 
package  including  relocation,  income 
guarantee,  more.  Social  and  recreational  op- 
portunities abound  in  this  attractive  universi- 
ty environment 

EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
for  group  practice  In  community  of  approx- 
imately 12,000  (referral  area  50,000)  Shared 
call  and  overhead.  Ultra-modern.  100-bed 
hospital  Attractive  community:  many  social 
and  recreational  opportunties.  One  hour  from 
Dallas  Competitive  Incentive  package 


Allergy 

Anesthesiology 

Cardiology 

(invasive  and  non-invasive) 
Family  Practice 
Gastroenterology 
General  Surgery 
Internal  Medicine 
Neurology 

Obstetrics/Gynecology 


Oncology 

Ophthalmology 

Orthopedic  Surgery 

Otolaryngology 

Pediatrics 

Psychiatry 

Diagnostic  Radiology 

(invasive  and  non-invasive) 
Urology 


DALLAS 

Established  practice  in  affluent  neighborhood 
Retiring  physician  needs  caring  and  competent 
physician  to  assume  care  of  loyal  patient  base 
Good  age  mix  of  adult  medicine  (only  20% 
Medicare)  Annual  net  collections  average 
$335K  + Reasonably  priced  assets  Financing 
available  Will  introduce 


WEST  TEXAS 

Five  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100, ()00  -i-  Office 
adjacent  to  modern  250-bed  hospital  Excellent 
call  arrangement,  salary  and  benefits  Full 
associate  status  In  second  year 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  Internist  Shared  call  with  other 
internists  Office  adjacent  to  modern  200-bed 
hospital  Progressive,  family-oriented  com- 
munity w/strong,  diversified  economy,  excellent 
schools.  Many  social  and  recreational  oppor- 
tunities Generous  Incentive  package 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified 
physician 


OBSTETRICS  / GYNECOLOGY 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  tloOO  (referral  area 
50,000)  Shared  call  and  overhead  Ultra- 
modern. 100-bed  hospital  Attractive  communi- 
ty, many  social  and  recreational  opportunities 
One  hour  from  Dallas  Competitive  incentive 
package 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead.  Well-equipped,  ultra- 
modern. tOO-bed  hospital.  Attractive  communi- 
ty, many  social  and  recreational  opportunities. 
One  hour  from  Dallas  Competitive  incentive 
package  to  qualified  physician 


OTOLARYNGOLOGY 


EAST  TEXAS 

Community  of  approximately  12,000  (referral 
area  50.000)  seeks  board  certified  ENT  to 
establish  service.  Ultra-modern,  100-bed 
hospital  Young,  well-trained  medical  staff  sup- 
portive of  new  physician  Attractive  communi- 
ty: many  social  and  recreational  opportunities 
One  hour  from  Dallas,  Hospital  offering  com- 
petitive Incentive  package  to  qualified  physician 


NORTH  DALLAS 

Medical  staff  of  modern  hospital  In  Dallas 
suburb  seeks  board  certified  ENT  Good 
demographics  for  sound  patient  base.  Ex- 
cellent opportunity  Modern  100-bed  hospital 
will  sponsor  competitive  incentive  package  to 
qualified  candidate 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained.  BC 
pediatricians  seek  fourth  associate  tor  group 
practice  in  attractive  community  of  27,000 
(referral  area  150,000)  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy:  excellent  schools.  Social  and 
recreational  opportunities  abound  Modern 
hospitals  Shared  call,  excellent  income  and 
benefits,  early  partnership 


CENTRAL  TEXAS 

Attractive  community  of  approximately 
100,000  seeks  two  board  certified  pediatri- 
cians and  one  neonatologist  for  group  prac- 
tice Office  adjacent  to  modern,  100-bed 
hospital  Comprehensive  incentive  package  in- 
cluding relocation.  Income  guarantee,  more. 
Social  and  recreational  opportunities  abound 
in  this  attractive  university  environment 


NORTH  DALLAS 

Medical  staff  of  modern  hospital  In  Dallas 
suburb  seeks  board  certified  pediatricians  to 
accommodate  new  services.  New  obstetrical 
unit  opens  October,  1989  Good  demographics 
for  sound  patient  base.  Excellent  opportunity 
for  colleagues  who  wish  to  practice  together. 
Competitive  incentive  package  to  qualified  can- 
didates 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board 
certified  internists  seeks  compatible 
pulmonary  medicine  associate  Community  of 
100,000-1-  Office  adjacent  to  modern  250- 
bed  hospital  Shared  call,  excellent  income 
and  benefits  Full  associate  status  in  second 
year. 


DIAGNOSTIC  RADIOLOGY 


NORTHEAST  TEXAS 

Busy  radiology  group  seeks  fourth  associate. 
All  modalities,  including  MRI  and  interven- 
tional Comprehensive  benefits  package  and 
early  partnership.  Attractive,  progressive  com- 
munity of  27,000  with  strong,  diversified 
economy:  excellent  schools.  Many  social  and 
recreational  opportunities. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  at  least  150,000 
Assured  referrals  from  six  orthopedic 
surgeons  and  approximately  90  other  physi- 
cians Strong  economy,  excellent  schools: 
many  recreational  and  social  opportunties. 
Modern  hospitals.  Generous  incentive 
package,  to  qualified  physician 


Texas  Medicine 


Brookhaven 
Psychiatric  Ewilion 

Since  1976,  Brookhaven  has  provided  adult  and  adolescent  patients 
with  a secure,  caring,  therapeutic  environment  featuring: 

• 25  outstanding  psychiatric  physicians;  one  of  the  highest  psychia- 
trist/patient ratios  of  any  hospital  in  the  Southwest 

• Philosophy  of  treatment  based  on  thorough  evaluations  to  iden- 
tify the  underlying  causes  of  symptoms 

• Inpatient  and  outpatient  services  offering  a continuum  of  care  to 
promote  complete  and  lasting  recoveries 

• Team  approach  to  treatment;  psychiatrists  are  supported  by  a 
complete  staff  of  mental  health  professionals;  prompt  credentiall- 
ing  is  also  available  for  referring  professionals 

• Separate  psychiatric  care  programs  for  adults  and  adolescents, 
each  including  Alcohol  & Drug  Dependency  treatment  as  re- 
quired; Medical  Stress  & Pain  program  also  available  for  adults 

• Attractive,  comfortable  patient  quarters  offering  security  and 
privacy;  spacious  common  areas;  convenient  North  Dallas  location 

• Fully  accredited  school  for  adolescents 

• Pool,  gym,  and  horticultural  facilities  for  occupational  and 
activities  therapies 

• Comprehensive  family  counseling  and  aftercare  programs 

• REACH  Service  offering  educational  seminars  and  professional 
speakers 

M Brookhaven 

\\\Vpsychiatric  pavilion 

Five  Medical  Parkway  (LBJ  at  Webbs  Chapel) 

Dallas,  Texas  75234,  214/888-7280 
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He  has  a cocaine  problem. 
And  he’s  never  even  tried  it. 

If  cocaine  affects  someone  you  love,  it  also 
affects  you.  And  what  really  hurts  is  that  there 
doesn’t  seem  to  be  a whole  lot  you  con  do  about 
it.  At  least,  not  on  your  own.  So  why  not  talk  to 
somebody  who  con  help  you  help?  The  sooner 
you  get  help,  the  sooner  you  con  offer  it. 

Coll  1 -800-662-HELP.  Cocaine.  The  Big  Lie. 


A public  service  of  the  Notional  Institute  on 
^,Prug  Abuse  and  the  Office  for  Substance 

Abuse  Prevention. 


Texas  Medicine 


dose 
your  eyes. 


INowhave 
smnemie 
read  this 
toyou. 


J[ou  are  blind.  A student.  Facing 
four  years  of  college.  With  about 
thirty-two  textbooks  to  read.  Plus 
fifty  supplemental  texts.  How  are  you 
going  to  manage? 

With  Recording  for  the  Blind.  Since 
1951,  we've  helped  over  60,000  blind, 
perceptually  and  physically  handi- 
capped students  get  through  school. 
By  sending  them  recordings  of  the 
books  they  need  to  read.  Free. 

Recording  for  the  Blind  is  non- 
profit, and  supported  by  volunteers 
and  contributions  from  people  Hke 
you  who  can  imagine  what  it's  like  to 
be  blind. 

Your  tax-deductible  donation  will 
help  our  students  meet  their  educa- 
tional goals.  We'd  all  be  grateful. 

If  you  want  to  know  more  about 
us,  write: 

Station  F 

Recording  for  the  Blind,  Inc. 

P.  O.  Box  1047,  Lenox  Hill  Station 

New  York,  New  York  10021 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergIc  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug,' >2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, 1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon  r 1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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1-800-237-9083 
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We  are  announcing  opportunities  for  you  to  serve  your  country 
as  an  Air  Force  Reserve  physician /officer.  You  can  make  new 
professional  associations,  obtain  CME  credit  and  help  support 
the  Air  Force  mission.  For  those  who  qualify,  retirement  credit 
can  be  obtained  as  well  as  low  cost  life  insurance.  One  weekend 
a month  plus  two  weeks  a year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your  country. 


A 


k 


Call:(51 2)369-1 007.  Or  Fill  Out  Coupon  and  Mail  Today! 
To:USAF  Reserve  Recruiting  Office 
2610RRG/RSH  Bergstrom  AFB,  TX  78743-6002 
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Prior  Service?  Yes 


Date  of  Birth 
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JUR  FORCE  RESERVE 


10-915-0017 


A GREAT  WAY  TO  SERVE 


Is  your  word  processor  keeping 
your  office  “spell”-bound?^ 


Call 

1-800-767-4911 


^pell-checkers  are  great — as  long  as 
the  words  you’re  checking  happen  to  be  in  their  vocabulary.  How  often 
have  you  wished  your  spell-checker  knew  more  about  medicine?  Had 
you  saved  a dime  for  every  time,  you  would  have  enough  already  to  make 
your  wish  come  true: 

Medical  & Pharmaceutical  Speller 

augments  your  word  processor’s  spelling  dictionary  with  over  35,000 
medical  and  pharmaceutical  terms  to  save  you  time  and  money  by 
making  spell-checking  faster  and  more  comprehensive.  Plus,  Pro-Writer 
includes  more  than  60  new  graphics,  like  the  samples  shown,  to  enhance 
your  documents. 

At  only  $89,  the  speller  will  pay  for  itself  quickly 

in  improved  productivity.  If  you  or  your  office  use  WordPerfect,®  Word,® 
or  any  other  word  processor,  Pro-Writer’s  Medical  & Pharmaceutical 
Speller  is  a must! 


CRg^ 


CeniNitar  RaiOHite  & SupiMrt 

100  North  80  East 
Provo,  Utah  84606 


Oofitiniiing  Education  l^irectofy 


COURSES 


NOVEMBER 

AIDS 

Nov  9-11,  1989 

AIDS  AND  OTHER  SEXUALLY  TRANSMITTED  DISEASES.  Los  Angeles 
Registry,  Universal  City'.  Calif.  Fee  $440  members  of  American  College 
of  Obstetricians  and  Gynecologists,  $220  member  residents,  $515  non- 
members. Category  1,  AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  the  ACOG,  409  12th  St,  SW,  Washington,  DC  20024-2188 
(1-800)  533-8811 

Nov  19-21,  1989 

4TH  NATIONAL  FORUM  ON  AIDS  & HEPATITIS  B.  Washington  Hilton 
Hotel,  Washington,  DC.  Fee  $250  before  Nov  3,  $295  after  Nov  3, 

$125  residents  and  students.  Contact  American  Society  for  Micro- 
biology, 1913  I St,  NW,  Washington,  DC  20006  (202)  833-9680 

Cancer 

Nov  1-2,  1989 

RECENT  ADVANCES  IN  THE  B10LOG\'  AND  TREATMENT  OF  CAN 
CER.  The  University  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee 
TBA.  Category  1 , AMA  Physician’s  Recognition  Award;  1 1 hours.  Con- 
tact June  Bovill,  Div  of  Continuing  Education,  UT  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Nov  8-11,  1989 

ENDOCRINE  AND  NONENDOCRINE  PRODUCING  TUMORS  MD 
Anderson  Cancer  Center,  Clark  Clinic  Bldg  Auditorium,  Houston.  Fee 
TBA.  Credit  TBA.  Contact  Shirley  Roy,  Conference  Services,  Box  131, 
MD  Anderson  Cancer  Center,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Cardiology 

Nov  2,  1989 

PREVENTIVE  CARDIOLOGY:  MANAGING  THE  LDTERIdPIDEMIC  PA- 
TIENT. Marriott  Medical  Center  Hotel,  Houston.  Fee  TBA.  Credit  TBA. 
Contact  Lila  K Lerner,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  Office  of  Continuing  Education,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  798-6020 

Emergency  Care 

Nov  16-18,  1989 

ADVANCED  CARDIAC  LIFE  SUPPORT  Memorial  Medical  Center, 
Corpus  Christi,  Tex.  Fee  $160  physicians,  $135  residents.  Contact  Jan 
Kottke  (512)  881-4487 

Nov  18,  1989 

ADVANCED  CARDIAC  LIFE  SUPPORT  RECERTIFICATION.  Memorial 
Medical  Center,  Corpus  Christi,  Tex.  Fee  $75.  Contact  Jan  Kottke 
(512)  881-4487 

Nov  16-18,  1989 

9TH  ANNUAL  TRAUMA  SYMPOSIUM,  Marriott  Hotel,  El  Paso,  Tex.  Fee 
TBA.  Category  1 , ACEP;  20  hours.  Contact  Mrs  Marty  May,  Dept  of  Sur- 
gery, William  Beaumont  Army  Medical  Center,  El  Paso,  TX  79920-5001 
(915)  569-2621 


General  Medicine 

Nov  2,  1989 

FROM  DIET  TO  DRUGS:  CARING  FOR  THE  EDTERLIPIDEMIC  PA 
TIENT.  Marriott  Medical  Center  Hotel,  Houston.  Contact  Lila  K.  Lerner, 
Baylor  College  of  Medicine,  Office  of  Continuing  Education,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

Nov  10-11,  1989 

9TH  ANNUAL  SOUTHWESTERN  POISON  AND  DRUG  INFORMATION 
SYMPOSIUM.  Doubletree  Hotel,  Tucson.  Fee  $195.  Credit  TBA. 

Contact  Felix  Canez,  Arizona  Poison  and  Drug  Information  Center. 

1501  N Campbell  Ave,  Rm  3204-K,  Tucson,  AZ  85724  (602)  626-7899 

Nov  17-18,  1989 

DIABETES.  Marriott  Hotel,  Houston.  Contact  Tamara  C.  Greiner,  Baylor 
College  of  Medicine,  Office  of  Continuing  Education,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  798-6020 

Internal  Medicine 

Nov  8-11,  1989 

lOTH  INTERNATIONAL  SYMPOSIUM  ON  DRUGS  AFFECTING  LIPID 
METABOLISM.  Westin  Galleria  and  Westin  Oaks  Hotel,  Houston.  Fee 
$400.  Category’  1,  AMA  Physician’s  Recognition  Award;  1 1 hours. 
Contact  Ms  Lynne  K Tiras,  International  Meeting  Managers,  Inc, 

4550  Post  Oak  Place,  Ste  248,  Houston,  TX  77027  (713)  965-0566 

Nov  30- Dec  2,  1989 

4TH  ANNUAL  DIABETES  UPDATE.  San  Luis  Hotel,  Galveston,  Tex.  Fee 
$250.  Category  1,  AMA  Physician’s  Recognition  Award;  14  hours.  Con- 
tact Martha  Berlin,  The  University  of  Texas  Medical  Branch,  Office  of 
Continuing  Education,  7.101  Shearn  Moody  Plaza,  Rt  J-34,  Galveston, 
TX  77550  (409)  761-2934 

Neurology 

Nov  9,  1989 

WILLIAM  S.  FIELDS  LECTURESHIP.  Four  Seasons  Hotel,  Houston.  Fee 
$100.  Credit  Category  1,  AMA  Physician’s  Recognition  Award;  6 hours. 
Contact  Beverly  A Osterloh,  Office  of  Continuing  Education,  The  Uni- 
versity of  Texas  Medical  School  at  Houston,  1 100  Holcombe, 

Ste  15.1506,  Houston,  TX  77030  (713)  792-5346 

Obstetrics  and  Gynecology 

Nov  7-11,  1989 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN  Westin  Hotel, 
Dallas.  Fee  $550  complete  course,  $375  basic  course,  $150  pathology. 
Category  1,  AMA  Physician’s  Recognition  Award;  37  hours  complete 
course;  31  hours  basic  course.  Contact  June  Bovill,  Continuing  Educa- 
tion, The  University  of  Texas  Southwestern  Medical  Center, 

5323  Harry'  Hines  Blvd,  Dalla,s,  TX  75235  (214)  688-2166 

Nov  8-10,  1989 

UPDATE  IN  PELVIC  AND  VAGINAL  SURGERY  Plaza  San  Antonio,  San 
Antonio,  Tex.  Fee  $350.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  Susan  Hughes,  Scott  and  White  Hospital, 

2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Nov  16-18,  1989 

CRI  TICAL  C,ARE  IN  OBSTETRICS  AND  GWECOLOGY  Fairmont 
Hotel,  Chicago.  Fee  $440  members  of  American  College  of  Obstetri- 
cians and  Gynecologists,  $220  member  residents,  $515  nonmembers. 
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Category  1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact 
ACOG,  490  12th  St,  S'W,  Washington,  DC  20024-2188  (1-800) 

533-8811 

Ophthalmology 

Nov  30- Dec  2,  1989 

CONTACT  LENS  TECHNOLOGY  COURSE.  Marriott  Galleria,  Houston. 
Fee  TEA.  Credit  TEA.  Contact  Eette  Eurkett,  Cullen  Eye  Institute, 

Eaylor  College  of  Medicine,  One  Eaylor  Plaza,  Houston,  TX  77030 
(713)798-5942 

Orthopedic  Surgery 

Nov  17-18,  1989 

1 ITH  ANNUAL  ORTHOPEDIC  PATHOLOGY  LECTTIRESHIP:  EONE 
AND  JOINT  INFECTIONS.  Marriott  Medical  Center  Hotel,  Houston. 

Fee  $400.  Credit  TEA.  Contact  Alexander  E.  Erodskv',  MD,  St  Luke’s 
Episcopal  Hospital,  Eox  20269,  Houston,  TX  77225-0269 
(’13)  791-2925 

Otolaryngology 

Nov  2-4,  1989 

SAN  FRANCISCO  OTOLOGY  UPDATE  1989.  Mark  Hopkins  Hotel,  San 
Francisco.  Fee  $385.  Category  1,  AMA  Physician’s  Recognition  Award; 
22  hours.  Contact  University  of  California,  Extended  Programs  in  Medi- 
cal Education,  Room  Ll-569,  San  Francisco,  CA  94143-0742 
(415)  476-4151 

Nov  16-18,  1989 

TEMPORAL  EONE  MINI  COURSE.  The  University  of  Texas  Medical 
Eranch  Vaughn  Teaching  Center,  Galveston,  Tex.  Fee  S-t50.  Category  1, 
AMA  Physician’s  Recognition  Award;  20  hours.  Contact  Martha  Eerlin, 
The  University  of  Texas  Medical  Eranch,  Office  of  Continuing  Educa- 
tion, 7.101  Shearn  Moody  Plaza,  Rt  J-34,  Galveston,  TX  77550 
(409)  761-2934 

Pediatrics 

Nov  3-4,  1989 

PEDIATRICS  FOR  THE  PRACTITIONER:  23RD  ANNLIAL  KENNETH 
HALTALIN  PEDIATRICS  SEMINAR.  Westin  Hotel.  Dallas.  Fee  TEA.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact  June 
Eovill,  Continuing  Education,  The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry-  Hines  Elvd,  Dallas,  TX  "^5235  (214) 
688-2166 

Physical  Medicine  and  Rehabilitation 

Nov  2-5,  1989 

CHALLENGE  OF  THE  LUMEAR  SPINE  Hyatt  Regency  Embarcadero, 

San  Francisco.  Fee  TEA.  Credit  TEA.  Contact  Challenge  of  the  Lumbar 
Spine,  Inc,  4319  Medical  Dr,  Suite  210-E,  San  Antonio,  TX  78229 
(512)696-9971 

Psychiatry 

Nov  10-12,  1989 

35TH  ANNUAL  GROUP  THERAPY  SYMPOSIUM;  FOCUS  ON  LEADER 
SHIP.  Sir  Francis  Drake  Hotel,  San  Francisco.  Fee  $225  physicians,  $110 
students  and  residents.  Category-  1 , AMA  Physician’s  Recognition 
Award;  21  hours.  Contact  University  of  California  School  of  Medicine, 
Extended  Programs  in  Medical  Education,  Room  LI-575,  San  Francisco, 
CA  (415)  476-5808 

Nov  18,  1989 

ANXIETY  DISORDERS:  PANIC,  PHOEIC,  AND  OESESSIVE- 
COMPULSrVE  DISORDERS.  Grand  Kempinski  Hotel,  Dallas.  Fee  TEA. 
Credit  TEA.  Contact  Diane  Pitkin,  Continuing  Medical  Education, 

St  Paul  Medical  Center,  5909  Harry  Hines  Elvd,  Dallas,  TX  75235 
(214)  879-3789 

DECEMBER 

Family  Practice 

Dec  2,  1989 

PRACTICE  UPDATE  ‘89.  Grand  Kempinski  Hotel,  Dallas.  Fee  TEA.  Cate- 


gory 1,  AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Diane 
Pitkin,  Continuing  Medical  Education,  St  Paul  Medical  Center, 

5909  Harry-  Hines  Elvd,  Dallas,  TX  75235  (214)  879-3789 

General  Medicine 

Dec  9,  1989 

STRESS,  EEHAVIOR,  AND  MYOCARDIAL  ISCHEMIA.  Inn  on  the  Park 
Hotel,  Houston.  Fee  $100.  Category  1,  AMA  Physician’s  Recognition 
Award;  3 5 hours.  Contact  Susan  Murray,  Texas  Heart  Institute, 

Eox  20345,  Houston,  TX  77225  (713)  791-2157 

Dec  10-11,  1989 

LOVE,  MIRACLES  AND  MEDICINE.  St  Mary  of  the  Plains  Hospital, 
Lubbock,  Tex.  Contact  Vicki  Hollander,  Continuing  Medical  Education, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)  743-2929 

Internal  Medicine 

Dec  1-2,  1989 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  Room  D 1.600,  The 
University-  of  Texas  Southwestern  Medical  Center,  Dallas,  Fee  $75. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Di- 
vision of  Continuing  Education,  UT  Southwestern  Medical  Center, 

5323  Harry-  Hines  Elvd,  Dallas,  TX  75235  (214)  688-2166 

Dec  2,  1989 

PERIOPERATIVE  MANAGEMENT  OF  TACHYCARDIA,  HYPERTEN 
SION,  AND  MYOCARDIAL  ISCHEMIA.  Doubletree  Hotel  at  Post  Oak, 
Houston.  Fee  TEA.  Credit  TEA.  Contact  Tamara  C.  Greiner,  Eaylor  Col- 
lege of  Medicine,  Office  of  Continuing  Education,  One  Eaylor  Plaza, 
Houston,  TX  77030  (713)  798-6020 

MRI 

Dec  4-8,  1989 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY  Eaylor  College  of  Medicine,  Houston.  Fee 
$1,000  physicians,  $500  residents  and  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  37  hours.  Contact  Holly  Ford,  Eaylor  Col- 
lege of  Medicine,  Office  of  Continuing  Education,  One  Eaylor  Plaza, 
Houston,  TX  77030 

Neurology 

Dec  2-3,  1989 

PLEXUS:  AN  INTERNATIONAL  CONFERENCE  ON  COMA  AND  PER- 
SISTENT VEGETATIVE  STATE.  Stouffer  Hotel,  Austin,  Tex.  Fee  $385  be- 
fore Nov  1,  $425  after  Nov  1.  Category  1,  AMA  Physician’s  Recognition 
Award;  12  hours.  Contact  Linda  Creamer,  Healthcare  Rehabilitation 
Center,  1 1 06  W Dittmar  Road,  Austin,  TX  78745  (512)  444-4835, 
ext  3 1 1 

Ophthalmology 

Dec  14-15,  1989 

UPDATE;  PEDIATRIC  OPHTHALMOLOGY.  Hyatt  Regency  Hotel,  San 
Francisco.  Category  1 , AMA  Physician’s  Recognition  Award.  Contact 
University  of  California  School  of  Medicine,  Extended  Programs  in 
Medical  Education,  Rm  C-124,  San  Francisco,  CA  94143-0742  (415) 
476-4251 

Otolaryngology 

Dec  8-9,  1989 

ENDOSCOPIC  SINUS  SURGERY.  The  University  of  Texas  Medical 
Eranch,  “Old  Red”  Eldg,  Galveston,  Tex.  Fee  $575.  Category  1,  AMA 
Physician’s  Recognition  Award;  16  hours.  Contact  Martha  Eerlin,  Uni- 
versity of  Texas  Medical  Branch,  Office  of  Continuing  Education,  7.101 
Shearn  Moody  Plaza,  Rt  J-34,  Galveston,  TX  77550  (409)  761-2934 

Pediatrics 

Dec  15-17,  1989 

PEDIATRIC  UPDATE.  Williamsburg  Lodge  and  Conference  Center, 
Williamsburg,  Va.  Fee  $300  American  Academy  of  Pediatrics  Fellows, 
$220  AAP  Candidate  Fellows,  $200  AAP  Resident  Fellows,  $365  non- 
member physicians.  Category  1 , AMA  Physician’s  Recognition  Award; 


Texas  Medicine 


16  hours.  C.ontact  Dept  of  Hducation,  AAP,  Box  92~’,  Elk  drove  Villaf>e, 
11.  60009-0927  ( 1-800)  43,^-9016 

JANUARY 

Family  Medicine 

Jan  19-20,  1990 

ADVANCES  IN  FAMILY  PRAtTICE.  Southshore  Harbor  Resort,  Hous- 
ton. c;ontaet  Tamara  C.  Greiner,  Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  ■’■'030 
(713)798-6020 

General  Medicine 

Jan  27-28,  1990 

PEDIATRIC  DERMATOLOGY  FOR  THE  PRIMARY  CARE  PHYSK:IAN 
Union  Square  Holiday  Inn,  San  Francisco.  Fee  S205.  Credit  Category  1, 
AMA  Physician’s  Recognition  Award;  9.5  hours.  Contact  University  of 
California,  Extended  Programs  in  Medical  Education,  Room  U-569, 

San  Francisco,  CA  94143-0742  (415)  476-4251 

Oncology 

Jan  19-20,  1990 

7TH  WESTERN  REGIONAL  ONCOLOGY  CONFERENCE.  Airport 
Hilton  Hotel.  El  Paso,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Judi 
Chamberlain,  Education  Dept,  Providence  Memorial  Hospital, 

2001  N Oregon,  El  Paso.  TX  79902  (915)  542-6282 

Pediatrics 

Jan  4-7,  1990 

CURRENT  CONCEPTS  IN  PEDIATRICS.  Marriott  Mark  Resort,  Vail, 

Colo.  Fee  *300  American  Academy  of  Pediatrics  Fellows,  S220  AAP 
Candidate  Fellows,  S200  AAP  Resident  Fellows,  8365  nonmember  phy- 
sicians. Category  1,  AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  Dept  of  Education,  AAP,  Box  927,  Elk  Grove  Village, 

IL  60009-0927  (1-800)  433-9016 

FEBRUARY 

Anesthesiology 

Feb  23-25,  1990 

TACO  VI:  6TH  ANESTHESIA  CONFERENCE  FOR  OBSTETRICS. 
Houston.  Contact  Lila  K.  Lerner,  Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)798-6020 

Neurology 

Feb  14-16,  1990 

2 3RD  RECENT  ADVANCES  IN  NEUROLOGY.  San  Francisco.  Contact 
Extended  Programs  in  Medical  Education,  University  of  California, 
Room  569-U,  San  Francisco,  CA  94143-0742  (415)  476-4251 

Pathology 

Feb  15-18,  1990 

8TH  ANNUAL  REVIEW  COURSE  IN  CYTOPATHOLOGY.  Houston.  Con- 
tact Carol  J.  Soroka,  Baylor  College  of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

Pediatrics 

Feb  16-18,  1990 

PEDIATRICS  IN  PROGRESS.  San  Francisco.  Ct)ntact  American  Academy 
of  Pediatrics,  Dept  of  Education,  Box  927,  Elk  Grove  Village, 

IL  60009-0927  ( 1-800)  433-9016 

Psychiatry 

Feb  23-24,  1990 

UPDATE  ON  SLEEP  DISORDERS.  Dallas.  Contact  Sindi  Sonnier,  Con- 
tinuing Medical  Education,  Presbyterian  Healthcare  System,  8200  Wal- 
nut Hill  Une,  Dallas,  TX  75231  (214)  696-8468 


Sports  Medicine 

Feb  17-24,  1990 

OFFKT:  BASF.D  sports  MFDICINF  C0NFERI:NCF.  Sun  Valley,  Idaho 
C.ontact  University  of  (California  .School  of  Medicine,  Fxtended  Pro- 
grams in  Medical  Fducation,  Rm  569-U,  San  Francisco,  (CA  94143 
(415)  47(v4251 

MARCH 

Obstetrics  and  Gynecology 
Mar  15-16,  1990 

2ND  ANNUAL  CONFFRENCE:  ADVANCES  IN  OBSTETRICS  AND 
GYNECOLOGY.  Houston.  Contact  Lila  K_  Lerner,  Baylor  College  of 
Medicine,  Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston, 
TX  77030  (■’13)  798-6020 

Ophthalmology 

Mar  2-4,  1990 

CLINICAL  ADVANCES  IN  OPHTHALMOLOGY  FOR  THE  PRA(CTICING 
OPHTHALMOLtOGIST.  Houston.  Contact  Carol  J.  Soroka,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston,  TX  77030  (■’13)  798-6020 

Mar  30-31,  1990 

12TH  ANNUAL  SPRING  OPHTHALMOLOGY  SYMPOSIUM.  Westin  Gal 
leria  Hotel,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Sonnier,  Pres- 
byterian Healthcare  System,  8200  Walnut  Hill  Ln,  Dallas,  TX 
(214)696-8458 

Pediatrics 

Mar  2-4,  1990 

PEDIATRICS  1990.  Contact  Dept  of  Education,  American  Academy  of 
Pediatrics,  Box  927,  Elk  Grove  Village,  11.  60009-092"’  ( 1-800) 
433-9016 

Physical  Medicine  and  Rehabilitation 

Mar  22,  1990 

24TH  COMPREHENSrV’E  COURSE  IN  PHY  SICAL  MEDICINE  AND  RE 
HABILITATION.  Contact  Holly  A.  Ford.  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  7"’030 
(713)  798-6020 

Plastic  Surgery 

Mar  9-11,  1990 

RHINOPLASTY':  AN  EDUCATIONAL  SY'MPOSIUM  Dallas  Contact 
Division  of  Continuing  Education,  The  University  of  Texas  Southwest- 
ern Medical  Center,  5323  Harry'  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Urology 

Mar  16,  1990 

TRANSRECTAL  ULTRASONOGRAPH5  (TF  THE  PROST  ATE.  Houston. 
Contact  Tamara  C.  Greiner,  Baylor  College  of  Medicine,  Office  of  Con- 
tinuing Education,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Mar  23-25,  1990 

URETF.ROSCOPY/ENDOliROI.OGY  Houston.  Contact  Alice  Hender 
son,  6750  W Loop  South,  Ste  900,  Bellaire,  TX  7740 1(713)  665-"’500 

APRIL 

Family  Medicine 

Apr  30- May  4,  1990 

14TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  MEDICINE.  Contact 
Tamara  C.  Greiner,  Baylor  College  of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston,  TX  770,30  (713)  798-6020 


Volume  85  October  1989 


General  Medicine 

Apr  “5-8,  1990 

INTERNATIONAL  SYMPOSIUM  ON  VIRAL  HEPATITIS  AND  LIVER  DIS- 
EASE. Dallas.  Contact  Carol  J.  Soroka,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)798-6020 

Ophthalmology 

Apr  27-28,  1990 

THE  CHILD’S  EYE,  FACE  AND  BRAIN;  NORMAL  AND  ABNORMAL  DE 
VELOPMENT.  Houston,  Contact  Lila  K.  Lerner,  Baylor  College  of  Medi- 
cine, Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Pediatrics 

Apr  20-21,  1990 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM  Houston.  Contact  Carol  J 
Soroka,  Baylor  College  of  Medicine,  Office  of  Continuing  Education, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 


VIDEO  PROGRAMS  FOR  CME  CREDIT 


AMERICAN  MEDICAL  TELEVISION 

American  Medical  Television  is  shown  every  Sunday  10am  - 12  Noon 
EST  on  the  Discovery  Channel.  Instructions  for  obtaining  Category  1 
credit  are  provided  during  the  programming.  Contact  Melissa  Shear, 
American  Medical  Association,  Div  of  Communications  and  Radio, 
Television  and  Eilm  Services,  535  Dearborn  St,  Chicago,  IL  60610 
(312)  645-4393.  AMA  Video  Clinic  tapes  also  are  available  on  loan 
from  the  Texas  Medical  Association’s  Library.  Contact  Carolyn 
Thompson,  TMA  Library,  1801  N Umar  Blvd,  Austin,  TX  78701 
(512)  477-6704,  ext  195 

October 

Oct  1,  1989,  10  am- 11  am 

AMA  VIDEOCLINIC.  THE  MULTIPLY  TRAUMATIZED  PATIENT— PART 

1.  Category  1,  AMA  Physician’s  Recognition  Award;  1.5  hours 

Oct  1,  1989,  11  am- 11:30  am 

AMA  UPDATE:  THROMBOL’YTIC  THERAPY  AN  IMMEDIATE 
RESPONSE  TO  ML  Category  1,  AMA  Physician's  Recognition  Award; 

Vz  hour 

Oct  1,  1989,  1 1:30  am- 12  noon 

AMA  UPDATE:  SILENT  MYOCARDIAL  ISCHEMIA  Category  1,  AMA 
Physician’s  Recognition  Award;  Vz  hour 

Oct  8,  1989,  10  am- 11  am 

AMA  VIDEOCLINIC;  THE  MULTIPLY  TRAUMATIZED  PATIENT— PAR  I 

2.  Category  1,  AMA  Physician’s  Recognition  Award;  1.5  hours 

Oct  8,  1989,  1 1 am-  1 1:30  am 

AMA  UPDATE:  LEARNING  TO  LIVE  WITH  ALLERGIC  RHINITIS.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  Vz  hour 

Oct  8,  1989,  1 1:30  am-  12  noon 

AMA  SPECIAL  REPORT:  TREATMENT  OF  STRESS  ULCERATION  IN 
THE  CRITICAL  CARE  UNIT:  A NURSING  PERSPECTIVE.  Category  2, 
AMA  Physician’s  Recognition  Award;  Vz  hour 

Oct  15,  1989,  10  am- 11  am 

AMA  VIDEOCLINIC:  IMPROVING  PATIENT/PHYSICIAN  COMMUNICA- 
TION. Category  1 , AMA  Physician’s  Recognition  Award;  2 hours 

Oct  15,  1989,  11  am- 11:30  am 

AMA  UPDATE:  GALLSTONE  DISEASE:  ADVANCE  IN  PATHOGENESIS, 
DIAGNOSIS,  AND  TREATMENT.  Category  1,  AMA  Physician’s  Recogni 
tion  Award;  Vz  hour 

Oct  22,  1989,  10  am-  1 1 am 

AMA  VIDEOCLINIC:  HYPERTENSION;  PHYSIOLOGICAL  MODELS  FOR 


RATIONAL  THERAPEUTIC  DECISIONS.  Category  1,  AMA  Physician’s 
Recognition  Award;  2 hours 

Oct  22,  1989,  1 1 am- 1 1:30  am 

AMA  UPDATE:  OSTEOARTHRITIS.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  Vz  hour 

Oct  22,  1989,  11:30  am-12  noon 

AMA  UPDATE:  SILENT  MYOCARDIAL  ISCHEMIA.  Category  1,  .\MA 
Physician’s  Recognition  Award;  Vz  hour 

Oct  29,  1989,  10:30  am-1 1 am 

AMA  UPDATE;  HDL  CHOLESTEROL  MANAGEMENT.  Category  1,  AMA 
Physician’s  Recognition  Award;  Vz  hour 

Oct  29,  1989,  11  am- 11 :50  am 

WASHINGTON  MEDICAL  ROUNDS.  Category  2,  AMA  Physician’s  Rec- 
ognition Award;  1 hour 

TELECONFERENCE  NETWORK  OF  TEXAS 

October 

Oct  5,  1989 

ALI^RGY  AND  CLINICAL  IMMUNOLOGY  APPLIED  TO  PRACTICE;  IM 
PROVING  THE  CARE  OF  CHILDREN  WITH  ARTHRITIS.  Fee  S75  for 
1-5  people,  SIO  per  each  additional  person.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  1 hour.  Contact  Kathy  Dick,  The  University 
of  Texas  Health  Sciences  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7978  (512)  567-2700 

Oct  19,  1989 

ALLERGY  AND  CLINICAL  IMMUNOLOGY  APPLIED  TO  PRACTICE: 

THE  MODERN  MANAGEMENT  OF  ASTHMA.  Fee  S75  for  1-5  people, 
SIO  per  each  additional  person.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hour.  Contact  Kathy  Dick,  The  University  of  Texas 
Health  Sciences  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7978  (512)  567-2700 

November 

Nov  2,  1989 

JOINT  PAIN  EVALUATION  AND  MANAGEMENT;  THE  SHOULDER.  Fee 
S75  for  1-5  people,  $10  per  each  additional  person.  Category  1, 

AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy  Dick,  The 
University  of  Texas  Health  Sciences  Center,  7703  Floyd  Curl  Dr, 

San  Antonio,  TX  78284-7978  (512)  567-2700 

Nov  16,  1989 

JOINT  PAIN  EVALUATION  AND  MANAGEMENT:  THE  ELBOW  AND 
WRIST.  Fee  $75  for  1-5  people,  $10  per  each  additional  person.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy 
Dick,  The  University  of  Texas  Health  Sciences  Center,  7703  Floyd  Curl 
Dr,  San  Antonio,  IX  78284-7978  (512)  567-2700 

VHS  VIDEOTAPE  PROGRAMS  FROM  THE  TMA  LIBRARY 

Following  are  recently  added  titles  to  the  Texas  Medical  Association  Li- 
brary videotape  collection.  Contact  Carolyn  Thompson,  TMA  Library, 
1801  N Umar  Blvd,  Austin,  TX  78701  (512)  477-6704,  ext  195 

NATIONAL  PEDIATRIC  ANTIBIOTIC  THERAPY  UPDATE.  NCME  Tape 
#549a.  60  min.  Network  for  Continuing  Medical  Education,  1989. 

Case  presentations  followed  by  multiple  choice  questions  and  panel 
discussion  teach  physicians  to  assess  and  enhance  their  clinical  skills  in 
using  antibiotics  to  treat  infectious  diseases  in  infants  and  children. 

TRAUMA  CARE;  THE  CRITICAL  FIRST  HOUR,  NCME  Tape  #550. 

48  min.  Network  for  Continuing  Medical  Education,  1989. 

Defines  the  theoretical  aspects  of  initial  trauma  care.  Reviews  priorities 
with  staged  demonstrations  and  films  of  actual  emergency  room  situa- 
tions. Stresses  the  importance  of  prompt  and  appropriate  assessment 
and  stabilization. 

EATING  DISORDERS:  DETECTION  AND  TREATMENT.  NCME  Tape 
#551.  48  min.  Network  for  Continuing  Medical  Education,  1989. 
Presents  guidelines  on  how  to  recognize  patients  with  anorexia  ner- 
vosa and  bulimia  nervosa  and  discusses  a variety  of  currently  em- 
ployed management  strategies. 


Texas  Medicine 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian's Recognition  Award  where  indicated.  For  further  information 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Ijmar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

OCTOBER 

BETTER  COLLECTIONS.  BILLING  AND  INSURANCE  METHODS— 

2 hours 

RECEPTION  AND  PATIENT  FLOW  TECHNIQUES— 2 hours 
Oct  24,  1989,  Houston 
Oct  25,  1989,  Austin 
Oct  25,  1989.  Dallas 

GEARING  UP  EOR  RETIREMENT— 3 hours 
Oct  7,  1989,  Dallas 

UNDERSTANDING  AND  IMPROVING  THIRD-PARTY  REIMBURSE- 
MENT— 6 hours 
Oct  4,  1989,  Tyler 
Oct  6,  1989,  Houston 

MALPRACTICE  PREVENTION  STRATEGIES  FOR  THE  MEDICAL 
OEFICE — 6 hours 
Oct  11,  1989,  Austin 
Oct  12,  1989,  Dallas 

WHAT  MEDICAL  SCHOOL  DIDN'T  TEACH  YOU  ABOUT  THE  BUST 
NESS  SIDE  OF  YOUR  PRACTICE 
Oct  14,  1989,  Houston 

NOVEMBER 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE 
Nov  8—9,  1989,  Dallas 
Nov  10—1 1,  1989,  Lubbock 
Nov  29—30,  1989,  Houston 

DECEMBER 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE 

Dec  1-2,  1989,  Temple 

Dec  14—15,  1989,  San  Antonio 

HOW  TO  RUN  A MORE  PROEITABLE  PRACTICE 

Dec  7,  1989,  Dallas 

Dec  8,  1989,  Austin 

Dec  12,  1989,  Houston 

Dec  13,  1989,  San  Antonio 

JANUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE 
Jan  16-17,  1990,  Eort  Worth 
Jan  18—19,  1990,  San  Antonio 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


OCTOBER 

AMERICAN  ACADEMY  OF  CHILD  AND  ADOLESCENT  PSYCHIATRY 
ANNUAL  MEETING,  New  York,  NY,  Oct  11  — 15,  1989.  Contact  Ameri- 
can Academy  of  Child  and  Adolescent  Psychiatry,  3615  Wisconsin  Ave 
NW,  Washington,  DC  20016  (202)  966-7300 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  ANNUAL  MEETING, 
New  Orleans,  Oct  29— Nov  2,  1989.  Contact  American  Academy  of 
Ophthalmology,  Box  7424,  San  Francisco,  CA  94120  (415)  561-8500 

AMERICAN  ACADEMY  OF  PEDIATRICS  ANNUAL  MEETING,  Chicago, 
Oct  21  — 26,  1989.  Contact  Dept  of  Education,  American  Academy  of 


Pediatrics,  Box  927,  Elk  (irove  Village,  IL  60009-0927  ( 1-800) 

433  9016 

AMERICAN  COLLEGE  OF  CiASTROEN'I'EROLOfiY  ANNUAL  MEE  TING, 
New  Orleans,  Oct  23-25,  1989  C;ontact  American  (College  of  Gastro- 
enterology, 13  Elm  St,  Manchester,  MA  01944  (617)  927-82330 

AMERICAN  COLLEGE  OE  NUCLEAR  PHYSICIANS  SCIEN  I IFIC  MEET 
ING,  Washington,  DC,  Oct  19—21,  1989.  Contact  American  (College  of 
Nuclear  Physicians,  1101  Connecticut  Ave  NW,  Ste  700,  Washington, 
DC  20036  ( 202 ) 857- 1 1 35 

AMERICAN  COLLEGE  OF  SURGEONS  ANNUAL  MEETING,  Atlanta, 

Oct  15—20,  1989.  Contact  American  College  of  Surgeons,  55  E Erie  St, 
Chicago,  IL  6061 1 (312)  664-4050 

AMERICAN  COLLEGE  OE  UTILIZATION  REVIEW  PHA’SICIANS  AN 
NUAL  MEETING,  New  York,  NY,  Oct  13-15,  1989.  Contact  American 
College  of  Utilization  Review  Physicians,  Southbridge  Park,  Bldg  3, 

Ste  304,  1521  S Tamiami  Tr,  Venice,  FL  34292  (813)  497-3340 

AMERICAN  PAIN  SOCIETY  ANNUAL  MEETING,  Phoenix,  Oct  26-29, 
1989  Contact  American  Pain  Society  ( 202  ) 296-9200 

AMERICAN  SOCIETY  EOR  THERAPEUTIC  RADIOLOGY  SCIENTIFIC 
MEETING,  San  Francisco,  Oct  1—6,  1989.  Contact  American  Society 
for  Therapeutic  Radiology,  1101  Market  St,  l4th  FI,  Philadelphia, 

PA  19107(215)  574-3150 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS  SCIENTIFIC  MEE  T 
ING,  New  Orleans,  Oct  14—18,  1989.  Contact  American  Society  of 
Anesthesiologists,  515  Busse  Hwy,  Park  Ridge,  IL  60068 
(312)825-5586 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS  ANNUAL  MEET 
ING,  Washington,  DC,  Oct  28— Nov  3,  1989.  Contact  American  Society 
of  Clinical  Pathologists,  2100  W Harrison  St,  Chicago,  IL  60612 
(312)  738-1336 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE  ANNUAL  MEETING, 
Washington,  DC,  Oct  18-22,  1989.  Contact  American  Society  of  Inter- 
nal Medicine,  1101  Vermont  Ave  NW,  Ste  500,  Washington,  DC  20005 
( 202 ) 289- 1 700 

AMERICAN  SOCIETY  OF  PIASTIC  AND  RECONSTRUCTIVE  SUR 
GEONS  ANNUAL  MEETING,  San  Francisco,  Oct  29-Nov  3,  1989.  Con- 
tact American  Society  of  Plastic  and  Reconstructive  Surgeons,  233  N 
Michigan  Ave,  Ste  1900,  Chicago,  IL  60607  (312)  856-1818 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INS'TRUMEN- 
TATION  1989  REGIONAL  MEETING  AND  EXPOSITION,  Bellevue, 
Wash,  Oct  1 — 3,1 989.  Contact  American  Association  for  the  Advance- 
ment of  Medical  Instrumentation,  3330  Washington  Blvd,  4th  Floor, 
Arlington,  VA  2220 1 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES  ANNUAL  MEET 
ING,  Washington,  DC,  Oct  27— Nov  2,  1989.  Contact  Association  of 
American  Medical  Colleges,  One  Dupont  Circle,  Washington,  IX; 
20036 

CLINICAL  ORTHOPAEDIC  SOCIETY  ANNUAL  SCIENTIFIC  MEE  TING, 
Minneapolis,  Oct  5—7,  1989.  Contact  F.B.  Throop,  MD  ( 1-800) 
843-9735 

COLLEGE  OE  AMERICAN  PATHOLOGISTS  ANNUAL  MEETINCJ,  Wash 
ington,  DC,  Oct  28-Nov  3,  1989.  Contact  College  of  American  Pa- 
thologists, 5220  Old  Orchard  Rd,  Skokie,  11.  60077  (312)  966-3700 


NOVEMBER 

■AMERICAN  ACADEMY  OE  PAIN  MEDICINE  ANNUAL  CONEERENCTi, 
Dallas.  Nov  3—4,  1989.  Contact  American  Academy  of  Pain  Medicine 
(312)645-0083 

■AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  REHABILTTA 
TION  ANNUAL  MEETING,  San  Antonio,  Tex,  Nov  5—  10,  1989.  Contact 
American  Academy  of  Physical  Medicine  and  Rehabilitation,  1 30  S 
Michigan  Ave,  Ste  1310,  Chicago,  IL  60603  (312  ) 922-9368 
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AMERICAN  COLLEGE  OF  ADVANCEMENT  OF  MEDICINE  FALL  MEET- 
INCi,  Las  Vegas,  Nov  2-5,  1989.  Contact  American  College  of  Advance- 
ment of  Medicine,  23121  Verdugo  Dr,  Ste  204,  Laguna  Hills,  CA  92653 
(^14)  583-7666,  or  ( 1-800  ) 5 32  . 3688  outside  CA 

AMERICAN  COLLEGE  OF  ALLERGY  AND  IMMHNOLOCiY  ANNUAL 
MEETING,  Orlando,  EL,  Nov  11  — 15,  1989.  Contact  American  College 
of  Allergy  and  Immunologv’,  800  E Northwest  Hwy,  Ste  1 080,  Palatine, 
IL  60067  (312)  359-2800 

AMERICAN  COLLEGE  OF  CHEST  PED  SICIANS  ANNUAL  MEETING, 
Boston,  Oct  30— Nov  3,  1989.  Contact  American  College  of  Chest  Phy- 
sicians, 9 1 1 Busse  Hwy,  Park  Ridge,  IL  60068  (312)  698-2200 

AMERICAN  MEDICAL  ASSOCIATION  HOSPITAL  MEDICAL  STAFF  SEC- 
TION 14TH  ASSEMBIA’  MEETING,  Honolulu,  Nov  30- Dec  4,  1989. 
Contact  American  Medical  Association.  Dept  of  HMSS,  5.35  N Dearborn 
St.  Chicago,  IL  60610  ( 312  ) 6-t  5-4754 

AMERICAN  SOCIETY'  OF  CYTOLOGY  ANNUAL  MEETING.  Louisville, 
Nov  8-12,  1 989.  Contact  American  Society  of  Cytolog\-,  1015 
Chestnut  St,  Ste  1518,  Philadelphia,  PA  1910^(215)922-3880 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  UNITED  STATES 
ANNUAL  MEETING,  San  Diego,  Nov  12— I"'.  1989.  Contact  Association 
of  Military  Surgeons  of  the  United  States,  9.320  Old  Georgetow  n Rd, 
Bethesda,  MD  20814  ( .301  ) 89’-8800 

INTERSTATE  POSTGRADUATE  MEDICAL  ASSOCIATION  ’’-iTH  SCIEN- 
TIFIC ASSEMBLY’,  San  Diego,  Nov  6-9,  1989.  Contact  H.B.  Maroney, 
Interstate  Postgraduate  Medical  Association.  Box  5-r74,  Madison,  Vi'I 
53705  (608)  257-1401 

RADIOLOGICAL  SOCIETY'  OF  NORTH  AMERICA  SCIENTIFIC  MEET 
ING,  Chicago,  Nov  26— Dec  1,  1989.  Contact  Radiological  Societv-  of 
North  America,  1415  VC  22nd  St,  Tower  B,  Oak  Brook,  IL  60521 
(312)  5‘’l-26-70 

SOUTHERN  MEDICAL  ASSOCIATION  ANNLIAL  SCIENTIFIC  ASSEM- 
BLY, VCashington,  DC,  Nov  5—8,  1989.  Contact  Kathy  McLendon, 
Southern  Medical  Association,  35  Lakeshore  Dr.  Birmingham,  AL 
( 1-800)  423-4992 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 


Admissions  24  Hours  a Day 
JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 


F.  E.  SEALE.  M.D.,  MEDICAL  DIRECTOR 


STARLITE  VILLAGE  HOSPITAI. 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 


■SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY’,  Dallas,  Nov  30- Dec  2, 
1989.  Contact  Richard  L W'allner,  MD,  2"'15  Bolton  Boone,  DeSoto, 

TX  75115 

■TEXAS  ACADEMY'  CHAPTER.  AMERICAN  COLLEGE  OF  PHY  SICIANS, 
Dallas,  Nov  2-3,  1989.  Contact  D M.  Highbaugh,  MD,  3710  Swiss  Ave- 
nue, Dallas,  TX  7520-t  (214)  823-2144 

■TEXAS  SOCIETY’  OF  INTERNAL  MEDICINE  ANNUAL  MEETING, 
Dallas,  Nov  2-3,  1989.  Contact  Donna  Parker,  1801  N Lamar  Blvd, 
Austin,  TX  ■78'’01  (512)  477-6‘'04 

■TEXAS  SOCIETY’  OF  PSYCHIATRIC  PHY  SICIANS  ANNUAL  MEETING 
San  Antonio.  Tex,  Nov  4—6,  1989.  Contact  Debbie  Sundberg, 

400  W'  15th  St,  Ste  619,  Austin,  TX  78''01  (512)  478-0605 

DECEMBER 

AMERICAN  ACADEMY’  OF  DERMATOLOGY  ANNUAL  MEETING,  San 
Francisco,  Dec  2—"',  1989.  Contact  American  Academy  of  Der- 
matolog)’,  1567  Maple  Ave,  Box  3116,  Evanston,  IL  60204-31 16 
(312)869.3954 


America’s 

Competitive  Edge. . . 
American  Workers. 

Across  the  U.S.,  companies  and  unions 
have  dramatically  improved  productivity, 
quality,  and  employment  security  by 
tapping  the  ideas  of  some  willing  and  able 
partners- American  workers. 

To  find  out  how  your  company  can 
tap  this  valuable  resource,  write: 

Elizabeth  Dole 
Secretary  of  Labor 
U.S.  Department  of  Labor 
Room  N-5419 
Washington,  DC  20210 
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The  key  to  a lasting,  successful  partnership  is  trust 


Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of 
the  most  important  business  decisions  you  will  make.  Your  future  may  be 
affected  by  die  choice  you  make  today.  Sobering  statistics  indicate  that  you 
could  be  involved  in  a liability  claim  or  lawsuit  during  the  course  of  your 
medical  career.  You  need  a strong  partner  like  TMLT. 
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It  makes  good  sense  to  team  up  with 
TMLT.  Your  concerns  are  our  concerns.  We 
take  very  seriously  the  protection  of  your 
medical  practice,  providing  assurance  and 
strong  claims  defense  with  individual 
attention. 


In  today’s  complex  legal  environment, 
ie  ^tity  that  insures  your  health  care  lia< 
claims  should  not  watch  from  the 
;s,  but  be  in  the  game  with  you.  You 
j too  much  at  stake.  The  criteria  for  se- 
protocdon  should  not  be 
ium  costalffifiM^^iEttnY  times 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust. 

Contact  us  to  learn  more  about  health 
care  liability  protection  plans  for  individu- 
als and  groups,  prior  acts  coverage,  pre- 
mium payment  options  including  monthly, 
quarterly  and  annual,  and  risk  management 
programs.  Let  us  tell  you  more  about 
TMLT’s  “Partners  in  Trust”  philosoph; 
and  proven  track,  record  of  s 


P.O.  Box  14746  Austin,  Texas  78761 
“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association.” 

Statewide  Services  Center:  1-800-580-TMLT 
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Fifth  Annual 

Emergency  Medicine 
Review 

for  the 

Primary  Care  Physician 

Doubletree  at  Post  Oak 
Houston,  Texas 

November  3-4,  1989 

R)r  more  infonnation  or  to  register,  contact:  Office 
of  Continuing  Medical  Education,  Scott  and 
White,  Temple,  Texas  76508,  (817)  774-2350. 


Texas  A&M  University 
College  of  Medicine 


Third  Annual 

Update  in 
Pelvic  and  Vaginal 
Surgery 

Plaza  San  Antonio 

(formerly  Four  Seasons  Hotel) 

San  Antonio,  Texas 
November  9-10,  1989 

/or  more  information  or  to  register,  contact:  Office 
of  Continuing  Medical  Education,  Scott  and 
White,  Temple,  Texas  76508,  (817)  774-4073. 


Timberlawn  Psychiatric  Hospital 

ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


Eor  your  patients'  convenience,  evaluations  may  be  done  at  any  of  our  three  locations: 
the  main  hospital  campus  in  Dallas,  the  Timberlawn  Education  Center  in  North  Dallas, 

or  the  Timberlawn  Las  Colinas  Center. 


Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 
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Texas  Workers'  Compensation  Guide 

8030  Shoal  Creek  — Austin,  TX  78758 


Your  Questions: 

Who  Pays  On  Time? 

How  Should  I Set  My  Fees? 

Am  I Up-to-date  On  All  the  Rules? 

The  Answer: 

TEXAS  WORKERS’  COMPENSATION  GUIDE 


The  Workers'  Compensation  Guide  includes: 

• Understanding  the  Texas  Workers’  Compensation  System 

• Texas  Workers'  Compensation  Law 

• Texas  Industrial  Accident  Board  Administrative 
Rules 

• General  medical  fee  guidelines 

• Workers'  compensation  insurance  rates  and 
job  classifications 

• insurance  company  ratings  indicating  profit 
and  loss  ratios,  sales,  and  promptness  of 
claims  payment 

• Attorney  fees  as  percent  of  benefits  awarded 

• Assigned  risk  pool  contributions 

DIAL  TOLL-FREE  IN  TEXAS  TO  PLACE  YOUR  ORDER 

1 -800-822-4278 


Texas  Workers'  Compensation  Guide  puts 
compensation  law  and  its  workings  at  your 
fingertips.  A compilation  of  all  the 
Civil  Statutes  and  Industrial  Accident  Board 
Administrative  Rules,  our  legally  compliant 
I guide  is  always  current  due  to  quarterly 

updates.  All  updates  include  a revised  table  of 
contents  and  are  easily  inserted  in  the  Guide 
due  to  its  looseleaf  binder  format.  The  low 
annual  subscription  rate  of  $50  makes  the 
Workers'  Compensation  Guide  an 
invaluable  addition  to  any  Medical  Office. 

I To  order,  just  call  our  toll  free  number 

below.  An  invoice  will  arrive  with  your 
Workers'  Compensation  Guide.  We  will 
provide  a quarterly  update.  Each  year  you  will 
be  invoiced  automatically  for  your  subscription. 

Your  satisfaction  is  assured  by 
our  money-back  guarantee. 
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Is  your  word  processor  keeping 
your  office  “spell”-bound?^ 


Spell  checkers  are  great — as  long  as 
the  words  you’re  checking  happen  to  be  in  their  vocabulary.  How  often 
have  you  wished  your  spell-checker  knew  more  about  medicine?  Had 
you  saved  a dime  for  every  time,  you  would  have  enough  already  to  make 
your  wish  come  true: 

Medical  & Pharmaceutical  Speller 

augments  your  word  processor’s  spelling  dictionary  with  over  35,000 
medical  and  pharmaceutical  terms  to  save  you  time  and  money  by 
making  spell-checking  faster  and  more  comprehensive.  Plus,  Pro-Writer 
includes  more  than  60  new  graphics,  like  the  samples  shown,  to  enhance 
your  documents. 

At  only  $89,  the  speller  will  pay  for  itself  quickly 

p^ii  in  improved  productivity.  If  you  or  your  office  use  WordPerfect,®  Word,® 

^ or  any  other  word  processor,  Pro-Writer’s  Medical  & Pharmaceutical 

1-800-767-4911  Spellerisamust. 


Computer  Resource  i Support 
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Provo,  Utah  84606 
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and  the  results  obtained.  Cover  design  b\ 
Ed  Triggs. 
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Editorials 


Pediatric  HIV  infection/AIDS  in 
Texas 

The  epidemic  of  infection  with  the  human  immunodeficiency 
virus  ( HIV' ) and  the  development  of  acquired  immunodefi- 
ciency syndrome  (AIDS ) has  not  spared  the  state  of  Texas, 
which  now  ranks  sixth  among  the  50  states  in  numbers  of  re- 
ported cases  of  AIDS!  ITie  exact  number  of  cases  of  IlfV'  infec- 
tion is  not  known! 

While  in  the  early  stages  of  recognition  of  this  disease  it  was 
thought  to  occur  exclusively  among  homosexual  males,  subse- 
quent observations  confirmed  its  spread  to  all  segments  of  the 
population  through  heterosexual  transmission  and  intravenous 
drug  abuse.  This  infection  is  currently  known  to  occur  among 
infants,  children,  and  adolescents  comprising  what  has  been 
called  “pediatric  HIV  infectiori/  AIDS. " What  impact  will  this 
disease  have  on  the  deliver}  of  pediatric  care  in  Texas,  how 
will  it  affect  the  use  of  state  fiscal  resources,  and  what  can  be 
done  to  reduce  the  spread  of  this  disease?  These  are  questions 
that  are  of  national  concern  as  we  are  prepared  to  plan  the 
medical  practices  for  the  1990s.  The  medical  educators  are 
concerned  about  the  education  and  training  of  future  physi- 
cians who  will  have  to  face  the  problems  generated  by  this  epi- 
demic. The  state  will  have  to  cctnsider  the  fiscal  implications  of 
this  disease,  which  has  already  had  a major  impact  on  the  fed- 
eral allocations  of  funds  for  research,  prevention,  and  care  for 
HIV  infection/AIDS  versus  funding  for  all  other  categorical  dis- 
ease-related activities.  It  has  been  said  that  HIV  infectiorrAlDS 
will  dramatically  change  the  way  we  practice  medicine  today. 

Is  it  true? 

As  with  any  other  complicated,  chronic  disease,  new  exper- 
tise and  team  apprt)aches  need  to  be  developetl.  With  the  rec- 
ognition that  lirV'  infectioivAIDS  was  spreading  among  infants, 
children,  and  adolescents,  the  Office  of  .Maternal  and  (diild 
Health  of  the  Department  of  Health  and  Human  Services  in 
Washington,  Dt/  announced  in  the  spring  of  1988  a national 
competition  for  demonstration  projects  in  the  care  of  infants, 
children,  and  adolescents  with  HIV  infection  AIDS  and  in  the 
prevention  of  this  infection  in  the  pediatric  age  group.  The  fac- 
ult}'  of  the  Department  of  Pediatrics  at  The  I’niversity  of  Texas 
Health  Science  Center  at  San  Antonio  competed  and  obtained 
a grant  for  such  a demonstration  project.  In  the  fall  of  1988. 
the  South  Texas  Children's  AIDS  Center  was  created  and  the 
care  and  prevention  activities  were  begun.  The  faculty  of  this 
center  have  prepared  a series  of  articles  which  will  appear 
monthly  in  Texas  Medicine  in  an  effort  to  inform  and  share 
with  the  medical  community  of  Texas  their  experiences  in 
dealing  daily  with  infants,  children,  and  adolescents  infected 
with  the  HIV  and  their  efforts  to  reduce  the  .spread  of  this 
epidemic. 

The  authors  have  rightly  chosen  to  use  the  term  HIV  infec- 
ticmlAIDS  because  in  pediatric  patients  it  is  particularly  diffi- 
cult to  separate  the  various  stages  ( HIV'  infection,  AIDS-related 
complex,  AIDS ) of  this  infection,  which  have  been  outlined  by 
the  Centers  for  Disease  Cxjntrol.  In  many  instances  this  classifi 


cation  has  been  used  to  avoid  acceptance  of  the  fact  that,  as  far 
as  we  know  today,  all  HIV'  infected  patients  will  eventually  de- 
velop AIDS!  It  has  also  become  clear  that  the  clinical  expres- 
sions of  pediatric  IITV'  infection/AIDS  are  so  different  from 
those  expressed  by  adults  with  this  disease  that  they  deserve 
special  studies  and  recognition.  It  is  also  clear  to  the  students 
of  this  disease  that  what  we  know  about  the  natural  history  of 
HIV  infectiorr  AIDS  among  pediatric  patients  is  very  limited  be- 
cause we  have  only  had  the  ability  to  recognize  this  disease 
since  1985.  Our  relative  lack  of  knowledge  was  demonstrated 
in  the  prevailing  thought  a few  years  back  that  HTV  infection/ 
AIDS  acquired  through  vertical  transmission  runs  a rampant 
course  and  results  in  the  death  of  the  infant  in  the  first  year  of 
life.  As  it  can  be  seen  in  the  first  article  of  this  series  in  this 
issue  of  Texas  Medicine,  this  opinion  is  far  from  the  truth  and 
HIV  infection/AIDS  in  infants  may  take  the  course  of  a chronic 
disease! 

The  authors  present  estimates  of  the  magnitude  of  the  pedi- 
atric HIV  infection  AIDS  problem  for  the  state  of  Texas  in  the 
first  of  this  series  of  articles.  In  subsequent  articles  appearing 
monthly  in  this  journal  they  will  discuss  the  clinical  expres- 
sions of  the  disea.se,  its  treatments  and  outcomes,  the  impact 
on  the  families,  the  needs  for  medical  education,  the  needs  for 
a tertiary  care  network,  and  the  means  for  HTV  infection/AIDS 
prevention  among  infants,  children,  and  adolescents. 

K)HN  A.  .MANGOS,  Ml),  Profe.ssor  and  (Chairman 
Department  of  Pediatrics,  Hie  I niversity  of  Texas  Health  Science  (x*nter,  7703 
Floyd  ( url  Drive.  San  Antonio.  IX  "'828-4 


Biologic  response  modifiers: 
understanding  biologic  systems 

Over  the  past  decade,  the  evolving  understanding  of  biologic 
systems,  together  with  recombinant  technology',  has  resulted  in 
vigorous  clinical  research  utilizing  biologic  response  modifiers. 
ITie  array  of  cytokines,  vaccines,  effector  cells,  and  antibodies 
that  comprise  biologic  response  modifier  therapy  in  cancer 
treatment  is  review  ed  in  this  issue  of  Texas  Medicine  (p  42 ) by 
Jorge  Quesada,  Ml).  Most  of  these  therapies  represent  use  of 
naturally  occurring  materials  in  a manner  that  magnifies  their 
usual  in  vivo  function,  within  the  human  immune  system. 

It  is  of  interest  to  contrast  this  approach  with  that  of  the 
three  established  modalities  in  cancer  treatment:  surgery,  ra- 
diation therapy  , and  chemotherapy.  These  treatments  have  re- 
lied on  the  direct  antitumor  activity  of  exogenous  materials,  as 
opposed  to  augmentation  of  endogenous  host  biologic  activi- 
ties. Beyond  their  antitumor  effects,  surgery,  radiation  therapy, 
and  chemotherapy  are  recognized  as  having  general  effects  on 
biologic  systems.  This  is  especially  a concern  regarding 
chemotherapy  and  its  effects  upon  the  immune  system  ( 1,2). 

In  using  these  treatment  modalities,  we  therefore  risk  unin- 
tended effects  on  the  patient’s  network  of  cytokines,  effector 
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cells,  and  antibodies.  These  unintended  effects  may  be  either 
harmful  or  helpful  to  the  intended  antitumor  effects. 

With  this  in  mind,  clinical  researchers  have  focused  on  fur- 
ther development  of  biologic  response  modifier  therapies 
based  on  the  promising  yet  preliminary'  results  obtained  to 
date.  Since  biologic  response  modifier  therapies  appear  most 
active  in  conditions  where  tumor  volume  is  minimal,  it  seems 
logical  to  propose  that  their  full  value  will  only  be  appreciated 
in  combining  them  with  surgery',  radiation,  or  chemotherapy. 
Herein  lies  the  importance  of  learning  more  about  the  impact 
that  these  standard  treatment  modalities  have  on  the  patient’s 
biologic  systems. 

Dr  Quesada  concludes  his  review  by  labeling  biologic  re- 
sponse modifiers  as  the  “fourth  main  modality  of  treatment  for 
cancer  patients.”  While  this  label  appears  justified,  it  can  be  ar- 
gued that  the  evolution  of  biologic  response  modifier  therapies 
also  represents  a better  understanding  of  the  biologic  systems 
that  older  anticancer  therapies  attempted  to  address. 

THOMAS  D.  BROWN,  MD 

Assistant  Professor,  Department  of  Medicine,  The  Universirv’  of  Texas  Health  Sci 
ence  Center  at  San  Antonio,  770,S  Floyd  Curl  Drive,  San  Antonio,  TX 
78284-7884 
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Rx  nursing  shortage:  task  force 
recommendations 

Texas  is  experiencing  a nursing  shortage.  This  shortage  is  at 
the  bedside  where  highly  skilled  care,  comfort,  and  warmth 
are  needed  to  hasten  the  patient’s  recovery.  Of  fundamental 
concern  is  the  impact  this  shortage  may  have  on  the  deteriora- 
tion of  quality  of  patient  care  and  the  closing  of  emergency 
rooms  and  hospital  beds. 

As  the  nursing  shortage  worsened,  the  Texas  Medical  Asso- 
ciation took  the  team  approach  by  appointing  a multi-organiza- 
tional task  force.  The  organizations  making  up  the  task  force 
were  the  Texas  Medical  Association,  Texas  Hospital  Associa- 
tion, Texas  Health  Care  Association,  and  Texas  Higher  Educa- 
tion Coordinating  Board,  with  special  contributors 
representing  the  Texas  Nurses  Association,  nursing  educators 
from  the  baccalaureate  degree,  associate  degree  and  vocational 
nurse  programs  in  Texas,  the  Board  of  Nurse  Examiners,  and 
the  Board  of  Vocational  Nurse  Examiners. 

The  full  report  of  the  task  force  appears  in  this  issue  of  Texas 
Medicine  (p  49).  The  purpose  of  the  Task  Force  on  Nursing 
Shortage  was  to  formulate  and  recommend  solutions  designed 
to  relieve  acute  and  chronic  nursing  shortages  in  Texas, 


through  legislative,  regulatory,  and  other  mechanisms.  The 
goals  and  objectives  established  by  the  task  force  were: 

1.  To  substantiate  current  nursing  shortage  based  on  fac- 
tual data; 

2.  To  identify  and  understand  the  factors  which  fueled  past 
shortages  and  differentiate  them  from  the  underlying  current 
acute  situation; 

3.  To  evaluate  priorities  to  address  the  issue;  and 

4.  To  propose  possible  short-  and  long-term  strategies. 

Medicine  and  nursing  have  a long-standing  history  of  work 

ing  together  to  provide  care  for  the  sick  and  well.  The  Texas 
Medical  Association,  as  patient  advocate,  has  long  been  con 
cerned  about  preserving  and  promoting  the  quality  of  bedside 
care.  The  Texas  Medical  Association  has  always  supported  all 
levels  of  nursing  education  and  continues  to  support  it  as  vital 
to  enhance  the  supply  of  nurses. 

The  solution  to  the  nursing  shortage  requires  changes  that 
are  far-reaching  and  mutually  productive  for  both  profe.ssions, 
while  providing  the  best  health  care  for  Texas  citizens.  This 
change  begins  at  the  bedside,  at  the  county  medical  society,  as 
well  as  at  the  state  level.  1 urge  you  to  study  the  report  and 
work  in  your  own  communities  and  hospitals  to  activate  the 
task  force  recommendations. 

ITiere  are  no  ready  an.swers  for  solving  all  the  problems  fac- 
ing the  nursing  shortage,  but  by  the  three  Rs  ( nurse  recruit 
ment,  nurse  retention,  and  articulation  of  nurses  from  the  li- 
censed vocational  nurse  to  the  associate  degree  nurse  to  the 
baccalaureate  nurse ),  the  shortage  can  be  effectively  ad- 
dressed. 1 do  know  that  if  we  do  nothing  as  physicians,  and  the 
quality  of  bedside  nursing  is  reduced  because  of  lack  of  quali- 
fied staff,  patients  will  suffer.  Change  must  come  now,  and  only 
by  working  together  ( physicians,  nurses,  ho.spitals,  nursing 
homes,  etc ) will  we  find  the  necessary  solution.  We  cannot  af- 
ford otherwise,  for  as  individuals  our  strength  is  limited. 
Rudyard  Kipling  said  it  this  way; 

“Now  this  is  the  Law  of  the  Jungle — as  old  and  as  true  as  the 
sky; /And  the  Wolf  that  shall  keep  it  may  pro.sper,  but  the  Wolf 
that  shall  break  it  must  die./ As  the  creeper  that  girdles  the  tree- 
trunk,  the  Law  runneth  forward  and  back — For  the  strength  of 
the  Pack  is  the  Wolf  and  the  strength  of  the  Wolf  is  the  Pack.  ” 

MARGIE  B PESCHEL,  MD 

r.hairnian,  Ta.sk  Force  on  Nursing  .Shortage  of  the  Texas  Medical  Association, 

126.5  West  Rosedale,  Fort  W'orth,  TX  76104. 


Your  friend  for  life 

On  the  wall  of  my  apartment  hangs  a picture  of  two  men  in 
front  of  the  US  (lapitol.  At  the  end  of  the  handwritten  passage 
are  the  words,  “Your  friend  for  life,  Mickey.”  'I’hat  life  ended  in 
August  when  a small  plane  crashed  into  an  Ethiopian  moun 
tain  While  that  mountain  claimed  the  life  of  one  of  our  na- 
tion’s finest  leaders,  it  will  never  erase  the  inspiration  Mickey 
Leland  left  behind. 
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In  1986  and  198^,  I had  the  great  privilege  to  serve  under 
Congressman  Leland  ( a label  he  always  avoided ) through  the 
Baylor  College  of  Medicine  US  Congressional  Fellowship.  I will 
never  forget  those  early  days  working  on  his  staff.  During  my 
first  day  on  Capitol  Hill,  I was  told  that  “evervone”  knows 
Mickey.  What  I did  not  realize  was  that  this  meant  every  one 
from  the  Speaker  of  the  House  to  the  parking  attendants  and 
building  janitors.  His  personality  was  filled  with  such  vitalin 
that  everyone  took  an  interest  in  him. 

When  you  worked  for  Mickey,  inspiration  was  never  in  short 
supply.  He  went  out  of  his  way  to  make  you  comfortable.  You 
were  part  of  a team  whose  captain  gave  you  great  confidence. 
Furthermore,  he  placed  confidence  in  you  and  allowed  you  un- 
paralleled opportunities  to  perform.  In  so  doing,  he  also  gave 
me  the  best  year  of  my  life. 

Mickey  always  made  time  for  activities  of  personal  impor- 
tance to  him.  If  an  issue  was  important  to  him,  it  invariably  en- 
tailed helping  others.  While  a diligent  and  successful  student  at 
Texas  Southern  University  , Mickey  never  wavered  from  such 
personal  commitments,  nor  did  he  hide  from  them  under  the 
cover  of  a busy  academic  schedule.  Mickey  always  did  what  he 
could  to  help  people,  appreciated  or  not. 

In  Congress,  Mickey'  was  admired  for  the  almost  universal 
respect  he  received  from  both  sides  of  the  aisle.  Reasons  for 
this  included  his  sharp  wit,  infectious  laugh,  and  generous  per- 
sonality'. But  above  all,  he  was  respected  because  he  was  al- 
ways doing  what  he  believed  to  be  right.  For  Mickey,  life  was 
too  vital  to  be  wasted  on  petty  prejudice. 

While  many  politicians  actively  seek  press  coverage,  Mickey 
did  quite  the  opposite.  My  best  recollection  of  this  began  the 
day  1 approached  him  for  his  help  on  a major  drug  abuse  bill. 
During  that  period,  I never  requested  Mickey’s  help  unless 
truly  necessary.  This  was  such  a time. 

Events  in  Washington  were  threatening  years  of  hard  work 
by  reducing  funds  for  the  war  against  drugs  in  Texas.  With  pa 
tience  and  interest,  Mickey  took  time  to  hear  and  share  my 
concerns.  Two  weeks  later,  1 received  an  excited  phone  call 
from  the  deputy'  director  of  the  Texas  Commission  on  Alcohol 
and  Drug  Abuse.  Within  two  weeks,  Mickey  had  moved  our 
bill  not  only  through  subcommittee,  but  through  the  full  com- 
mittee as  well,  and  it  was  scheduled  for  a vote  on  the  floor  of 
the  House  the  following  week 

At  a crucial  point  in  the  bill’s  passage,  Mickey  held  his 
ground  and  even  brought  in  the  Speaker  of  the  House  to  back 
him  up.  Mickey  had  saved  the  drug  bill  for  Texas,  yet  not  a 
word  of  this  was  seen  in  the  papers  or  heard  on  the  news.  He 
refused  to  seek  the  recognition  he  so  rightfully  deserved. 

To  be  sure,  Mickey  had  his  faults.  He  will  not  be  known  for 
his  organizational  abilities,  nor  will  he  be  remembered  for 
fiscal  frugality,  as  he  was  generous  to  a fault.  He  was,  however, 
constantly  striving  to  make  our  world  a better  place  to  live, 
and  he  always  befriended  those  who  tried  to  help  others.  If 
your  goal  has  been  to  help  people  however  you  can,  Mickey 
Leland  was  indeed  your  friend  for  life. 

FINN  AMBLE 

Fourth  year  medical  student  at  Baylor  College  of  Medicine.  Houston,  TX  “’’’030 


DO  YOU  KNOW 
A DOCTOR- 
WHO  NEEDS 
OUR  HELP? 


If  you  can  answer  "y^s"  to  any  one  of  the  ques- 
tions below; 

Do  you  know  a doctor  who— 

• is  experiencing  problems  coping  with  patients 
or  with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 
—then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won't 
you  give  us  an  opportunity  to  help?  (Strictly  con- 
fidential contacts  can  be  made  through  our 
HOTLINE.  Call  us  anytime.) 

HOTLINE— 512  477-5575 

TMA  Committee  on  Physician  Health 
and  Rehabilitation 

Richard  L.  Weddige,  MD,  Lubbock,  Chairman 
(806)  743-2800 

G.  Hulse  Wagner,  MD,  Wichita  Falls  Vice  Chairman 
(817)  322-1196 

Neal  H.  Gray,  MD,  San  Antonio 
(512)  697-9792 

Adib  R.  Mikhail,  MD,  Houston 
(713)  440-4911 

Gretchen  L.  Megowen,  MD,  Dallas 
(214)  696-8227 

John  M.  Talmadge,  MD,  College  Station 
(409)  846-2050 
Edgar  R Nace,  MD,  Dallas 
(214)  381-7181,  ext.  278 
J.  P.  Graves,  MD,  Marshall 
(214)  938-6409 

Mark  J.  Wegleitner  MD,  El  Paso 
(915)  779-5866 

Misty  Dawn  Laughlin,  MD,  Houston 
Resident  Representative 
(713)  729-9849 

Mrs.  Lowell  Kepp,  Corpus  Christ! 

Auxiliary  Representative 
(512)  854-0686 
Scott  Smith,  Houston 
Student  Representative 
(713)  523-9608 
Rita  Moss,  Dallas 
Alternate  Student  Representative 
(214)  233-8616 
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Doctor  calls  for  coordinated 
rural  health  care  services 

Recent  passage  of  the  Omnibus  Health  Care  Rescue  Act  earns 
thanks  to  our  legislature  and  special  congratulations  to  Rep 
Mike  McKinney,  MD.  Prior  to  Dr  McKinney’s  initiative,  ver\’ 
little  had  been  done  to  deal  with  the  plight  of  Texas’  rural 
communities,  which  are  losing  hospitals  and  doctors  at  a 
frightening  pace. 

Among  the  diverse  provisions  of  the  act  are  those  intended 
to  limit  the  professional  liabiliD’  of  physicians  serving  povertc’ 
patients.  This  will  be  a special  help  for  rural  people:  Texas' 
rural  people  are  poorer,  older,  sicker,  and  less  well  educated 
than  their  urban  counterparts.  They  are  more  likely,  and  in- 
creasingly so,  to  depend  on  Medicaid,  Medicare,  and  other 
such  programs.  Hopefully,  the  new  law  will  encourage  rural 
physicians  to  serve  these  problem-laden  patients. 

Rural  families  who  can  bear  their  own  medical  expenses  are 
being  lured  to  urban  centers  where  “economy  of  scale  ” allows 
for  specialty  practice  and  impre,ssive  high-technologv'  aids  to 
diagnosis  and  treatment.  Loss  of  these  patients  makes  each  rural 
practitioner  increasingly  dependent  on  Medicare,  Medicaid, 
and  thus,  the  caprice  of  federal  rate-setters.  Rural  ho.spitals  are 
being  forced  to  close,  and  physicians  are  leaving  rural  practice 
for  reasons  that  are  complex,  but  mostly  economic. 

As  the  rural-urban  character  of  our  state  evolves,  it  is  proba- 
bly inevitable  that  even  more  of  the  older,  ill-equipped,  and 
thinly  staffed  rural  hospitals  will  be  lost.  They  must  close  when 
their  communities  are  unable  and  unwilling  to  support  them. 
Unless  we  act,  Texas  will  thus  increasingly  abandon  its  rural 
people  who  need  health  care,  who  suffer  from  emergent  medi- 
cal problems,  and  who  live  far  from  the  nearest  urban  health 
facility’. 

Rural  Texans  deserve  a systematic  approach  to  health  care 
service.  While  the  patient’s  benefits  inherent  and  unique  to  pri- 
vately practiced  medicine  must  be  preserved  at  all  costs,  we 
must  devise  collaborative  systems  of  health  care  to  serve  our 
rural  communities.  When  support  of  a local  hospital  becomes 
economically  infeasible,  a small  facility-  for  stabilizing  acutely 
ill  patients  may  be  supportable.  Such  a facility’  requires  a firmly 
established  relationship  with  a Level  11  or  Level  111  hospital  and 
a competent  EMS  link  with  that  institution.  Continuing  pro 
fessional  communication  between  physicians  ( and  nurse  prac- 
titioners and  physician  assistants,  as  appropriate ) at  each 
juncture  of  the  EMS  pipeline  must  be  carefully  developed  and 
sustained. 

The  Omnibus  Health  Care  Rescue  Act  creates  a “Center  for 
Rural  Health  Initiatives  ” and  charges  that  agency  with  the  re- 
sponsibility' to  collect  data  and  stimulate  activity-  which  will 
help  our  rural  communities  assemble  and  implement  appropri- 
ate systems  as  needed.  The  center  must  also  examine  under- 
utilized programs  already  in  place.  Eor  instance,  Texas’  re- 
sponse to  federal  initiatives  and  support  provided  in  PL  95-210 
has  heretofore  been  dismal.  For  10  years,  that  law.  the  Rural 
Health  Clinic  Services  Act,  has  offered  significantly  increased 


payments  to  rural  medical  care  providers  according  to  special 
entitlements  under  Medicaid  and  .Medicare.  The  new  center 
needs  to  facilitate  the  use  of  this  law  to  Texas’  advantage,  as 
other  states  have  already  done. 

At  this  time,  when  our  Texas  .Medical  Association  leadership 
should  be  nearly  exhausted  by  their  efforts  related  to  the  "’Ist 
Texas  Legislature,  they  may  not  indulge  in  more  than  a brief 
rest.  TMA  can  act  to  ensure  that  the  individuals  to  be  ap- 
pointed as  members  of  the  center’s  executive  committee  ( by 
the  governor,  the  lieutenant  governor,  and  the  .speaker  of  the 
I’exas  House  of  Representatives)  are  appropriately  skilled  and 
strongly  motivated  to  make  the  new  C^enter  for  Rural  Health 
Initiative  effective  in  this  work.  Rural  practitioners  of  medicine 
should  be  consulted  at  even  turn.  Of  critical  importance  is  the 
selection  of  the  executive  director  who  should  be  an  acknow  l- 
edged  leader  in  Texas  medicine. 

CHARLES  R.  WEBB,  JR,  MD 

2-t()H  South  ,^’th  Street,  lemple,  TX  ^6S0-t-'’168 


Physician  recommends  wallet 
card  for  patient  data 

I’he  second  or  third  question  that  each  physician  generally 
a.sks  the  patient  is,  “U'hat  medication  arc  you  taking?”  This  in- 
formation is  terribly  important.  It  is  important  because  it  gives 
clues  in  terms  of  previous  thinking  about  diagnosis;  it  is  impor- 
tant regarding  toxicity’;  it  is  important  regarding  drug  inter- 
actions; it  is  important  because  of  the  considerations  of  under- 
treatment and  overtreatment.  Very-  often  the  patient's  response 
to  this  inquiry’  is  something  like,  “V(  ell,  1 take  two  yellow  pills, 
one  white  pill,  and  occasionally  a small  pink  pill”  Not  only  is 
such  a response  less  than  useful,  it  embarra.s,ses  the  patient  and 
confuses  the  physician.  It  wastes  time  for  all  involved  unle.ss 
one  can  be  .specific  regarding  the  size  and  shape  of  tablets  and 
whether  some  of  the  medications  are  patches  or  elixirs.  'Hie 
patient’s  lack  of  information  further  frustrates  physicians  w ho 
do  not  have  a medication  flow’  sheet  in  the  patient’s  office 
chart  or  who  have  not  written  .specific  medication  dosages  in 
the  discharge  summary  from  the  hospital. 

In  order  to  deal  w ith  this  very  important  and  time-consuming 
issue,  1 initially  used  a separate  pre.scription  sheet  to  list  the 
medications  and  doses  at  the  time  of  each  appointment.  I’he 
patient  was  advised  to  carry’  this  prescription  sheet  in  his  or 
her  wallet.  Regrettably  , it  did  not  wear  well,  but  it  did  evolve 
into  what  1 call  “'I’he  Medicine  Ciard,  ” a fold-over  busine.ss  card 
with  my  name,  address,  and  telephone  number  on  the  front 
( Fig  1 ).  When  the  card  is  opened,  there  is  room  to  list  five  or 
six  diagnoses  and  up  to  ten  medications.  We  carefully  print  the 
information  on  the  card  so  that  it  is  exsily  read  by  nurses,  tech- 
nicians, and  other  physicians.  This  card  is  dated  and  updated 
as  necessary’.  Patients  are  encouraged  to  show  this  card  to 
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their  doctors  and  to  add  any  medications  that  are  to  be  used 
routinely. 

The  Medicine  Card  gives  patients  a great  sense  of  confi- 
dence. It  saves  them  embarrassment  if  they  are  asked  by  any 
health  care  professional  about  their  diagnoses  and  medications 
It  has  been  terribly  useful  for  patients  who  travel  a great  deal. 
With  this  card  their  medications  are  well  organized  and  easily 
reviewed  at  ever\’  encounter,  and  this  review  takes  a matter  of 


seconds.  Having  such  a card  for  my  patients  saves  me  30 
minutes  or  an  hour  every  practice  day. 

Extensive  use  of  The  Medicine  Card  by  many  health  care 
professionals  would  greatly  simplify  and  enhance  patient  care. 

JACK  L.  SCHXX'ADE,  MD 

1 161'  N Central  Expressway,  Suite  24(1,  Dallas.  TX  "'Saa.S 


I The  Medicine  Card,  " a fold  over  business  card  used  to  document  a patient's  diagnoses  and  medications 


JACK  L.  SCHWADE,  M.D.,  F.A.C.C.,  F.A.C.P.,  P.A. 

PRACTICE  LIMITED  TO  CARDIOLOGY 


11617  N CENTRAL  EXPWY.,  #244 
214-739-9066  DALLAS,  TEXAS  75243 


DIAGNOSIS: 


MEDICATIONS: 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

If  s an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 
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At  Vledical  Pr()l('('live,  for  our 

doctors  is  our  iiutuhcr  oik'  priority.  We  know 
we  re  not  just  insuring  your  fmaucf's.  We  re 
protertiuf>;  your  professional  reputation,  at) 
ass('t  no  amount  ol  insurance  can  replace. 

And  when  we  ^o  to  battle,  our  winnitig 
record  is  ntisnrjtassed.  rhe  reasons  are 
simple. 

First,  no  one  knows  mort'  about  defetidin^ 
doctors  than  we  do.  W('  inyented  [trofessional 
lial)ility  insurance  90  years  a^o  and  liayt* 
Ix'en  deb'ndin^  doctors  ev'cr  since. 

Second,  since  onr  inception  we  baye 
('inployed  only  tlu'  ntost  e\|)erienced  and 
skilled  malpractice  lawyers  in  yonr  area.  We 
will  never  waver  from  this  commitment. 

d'bird,  commitnK'iit  ol  this  kind  nxinirt's 
financial  strenf2;tb  and  stability.  Witli  nearly 
a liilliot)  dollars  in  assets  and  a continnons 
A.M.  Best  A+  (Superior)  rating,  w('  don't 
have  to  make  individual  case  decisions 
based  on  the  liottom  line.  We  liave  the 
financial  clout  to  do  wbatever  it  takes  to 
s('rve  onr  doctors. 

If  yon  would  like  this  kind  of  a^f>;ressiye 
d(‘fense  in  yonr  corner,  don't  wait,  (iail  d'be 
Medical  Protective'  (lom|)anv  (jeneral  A^ent 
in  yonr  an'a  today. 


Americas  premier  professional  liability  insurer 


Offices  in  Dallas,  Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  .John  Bedingfield,  (715)  465-4445  • San  Antonio,  Michael  Bollans,  Thomas  A.  W'eisman,  (512)  490-1081 
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Blue  ribbon  committee  advances 
TMA  as  leader  in  science 

Texas  Medical  Association's  Blue  Ribbon 
Committee  on  Science  and  Scientific  Af- 
fairs has  developed  a list  of  preliminary 
suggestions  for  programs  that  reinforce 
the  association’s  leadership  role  in  sci- 
ence. The  association  s Board  of  Trustees 
has  reviewed  the  proposals  and  I'MA 
councils  and  committees  have  been  re- 
ferred specific  topics  for  review.  The 
suggested  programs  address  service  ac- 
tivities, research  funds  in  Texas,  public 
commendations  of  individuals  who  sup- 
port science  initiatives,  and  public  school 
education. 

Among  the  preliminary  proposals  are: 

1.  Increase  efforts  to  bring  research 
dollars  to  Texas,  possibly  through  a Texas 
consortium  on  scientific  research. 

2.  Review  the  issue  of  the  impact  of 
animal  research  in  Texas  institutions  on 
new  therapies,  prevention,  pathogenesis, 
and  histories. 

3.  Recognize  outstanding  science 
teachers,  physicians,  and  lay  persons  who 
contribute  significantly  to  science. 

4.  Become  involved  in  the  review  pro 
cess  of  medical  and  health  content  of 
public  school  textbooks. 

5.  Gather  data  on  new  technologies 
and  assess  their  cost-effectiveness  and 
limitations. 

6.  Continue  to  gather  and  emphasize 
manpower  and  access  statistics  and  sup- 
port programs  that  encourage  medical 
manpower  in  rural  and  underserved 
areas. 

TMA  President  Max  C.  Butler,  MD, 
Houston,  appointed  the  Blue  Ribbon 
Committee  on  Science  and  Scientific  Af- 
fairs to  study  the  a.ssociation's  present 
and  future  role  in  science  and  scientific 
affairs. 

Warren  Tingley.  MD,  Irving,  chairs  the 
committee.  Dr  Tingley  also  chairs  the 
TMA  Council  on  Communication.  Other 
blue  ribbon  committee  members  are: 
Palmer  Beasley.  MD.  dean  of  The  finiver- 
sity  of  Texas  School  of  Public  Health  in 
Houston;  John  Howe,  MD,  president  of 
The  University  of  Texas  Health  Science 
Center  at  San  Antonio;  James  Rohack, 
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.MD,  (College  Station,  a member  of  the 
(Council  on  Medical  Education;  Douglas 
Hurley,  MD,  Temple,  chairman  of  the 
Council  on  Annual  Se.ssion  and  Scientific 
Programming;  Laurance  Nickey,  MD,  El 
Paso,  chairman  of  the  Ciouncil  on  Public 
Health;  James  R.  Winn,  .MD,  Port  W orth, 
executive  vice  president  of  the  federa- 
tion of  State  .Medical  Boards  of  the 
United  States;  and  W illiam  T.  Hill.  .MD, 
Houston,  chairman  of  the  Ciouncil  on  Sci- 
entific Affairs. 

A final  report  is  due  from  the  commit- 
tee later  this  year. 

Trustees  appoint  new  members 
to  Texas  Medicine  committee 

Texas  .Medical  Association's  Board  of 
Trustees,  the  board  of  publication  for 
Texas  Medicine,  has  appointed  three  phy 
sicians  to  the  Editorial  (Committee  for  the 
journal. 

The  new  members  are:  .Michael  Joseph 
Krentz,  MD;  Noble  W . Doss,  Jr,  .Ml);  and 
Ronald  R.  Lacy.  .MD.  Dr  Krentz  is  a.s.soci 
ate  director  of  emergency  services.  Park- 
land .Memorial  Hospital,  and  assistant 
professor  of  surgery  and  medicine  and 
chief.  Section  of  Emergency  .Medicine, 
Department  of  Surgery,  The  University  of 
Texas  Southwestern  Medical  Center  at 
Dallas.  Dr  Doss  is  a practicing  obstetri- 
cian/gy  necologist  in  Austin.  And,  Dr  Eacy 
is  in  private  (solo)  practice  in  family  and 
industrial  medicine;  county  health  officer. 
Potter  County ; and  medical  director.  Pan- 
handle Addiction  Rehabilitation  (ienter, 
Amarillo. 

ITie  three  phy  sicians  serve  three-year 
terms,  and  they  fill  vacancies  created  by 
the  resignation  of  Paul  4'oung,  MD,  for 
merly  of  Galveston,  \s  ho  has  moved  out 
of  state,  and  the  completed  terms  of 
lr%  ing  Ratner,  MD,  San  Antonio,  and 
Kenneth  Mattox,  .MD,  Houston. 

ITie  Board  of  Trustees  reappointed  Edi- 
torial Committee  members  Peter  (ian- 
izaro,  .MD,  Lubbock;  Trank  Gardner,  .MD, 
Cialveston;  G.  Richard  Holt,  .MD,  San 
Antonio;  and  Luther  B.  Travis,  MD, 
Galveston. 

Other  committee  members  are:  John  A. 
Mangos,  MD,  San  Antonio,  chairman; 

Alice  L.  Smith,  .Ml),  Dallas;  William  J de- 
Groot,  MD,  Galveston;  .Marvin  Eorland, 
MD,  San  Antonio;  Glen  E.  Journeay,  ,MD, 


Austin;  .Martin  .N.  Raber,  .Ml).  Houston; 
David  A.  Swan.son,  .MI),  Houston;  (4ro  V. 
Sumaya,  .MI),  San  Antonio;  Surendra  K. 

\ arma,  .MI),  Lubbock;  and  Par\  iz  .Malek- 
Ahmadi,  .MD,  Lubbock. 


AMA  president  urges  Texans 
to  guard  professional  values 

American  .Medical  Association  President 
Alan  R.  NeLson,  .Ml),  urged  Texas  .Medical 
A.s.sociation's  leadership  to  guard  profes- 
sional values  as  they  help  shape  the 
changes  in  health  care  delivery  that  are 
ine\  itable. 

Dr  Nelson,  a Salt  Lake  City  internist 
and  endocrinologist,  delivered  the  key- 
note address  during  T.MA's  Tall  Leader- 
ship (Conference,  Saturday,  Sept  16,  in 
Austin.  The  conference  program  fol- 
lowed the  theme  "Pacing  the  (Challenges 
of  the  New  Decade.  " 

".Medicine  just  can't  plant  its  feet  " and 
refuse  to  change.  Dr  Nelson  .said.  (Change 
is  inevitable  as  the  profession  faces  the 
issues  related  to  uninsured  Americans, 
■Medicaid  expansion,  defensixe  medicine. 


Aitierican  Meiiiccil  Association  President  Alan  K. 
Selson,  Ml),  delivered  the  keynote  address  duriny, 
Texas  Medical  Assi)ciat ion  's  Tall  Leadership 
Conference. 
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quality  control,  and  licensing  agents. 

He  reminded  his  audience  that  certain 
professional  values  must  be  upheld  as 
change  is  effected.  Physicians  must  con- 
tinue to  have  authority  that  matches 
their  responsibilities.  “I’m  convinced  that 
most  people  want  a doctor  in  charge  (of 
medical  care ),  ” he  said. 

Further,  physicians  must  retain  equity 
and  fairness  in  reimbursement,  full  due 
process,  and  freedom  from  conflict  of  in- 
terest. Finally,  physicians  must  continue 
to  pursue  relief  from  the  malpractiee 
crisis. 

Joining  Dr  Nelson  on  the  program  were 
Dennis  S.  O’Leary,  president  of  the  Joint 
C^ommission  on  Accreditation  of  Health 
care  Organizations;  Fexas  Representative 
Mike  McKinney,  MD,  ( D-Cxnterville ); 
Alan  Blum,  MD,  Houston,  founder  and 
chairman  of  DO(^  ( Doctors  Ought  to 
Care ),  a national  organization  of  health 
professionals  developing  new'  approaches 
for  media  health  promotion;  Kirk 
Johnson,  general  counsel  for  the  AMA; 
l^urance  N,  Nickey,  MD,  FI  Paso,  chair- 
man of  TMA’s  Council  on  Public  Health; 
and  Mrs,  Betty  Haisten,  Beaumont,  presi- 
dent of  the  Texas  Medical  Association 
Auxiliaty’,  Attorney  Cieorge  F,  (Rick) 
Evans  addressed  a luncheon  meeting. 

The  leadership  conference  brought  al- 
most 900  TMA  members  and  guests  to 
Austin’s  Stouffer  Hotel.  A number  of 
board,  council,  and  committee  meetings 
were  held  in  conjunction  with  the 
conference. 


AMA  INACTION 


AMA  earns  high  marks 
from  Congressional  staffers 

An  American  Medical  Association  news- 
letter reports  that  in  the  view  of  senior 
congressional  staff  members,  the  associa- 
tion is  one  of  the  five  national  organiza- 
tions most  effective  in  achieving  its 
legislative  goals. 

The  assessment  comes  from  a survey 
conducted  last  spring  by  two  opinion- 
gathering research  firms.  The  firms, 
which  periodically  conduct  the  survey, 
hold  open-ended,  confidential  interviews 
with  top  staff  from  about  one  fourth  of  all 
Senate  and  House  offices.  One  firm  inter- 
views Democratic  staff  members,  and  the 
other.  Republicans. 

Ifie  AMA  was  one  of  five  organizations 
most  frequently  mentioned  by  staffers 
when  asked,  “What  one  or  two  associa- 
tions, unions,  corporations  or  other  spe- 
cial interest  groups  come  to  mind  when 
you  think  of  an  effective’  organization  in 
terms  of  achieving  legislative  goals  in 
Congress?”  In  all,  more  than  50  organiza- 
tions were  named. 

ITie  AMA  has  attained  equally  high 
rankings  in  previous  surveys. 

The  association  scored  6.4  on  a 1-10 
scale  on  a question  about  organizational 
“grassroots  strength,”  which  was  defined 
as  the  ability  to  mobilize  membership  to 
take  legislative-support  action  by  making 
phone  calls  or  writing  letters  to  a con- 
gressional office  or  to  generally  lobby  on 
behalf  of  an  organization’s  issues.  'Hie 
AMA  ranked  third  among  eight  large, 
long-established  organizations. 

'Hie  association’s  highest  ranking  ( 6.9 ) 
on  the  grassroots  question  came  from 
freshmen  or  sophomore  members  of 
Congress  (those  elected  in  1986  or 
1988).  Democrats  rated  the  AMA  higher 
( 6.7 ) than  did  Republicans  ( 6.0 ). 

In  the  House,  the  AMA’s  rating  on  this 
question  was  6.7  from  Democrats  and  5.8 
from  Republicans.  In  the  Senate,  each 
party  gave  the  association  a 6.8  rating. 

The  AMA  fared  better  with  members 
from  the  South  (6.6)  and  West  (6.7)  than 
with  those  from  the  Northeast  ( 5.8 ) and 
Midwest  (6.1 ).  Regional  differences  were 
common  among  all  organizations. 


Honolulu  is  site 

of  Interim  Meeting,  Dec  3-6 

'Hie  American  Medical  Association’s  1989 
Interim  Meeting  will  be  held  in  Hono- 
lulu, Dec  3-6.  The  AMA  headquarters 
hotel  is  the  Hilton  Hawaiian  Village. 
Other  official  hotels  are  the  Sheraton 
Waikiki  and  the  Halekulani.  All  three  are 
on  Waikiki  Beach  and  within  a 10-minute 
walk  of  each  other. 

The  tentative  schedule  for  the  House 
of  Delegates  meeting  is: 

Dec  3,  opening  session,  10:10  am 
to  noon. 

Dec  4,  reference  committee  meetings, 
8:30  am  to  5 pm. 

Dec  4,  House  of  Delegates,  1 0 am  to 
5 pm. 

Dec  5,  House  of  Delegates,  8:30  am 
to  noon. 

AMA  Auxiliary  activities  will  include  a 
house  and  garden  tour  in  Honolulu;  a 
visit  to  the  Honolulu  Academy  of  Arts; 
and  an  open-air  tram  tour  of  Senator 
Fong’s  Plantation  and  Gardens,  located 
on  725  acres  of  tropical  forests  on  the 
coast  of  Oahu. 


AMA  challenges  regs 
that  deny  children  care 

I'he  American  Medical  Association  has 
issued  the  following  statement  advising 
of  its  filing  of  an  amicus  curiae  brief  with 
the  US  Supreme  Court  supporting  a 
challenge  to  Department  of  Health  and 
Human  Services  regulations  that  are 
detrimental  to  poor,  disabled  children: 

“In  a case  that  could  affect  hundreds  of 
thousands  of  disabled  children,  the 
American  Medical  Association  has  filed 
an  amicus  curiae  brief  with  the  US  Su- 
preme Court  in  Sullivan  v Zebley\  which 
challenges  the  federal  regulations  that 
deny  many  poor,  disabled  children  the 
di.sability  benefits  that  Congress  intended 
to  give  them. 

“Suffering  from  congenital  brain  dam- 
age, mental  retardation,  developmental 
delay,  eye  problems,  and  musculoskeletal 
impairments  on  the  right  side  of  his 
body,  Brian  Zebley  lost  his  disability 
benefits  when  the  Department  of  Health 
and  Human  Services  adopted  the  current 
strict  regulations.  These  regulations  pre- 
vent individual  consideration  of  how  a 
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child’s  physical  and  mental  impairments 
actually  limit  his  ability'  to  attend  school, 
play,  and  generally  mature.  Brian  and 
other  disabled  children  who  filed  this 
suit  to  force  the  HHS  to  make  individual 
decisions  asked  the  AMA  to  support  their 
claim  before  the  Supreme  Court. 

“’The  AMA  filed  its  brief  to  express  its 
grave  concern  that  the  present  regula- 
tions work  systematically  to  deny  poor, 
disabled  children  access  to  essential 
medical  services,  in  part  because  a child’s 
eligibility  for  Medicaid  assistance — a cru 
cial  source  of  medical  funds  for  low  in- 
come individuals — is  often  tied  directly 
to  the  federal  disability  decision,’  said 
Kirk  B.  Johnson,  AMA  general  counsel. 
The  result  is  that  some  of  the  nation’s 
most  disadvantaged  children  are  being 
denied  the  crucial  funds  that  could  help 
them  overcome  their  disabilities  and  ulti 
mately  become  self-supporting  members 
of  society.’ 

“ ITie  AMA  brief  describes  the  special 
health  needs  of  disabled  children  and 
demonstrates  how  HHS  regulations  pre- 
vent consideration  of  the  full  range  of 
medical  and  functional  factors  that  physi- 
cians must  take  into  account  when  evalu 
ating  each  child’s  disabilities.  The  AMA 
brief  shows  how  HHS’s  approach,  requir- 
ing children’s  medical  findings  to  match  a 
limited  list  of  disabling  conditions,  is  par- 
ticularly devastating  to  children  who  suf- 
fer from  rare  disorders.  One  example  is 
epidermolysis  bullosa,  a life-threatening 
blistering  disease  that  affects  the  skin  and 
internal  organs,  usually  claiming  the  lives 
of  the  victims  before  they  reach  30 
‘Under  current  regulations,  children  suf 
fering  from  this  disease  routinely  are 
denied  federal  benefits  because  their  dis- 
ease does  not  fit  into  the  box  created  by 
HHS,’  Johnson  said. 

“Joining  the  AMA  in  the  brief  are  the 
American  Academy  of  Pediatrics,  the  Na 
tional  Organization  for  Rare  Disorders, 
and  the  Spina  Bifida  Association  of  Amer- 
ica. Other  organizations  filing  briefs  in- 
clude the  American  Psychiatric 
Association,  the  National  Down’s  Syn- 
drome Congress,  the  Sickle  Cell  Genetic- 
Disease  Council,  the  National  Alliance  for 
the  Mentally  111,  and  the  Muscular  Dystro 
phy  Association” 


IIEAI.TII  LINE 


DPS  continues  ‘grace  period’ 
re  prescribing  requirements 

A 90-day  “educational  grace”  period  ex- 
tending the  deadline  for  fully  enforcing 
penalties  associated  with  new  prescrib- 
ing requirements  in  the  Texas  Controlled 
Substances  Act  continues  until  Dec  1 . 

llie  71st  Texas  Legislature  passed  a 
number  of  bills  amending  the  act,  includ- 
ing a requirement  that  all  written  pre- 
scriptions for  Schedule  II  through  V 
controlled  substances  must  show  the 
quantity  prescribed  numerically,  fol 
lowed  by  the  number  written  as  a word. 


If  the  written  prescription  does  not 
contain  the  quantity  written  both  numeri 
cally  and  as  a word,  the  prescription 
technically  is  invalid.  Pharmacists  may 
contact  practitioners  by  telephone  to 
verify  the  quantity  prescribed  and  then 
document  the  verification  on  the  face  of 
the  prescription.  If  a practitioner  cannot 
be  contacted,  pharmacists  are  advised  to 
use  their  professional  judgment  to  deter- 
mine an  appropriate  course  of  action. 
Pharmacists  are  to  notify'  the  Texas  De- 
partment of  Public  Safety  ( DPS)  of  practi- 
tioners who  do  not  comply  with  the 
requirements.  DPS  will  inform  practi- 
tioners of  the  requirements  of  the  law 
through  a certified  letter.  When  the  grace 
period  expires,  violators  of  the  amended 
act  are  subject  to  imprisonment  in  the 
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Texas  Department  of  (atrrections  for  2 to 
20  years  and/or  a tine  up  to  SI (),()()()  for 
\ iolations  associated  with  Schedules  1 or 
II  drugs  and  imprisonment  in  TDC',  for  2 
to  10  years  and/or  a tine  up  to  SS.OOO  for 
violations  associated  with  Schedules  111 
or  l\'  drugs.  V iolations  associated  with 
Schedule  V are  a (dass  A misdemeanor, 
which  carries  a tine  up  to  S2,000  andor 
imprisonment  up  to  1 year. 

Oral  and  telephonic  prescriptions 
are  required  to  show  the  numeric  quan- 
tity only. 

A second  amendment  to  the  Cion- 
trolled  Substances  Act  prohibits  phar- 
macists from  delivering  controlled 
substances  to  any  person  not  known  to 
them  or  known  to  the  person  authorized 
by  the  pharmacist  to  deliver  the  con- 
trolled substance  without  tirst  requiring 
identitication  of  the  person  taking  posses- 
sion of  the  controlled  substance.  Al- 
thougli  not  required  by  the  amendment, 
DFS  has  requested  that  pharmacists  re- 
quest photo  identitication  when  a person 
receiving  a controlled  substance  is  not 
known  to  the  pharmacist  or  person  au- 
thorized by  the  pharmacist  to  deliver 
(sell ) the  prescription  and  that  the  ID 
number  he  recorded  on  the  hack  of  the 
prescription.  The  amendment  does  not 
prohibit  the  deliven  by  mail  or  autho 
rized  deliver)’  person  of  a controlled  sub- 
stance to  a person  or  the  address  of  the 
person  authorized  by  prescription  to  re- 
ceive that  controlled  substance. 

A third  amendment  states,  a phar- 
macist may  not  permit  or  allow  a person 
who  is  not  a licen.sed  pharmacist  or  phar- 
macist intern  to  dispense,  distribute,  or 
in  an)’  other  manner  deliver  a controlled 
substance  even  if  under  the  supervision 
of  a pharmacist,  except  that  ;ifter  the 
pharmacist  or  pharmacist  intern  has  ful- 
tilled  his  professional  and  legal  responsi- 
bilities, a nonpharmacist  may  complete 
the  actual  cash  or  credit  tran.saction  and 
deliver)’. 

A fourth  amendment  classities  anabolic 
steroids  and  human  growth  hormones  as 
Schedule  1\'  controlled  substances  that 
are  subject  to  all  the  requirements 
( record  keeping  and  penalty  ) applicable 
for  Schedule  IV  controlled  substances. 

All  four  amendments  became  effective 
Sept  I. 


Cancer  Registry  Division 
returns  to  full  operation 

After  a temporaty  setback  in  1988  due  to 
budget  cutbacks,  the  (/ancer  Registn’ 
Division  ( C/RD  ) has  returned  to  full 
operation  as  a population-based  cancer 
incidence  reporting  system. 

The  C/RD,  a division  of  the  Texas  De- 
partment of  Health,  collects,  edits,  main- 
tains, retrieves,  and  analyzes  information 
on  all  new  cases  of  cancer  in  the  state.  It 
was  authorized  b)  the  C/ancer  C/ontrr)l 
Act  of  19"'9  to  collect  information  on 
each  person  seeking  treatment  at  a hospi- 
tal, clinical  laborator)’,  or  cancer  treat- 
ment center  within  the  state. 

Following  the  strengthening  of  the 
C/ancer  C/ontrol  Act  during  the  Texas 
State’s  Tegislature's  latest  session,  the 
C/RD  has  stepped  up  its  public  relations 
and  training  efforts.  The  division  expects 
more  than  C>(), ()()()  new  ca.ses  of  cancer  to 
be  reported  in  1990. 

According  to  l.inda  Lloyd.  PhD,  direc- 
tor of  the  C/RD,  the  division  needs  physi 
cian  support  and  input  to  make  a sig- 
niffcant  impact  in  the  tight  against  cancer 
in  Texas.  " The  cancer  incidence  studies 
and  cluster  investigations  conducted  by 
the  C/RD  can  help  hospitals  and  affiliated 
physicians  better  target  at  risk  popula- 
tions,” she  said.  Regional  incidence  re- 
ports. accession  registers,  and  records 
indexed  b)  site  antlor  cell  type  are  ex- 
amples of  the  kinds  of  information  avail- 
able to  health  care  professionals. 

Reorganization  and  st;iff  additions  in 
the  Austin  office  have  allowed  the  divi- 
sion to  reach  a broader  area  of  the  state, 
and  to  use  data  received  more  quickly. 
The  C/RD  also  plans  to  add  tw’o  regional 
offices,  one  in  Puhlic  Health  Region  2 
( Lubbock  environs  ) and  another  in  Re- 
gion (i  ( San  Antonio  environs ). 

Based  on  information  gained  in  meet- 
ings with  ho.spital  administrators  and 
medical  records  personnel  in  Public 
Health  Region  1 (Austin  eniirons),  the 
C/RD  st:iff  are  scheduling  a series  of  train- 
ing se.ssions  throughout  the  state  to  edu- 
cate users  about  the  importance  of  the 
data,  and  the  types  of  technical  a.ssistance 
aiailable  to  facilities. 

C/urrently,  the  epidemiolog)’  and  data 
management  sections  of  the  division  arc- 
conducting  a cancer  incidence  study  in 
Public  Health  Region  2,  and  investigating 


recent  reports  of  possible  exposure  to 
carcinogens  around  refinery  operations 
in  the  Beaumont-Port  Arthur  area. 

To  improve  communication  between 
the  C/RD  and  its  users,  the  division  has 
started  to  publish  a newsletter.  For  a 
copy  of  the  newsletter,  contact  the  CRD 
at  1 100  West  49th  St,  Austin,  TX  78756. 
Additionally,  a toll-free  number,  ( 800 ) 
252-8059,  is  available  to  persons  needing 
information  about  the  division. 


AAFP  approves  policy  on 
generic  drug  substitution 

A new  American  Academy  of  Family 
Practice  (AAFP)  policy  opposing  man- 
dator)’ substitution  of  generic  drugs  in 
certain  critical  situations  drew  wide  me- 
dia interest  when  the  policy  was  re- 
ported during  investigations  into  the 
alleged  FDA-generic  drug  .scandal. 

The  policy,  which  received  final  ap- 
proval by  the  AAFP  Congress  of  Dele- 
gates during  its  Sept  16-18,  1989 
meeting,  was  developed  after  a 2-year 
study  by  the  AAFP  C/ommittee  on  Drugs 
and  Devices. 

nie  policy  opposes  mandator)'  sub- 
stitution of  a generic  drug  for: 

— Critical  patients:  for  example,  those 
75  years  and  older,  and  females  living 
alone  with  multiple  patholog)’  on  mul- 
tiple drug  regimens; 

— Critical  diseases:  those  disease  states 
that  are  difficult  to  stabilize,  such  as  de- 
pression, asthma,  congestive  heart  failure, 
diabetes  mellitus,  cardiac  problems,  and 
the  p.sychoses;  and 

— Critical  drugs:  tho.se  for  which  the 
FDA  allows  a wide  range  of  variance  in 
determining  bioequivalence,  such  as  anti- 
psychotics  and  loop  diuretics. 

Further,  the  AAFP  encouraged  the  FDA 
to  “revise  or  enforce  its  current  defini- 
tion of  a generic  drug,  and  enact  regula- 
tions requiring  scientifically  reliable 
methodolog)’  to  insure  therapeutic 
equivalence,  rather  than  bioequivalency  ’ 
'Hie  AAFP  also  recommended  that  the 
FDA  streamline  the  procedures  for  report- 
ing of  drug  toxicity  and  ineffectiveness. 


Texas  Medicine 


A Few  Doctors  Still  Think 
IFs  Smart  To  Own  A Car! 


PRICE: 

PURCHASE 

OPTION: 


MONTHLY 

PAYMENT: 

(approximate) 


BUY: 
*25,000 
NA 
*822 


PRICE: 

PURCHASE 

OPTION: 

(at  36  mos.  lease) 


MONTHLY 
PAYMENT: 

(approximate) 

YOU  SAVE  $342  PER  MO.  X 36  MOS.  = $12,312 


LEASE: 
*25,000 
11,900 
*480 


’14,074 

Savings  To  Lease 

FUTURE  VALUE  OF  LEASE  P A YMEI^r  SAVINGS  ASSUMING  9%  RETURN: 

Some  Of  Autoflex’s  Exclusive  Features 


Delivered  to  your  home  or 
office 

No  down  payment 
No  security  deposit 
Closed  end  lease 
Trade  Ins/We  will  purchase 
your  present  vehicle. 


ASK  FOR  LOUIS  MURAD 

1.800.678-FIEX 

(3  5 3 9) 

IN  DALLAS:  (214)  234-0304 
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Texas 

Medical  Association 
Office  Overhead 
Insurance  Plan 


Because  you  supported  this  Plan,  it  was 
possible  to  add  the  following  new  benefits, 
at  no  increase  in  cost: 


IPairfeD  DnsaMflnfty  IB©nn®ffnfts 

Benefits  may  be  paid  up  to  six  months,  at  up  to  one- 
half  the  monthly  benefit  in  force,  for  partial  dis- 
abilities commencing  prior  to  age  65.  Physicians 
become  eligible  if,  upon  returning  to  work,  they  are 
restricted  in  the  duties  they  are  able  to  perform,  or 
in  the  event  they  are  working  on  a reduced  time 
basis  of  at  least  50  percent. 

No  charges  will  be  made  for  continued  participation 
in  the  Plan  while  monthly  benefits  are  being  paid  for 
total  or  partial  disability,  commencing  with  the  first 
quarterly  billing  date  after  monthly  benefits  begin. 


There  is  strength  in  numbers.  If  you  have  need  of 
Office  Overhead  Insurance,  join  your  colleagues  in 
the  TMA  Plan. 

Call  1 -800-252-93 1 8 for  Brochure  and  Application 


Texas  Medical 
Association 
Insurance  Trust 

1901  North  Lamar,  Austin,  Texas  78705 


Underwritten  by 

PRUCO  Life  Insurance  Company  of  Texas 
A Subsidiary  of  The  Prudential 


Texas/Oklahoma  AIDS  center 
funded  for  second  year 

ITic  AIDS  Regional  Hdiication  and  1 rain 
ing  Center  for  Texas  and  Oklahoma  has 
reeeived  a 2-t%  budget  increase  over  last 
year  for  its  second  year  of  operation.  The 
center,  located  at  The  Tniversity  of  Texas 
School  of  Public  Health  at  Houston,  is 
one  of  13  centers  funded  by  the  I'S  Pub- 
lic Health  Service. 

In  its  first  year  of  operation,  the  center 
provided  educational  opportunities  for 
more  than  22,000  health  professionals. 

Health  professionals  in  Texas  wishing 
to  attend  a workshop  or  needing  assis- 
tance with  conducting  a workshop  may 
contact  the  nearest  sub-regional  office. 
These  locations  are: 

— 'ITie  University  of 'Texas  Health  Sci- 
ence Center  at  Houston  School  of  Public 
Health,  ("^13)  ■’94-40‘^S; 

— 'Hie  University  of  Texas  Health  Sci 
ence  Center  at  San  Antonio  Continuing 
Medical  Tducation,  (512)  56‘^-4444; 

— Texas  Tech  University  Health 
Science  Center  in  Lubbock,  ( 806 ) 
743-2122;  and 

— ITie  University  of  Texas  Southwest- 
ern Medical  School  in  Dallas,  (21-4) 
904-2366. 

ITirougli  a toll-free  number,  ( 800  ) 
548-4659,  health  professionals  can  re- 
ceive reading  lists,  customized  literature 
searches,  and  updated  AIDS  information. 
Consultants  arc  a\'ailable  to  an.swer  ques- 
tions on  a referral  basis. 


Health  and  nutrition  survey 
includes  two  Texas  counties 

A major  study  of  the  health  of  persons 
living  in  the  US  is  being  conducted  by 
the  National  ('.enter  for  Health  Statistics 
(NCHS).  'Two  Texas  counties,  Hamilton 
and  Bexar,  have  been  .selected  as  survey 
locations. 

The  National  Health  and  Nutrition  Kx- 
amination  Survey  III  (NHANHS  111 ) is  the 
most  recent  in  a series  of  studies  to  as- 
sess the  health  and  nutritional  status  of 
adults  and  children  in  the  US  through  in 
terviews  and  direct  physical  examina- 
tions. NCdlS,  a part  of  the  Centers  for 
Disease  ('.ontrol,  has  the  re.sponsibility 
for  producing  vital  and  health  statistics 
for  the  nation. 


Hie  survey  in  Hamilton  (4)imty  in- 
cludes a sample  of  389  people;  it  began 
in  October  and  w ill  continue  through 
Nov  36.  1989.  In  Bexar  (4)unty  a sample 
of  (>41  people  will  be  selected  and  asked 
to  participate  from  Nov  23.  1989  through 
Jan  25,  1990. 

For  NHANES  III,  approximately  -tO.OOO 
individuals  in  communities  throughout 
the  countr\  will  be  randomly  .selected  to 
participate  in  the  survey.  Data  collection 
began  in  September  1988  and  will  con- 
tinue for  approximately  6 years  at  88  lo- 
cations across  the  country’.  The  survey 
will  be  conducted  in  two  3-ycar  seg- 
ments, w ith  data  collected  and  analyzed 
at  the  end  of  the  segments  as  well  as  for 
the  full  survey. 

In  each  location,  households  in  the 
survey  receive  an  advance  letter  and 
booklet  to  introduce  the  survey.  'The 
hou.sehold  interview  includes  demo- 
graphic, socioeconomic,  dietary,  and 
health-related  questions.  Physical  exami- 
nations are  conducted  in  .specially 
equipped  and  designed  mobile  examina- 
tion centers  that  travel  to  survey  loca- 
tions throughout  the  countr\’.  The  survey 
team  consists  of  a physician,  dentist, 
medical  and  health  technicians,  and 
dietary  and  health  interviewers. 

All  survey  participants  receive  a physi- 
cal examination,  body  measurements, 
and  dictarv’  inter\  iew.  Depending  upon 
the  age  of  the  participant,  the  rest  of  the 
examination  may  include  the  following: 
dental  examination,  health  interview, 
cognitive  and  neurological  tests,  blood 
and  urine  tests,  hearing  test,  vision  ex- 
amination, allergv'  skin  test,  spirometr)-, 
electrocardiogram,  x-r;tys.  ultrasound  ex- 
amination of  the  gallbkidder,  and  mea- 
surement of  bone  density.  In  general,  the 
older  the  individual,  the  more  extensive 
the  examination. 

The  data  collected  in  this  sur\  ey  w ill 
be  used  to  estimate  the  prevalence  of 
major  diseases,  nutritional  disorders,  and 
potential  risk  factors.  NHANFN  III  data 
also  will  be  the  basis  for  national  stan- 
dards for  such  measurements  as  height, 
weight,  and  blood  pressure. 

Requests  for  further  information  about 
NHANES  III  should  be  addre.s.sed  to  Sci- 
entific and  Technical  Information  Branch, 
National  (Center  for  I lealth  Statistics, 
Room  1-5"^,  3’^6()  East-West  Hw'S',  Hyatts- 
ville,  MD  2()''82. 


WRDICAL  ECONOMICS 


Dec  1 is  deadline  for  discount 
on  liability  policies  effective  Jan  1 

Qualified  physicians  whose  profc.ssional 
liability  insurance  policies  expire  Dec  31 
have  until  Dec  1 to  ;ipph  for  a premium 
discount  established  by  House  Bill  18, 
the  Omnibus  Health  Care  Rescue  Act. 

To  quality  for  the  discount,  physicians 
must: 

1.  Provide  charity  care  in  at  least  10% 
or  more  of  his  or  her  patient  encounters 
during  the  term  of  the  insurance  policy. 
Charity  patients  are  those  covered  under 
Medicaid,  the  .Maternal  and  Infant  Health 
Impro\'ement  Act  (.Mil  HA ),  (bounty  Indi- 
gent Health  Care  Program  (CI1K;P), 
Texas  Primar\  Health  (aire  Services  Pro- 
gram (PHCNP),  Texas  Department  of 
Health  Chronically  III  and  Disabled  ('.hil- 
dren's  Services  Program,  and  or  a con- 
tract with  a federally  funded  migrant  ;ind 
or  communirs'  health  center  recci\  ing 
funds  under  -42  U.SC  25ab  and  25-te. 

2.  ('.omplete  1 5 hours  of  continuing 
education  on  risk  reduction  and  patient 
safety  during  the  term  of  the  profc.ssional 
liability  insurance  policy. 

.3.  .Maintain  a valid  professional  lia- 
bility policy  with  limits  of  SIOO.OOO 
$30(),()()(). 

■4.  Apply  for  the  discount  36  or  more 
days  before  the  beginning  of  the  term  of 
the  policy  with  a written  verified  applica- 
tion stating  that  the  applicant  qualifies  for 
the  discount. 

T.MA  is  working  with  the  State  Board 
of  Insurance  in  dr;ifting  implementing 
regulations  that  reflect  the  legislati\e  in- 
tent of  I IB  18.  Major  insurance  carriers 
al.so  have  been  contacted  regarding  the 
importance  of  requesting  appropriate 
premium  di.seounts. 

TMA  will  offer  accredited  risk  manage- 
ment workshops  that  meet  the  continu- 
ing education  requirements  of  HB  18 
beginning  in  January  1996. 

More  information  on  HB  18,  including 
a state  indemniheation  program  that 
takes  effect  Jan  1,  t996,  ;ippears  on  p;ige 
58  of  this  issue  of  Texas  Medicifie. 
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TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Michael  B.  Paine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 
John  W.  Kirk,  MD 
Jackie  Mullins,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Margaret  E.  Bridges,  MD 
Daniel  E.  Whitman,  MD 

GERIATRICS 

Eugene  M.  Hoyt,  MD 
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HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
James  V.  Ryan,  MD 
Theresa  Vicroy,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Reed  B.  Young,  MD 

NUCLEAR  MEDICINE 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Joe  B.  Wilson,  MD 
Richard  J.  Frachtman,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Richard  J.  Frachtman,  MD 
Susan  S.  Pinero,  MD 
Gregory  S.  Chapman,  MD 
Josie  S.  Timm,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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TIMA  workgroup  evaluates 
Medicare  policies 

Icxas  Medical  Association  President 
Max  C.  Butler,  MI),  has  created  a special 
Medicare  policy  workgroup  to  e\  aluate 
Medicare  policies  and  make  recommen- 
dations to  the  carrier. 

nie  workgroup  is  developing  recom- 
mendations on  comprehensive  office  vis- 
its. assistant  surgeons,  comprehensive 
hospital  visits,  and  other  related  topics. 
I'MA  recommendations  have,  to  a large 
extent,  been  incorporated  into  Medicare 
policy. 

The  workgroup's  most  recent  meeting 
was  Sept  16  with  repre.sentatives  from 
several  specialties  and  the  Medicare 
carrier. 


Physician  input  can  assure 
appropriate  use  of  services 

ITie  American  Medical  A.ssociation  has 
concluded  that  scientifically  .sound, 
clinically  relevant  practice  guidelines  de- 
veloped by  physician  organizations  and 
incorporated  into  utilization  review  and 
peer  review  activities  can  assure  appro- 
priate u.se  ot  medical  serc  ices  and  reduce 
inappropriate  use. 

Historically,  the  a.ssociation  says,  na- 
tional medical  specialry  .societies  have 
developed  about  300  practice  parame- 
ters. Earlier  this  year  an  AMA  Office  of 
Quality  A.ssuranee  survey  of  national 
medical  specialty  .societies  determined 
that  2-4  are  developing  guidelines  and  at 
least  10  more  plan  to  undertake  such  ac- 
tivities. f inder  propo.sed  federal  legisla- 
tion the  government  would  provide 
funding  essential  to  expedite  develop- 
ment of  practice  guidelines,  the  associa- 
tion reports. 

The  development  of  the  American  Col- 
lege of  Cardiologc'  guidelines  on  cardiac 
pacemakers  demonstrates  how  practice 
guidelines  impact  profe.ssional  decision- 
making in  the  course  of  treatment.  AMA’s 
Office  of  Qualitv’  Assurance  prepared  the 
following  fact  sheet  explaining  how  those 
guidelines  influenced  Medicare  review 
criteria  and  affected  the  frec]uency  of  im- 
planting cardiac  pacemakers: 

In  the  early  196(),s  cardiac  pacemakers 
were  found  to  be  effective  in  sustaining 


cardiac  function  in  the  pre.sence  of  com- 
plete heart  block. 

Pacemaker  use  increa.seci  rapid!)  dur- 
ing the  196()sancl  I9"’().s. 

Initially,  indications  for  use  of  implant- 
ing pacemakers  varied  among  physicians. 
However,  as  clinical  experience  and  sci- 
entific knowledge  on  appropriate  u.se  of 
pacemakers  progressed,  there  were  local 
attempts,  frequently  at  the  ho.spital  level, 
to  translate  these  indications  into  prac- 
tice guidelines. 

Subsequently,  expert  cardiologists 
under  the  leadership  of  their  national 
specialty  .societ)’.  the  American  College 
of  Ciardiolog)’,  developed  scientifically 
sound,  ciinicall)’  relevant  practice  guide- 
lines outlining  appropriate  u.se  of  cardiac 
pacemakers. 

Following  the  development  and  articu- 
lation of  the.se  guidelines  by  members  of 
the  profe.ssion,  in  1985,  the  guidelines 
were  adapted  for  inclusion  in  Medicare 
coverage  policy,  as  well  as  in  reviews 
carried  out  b)-  professional  review' 
organizations. 

Subsequently,  growth  in  use  of  pace- 
makers began  to  slow.  Later,  the  u.se  of 
pacemakers  declined.  Based  on  findings 


for  a sample  of  four  states,  the  numbers 
of  pacemakers  per  1,000  Medicare  bene- 
ficiaries declined  by  27.9%  between 
1983  and  1986.  ( The  rates  for  198.3, 
1984,  1985  and  1986  were  2.44,  2.02, 
2.02,  and  l.'^O,  respectively.)  In  another 
state,  the  u.se  of  pacemakers  declined  bv 
42%  from  1984  to  198^. 


CAl’lTAl.  COMMHM'S 


Texas  Legislature  to  look 
at  workers’  compensation — again 

Lhe  Texas  Legislature  takes  a third  shot 
at  reforming  the  state’s  workers'  compen- 
sation .system  when  they  convene  in  a 
special  session  I’ue.sday,  Nov  1 4.  The  law- 
makers un.succes.sfully  attempted  to  re- 
design the  system  in  the  regular  session 
during  Januar)  through  May  and  a .special 
session  during  June  and  July. 

At  press  time,  Lt  Gov  'VX'illiam  P. 

Hobby's  staff  Was  drafting  legislation  for 
the  law  makers’  consideration,  but  details 
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of  the  proposal  were  not  available. 

Legislation  reforming  the  ettmpensa- 
tion  died  when  the  1 louse  of  Represen- 
tatives and  the  Senate  failed  to  reach 
agreement  on  two  key  issues:  ( 1 ) 
whether  to  retain  the  right  to  trial  de 
novo,  ie,  appeal  of  an  Industrial  Accident 
Board  award  to  district  court  with  the 
board's  record  and  decision  being  inad- 
missible into  evidence;  and  ( 2 ) an  "im- 
pairment rating  " system  vs  “loss  of  wage- 
earning capacip”  system  as  the  standard 
for  determining  compensation  for  work- 
related  injuries. 

As  the  legislators  consider  workers' 
compensation  reform,  I'MA  w ill  monitor 
any  proposals  that  ;iffect  medical  prac- 
tice. Potential  areas  of  concern  include 
requirements  for  prior  authorization  for 
medical  care;  restrictions  on  an  em- 
ployee's right  to  select  a physician;  and 
changes  in  the  system  for  resolving  phy- 
sicians' disputes  with  carriers,  assuring 
timely  payment  of  physicians'  bills,  and 
regular  updates  in  fee  guidelines. 


Sen  Chet  Brooks  (left).  WiHinm  C Ciiinel.  .MI),  unit 
Re[>  .Mike  .McKinney.  Ml),  following  an  ateanl 


TMA  honors  legislators 

for  contributions  to  health  care 

Texas  Medical  Association  has  honored 
Rep  Mike  McKinney,  MD,  ( D-Centerville ) 
and  Sen  Cdiet  Brooks  ( D-Fasadena)  for 
their  sponsorship  and  passage  of  several 
key  health-related  bills  during  the  ^Ist 
I'exas  Legislature. 

The  lawmakers  cospon.sored  House 
Bill  18.  the  Omnibus  Health  (]are  Re.scue 
Act,  which  included  major  reforms  of  the 
state's  health  care  deliver)  system.  They 
also  cosponsored  the  Omnibus  AIDS  Bill, 
which  increased  funding  for  AIDS  educa- 
tion. treatment,  prevention,  and  other 
programs.  Rep  McKinne)  also  authored 
legislation  requiring  motorcycle  riders  to 
wear  helmets.  Sen  Brooks,  chairman  of 
the  Senate  Health  and  Human  Services 
Committee,  was  the  Senate  .sponsor  of 
legislation  on  Medicaid  enhancement, 
regulation  of  tanning  clinics,  and  many 
other  health-related  bills. 

'VX’illiam  Ci.  (iamel.  Ml),  Austin,  chair- 


ceremony honoring  the  Uni  nutkers  for  their 
contributions  to  health  care  in  Texas 


man  of  the  I'MA  Council  on  Legislation, 
presented  the  special  awards  in  cere- 
monies during  the  association's  Fall 
Leadership  Conference,  Saturday,  Sept 
16,  in  Austin. 

“The  qualit)’  and  quantit)’  of  health 
care  for  all  Texans  has  been  improved 
sub.stantially  by  the  "1st  Legislature,  and 
it  is  largely  due  to  the  steadfast  efforts 
of  Senator  Brooks  and  Representative 
McKinney, " Dr  Camel  said.  “Their  leader- 
ship on  HB  18,  the  rural  health  rescue- 
legislation,  represents  one  of  the  most 
comprehensive  and  thoughtful  ap- 
proaches to  a serious  health  problem,”  he 
added.  "We  are  grateful  for  their  dedica- 
tion and  persistence  in  assuring  access  to 
medical  care  for  all  Texans." 

Representative  McKinney,  the  only 
physician  in  the  legislature,  has  an- 
nounced that  he  will  not  seek  re-election 
in  1990. 


Dr  Lanier  comes  close 
to  upset  in  special  election 

Following  his  narrow  defeat  in  the  spe- 
cial congressional  election  to  replace  for- 
mer fiS  House  Speaker  Jim  Wright,  Bob 
Lanier,  MD,  of  Fort  Worth  said  he  was 
“going  back  to  work"  He  hinted,  how- 
ever, that  he  was  not  yet  ready  to  give  up 
on  politics. 

For  now.  the  Fort  XK'orth  physician  said 
he  is  returning  to  his  practice  as  a pedi- 
atric allergist  and  his  syndicated  “60- 
Second  Housecall " television  program. 

He  said  he  has  made  no  decisions  about 
running  again  in  1990,  but  his  discussion 
of  the  special  election  campaign  is 
peppered  with  phrases  such  as  “just  a be- 
ginning " and  “laid  the  groundwork.”  And, 
Dr  Lanier  said  politics  definitely  has  got- 
ten into  his  blood. 

" I'his  race  really  opened  a lot  of  doors 
for  a lot  of  people, " he  said  following  his 
Sept  1 2 defeat  by  Democrat  Pete  Geren. 
“We  showed  a non-politician  can  run  for 
office." 

Dr  Lanier,  a Republican,  came  close  to 
pulling  off  a stunning  upset  in  the  12th 
Congressional  District,  which  Democrat 
Wright  had  held  for  nearly  three  decades. 

Geren,  a former  aide  to  US  Sen  Lloyd 
Bentsen,  defeated  Dr  Lanier  by  less  than 
2,000  votes  in  the  special  runoff  election. 
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Cieren  garnered  51.03%  of  the  vote  to  Dr 
Lanier's  48.97%. 

Dr  Lanier,  well-known  for  his  ‘60- 
Seeond  Houseeall  ” program,  had  been 
the  top  vote-getter  in  the  Aug  1 2 ,speeiai 
election  that  led  to  the  runofl  with 
(ieren.  I’he  Democratic  vote  was  heavily 
split  between  Cieren  and  several  other 
candidates. 

"We  didn’t  win  the  election  but  we 
beat  the  heck  out  of  them  in  a lot  of  pre- 
cincts, ” Dr  Lanier  said.  "I  feel  pretty  good 
about  it” 

Dr  Lanier  was  endorsed  by  TEXPACi, 
and  he  credited  the  support  of  physicians 
and  their  spouses  with  the  effectivene.ss 
of  his  campaign. 

"V('e  did  it  all  with  I'exas  doctors’ 
money,"  he  said.  “Without  them,  we’d 
have  just  died.  There  was  a demonstra- 
tion of  support  from  doctors  all  acro.ss 
the  state.” 

The  lirst-time  candidate  said  he  hopes 
his  campaign  and  the  support  received 
from  physicians  marks  the  beginning  of  a 
trend  toward  more  physician  in\'olve- 
ment  in  political  action.  Because  ,so  many 
of  the  important  decisions  aflecting  both 
physicians  and  patients  are  political,  the 
medical  community  must  be  politically 
active,  he  said. 

“This  is  a beginning,"  Dr  Lanier  said. 

“It  was  a veiy  encouraging  sign  to  see 
docs  on  the  phone  banks,  contributing 
money,  and  out  walking  the  district.  Phy- 
sicians are  ready  to  get  active  in  the  po- 
litical arena.” 

— Kini  Ortolofi 


Nf^VSMAKl-RS 


BOBBY  R.  ALFORD,  MD,  Houston,  was 
awarded  the  presidential  citation  by  the 
American  Academy  of  Otolarvaigolog)  — 
Head  and  Neck  Surger\’.  Dr  Alford  is 
executive  vice  president  and  dean  of 
medicine  at  Baylor  (a)llege  of  Medicine. 

MARK  S.  ClANTON,  MD,  has  been  .se- 
lected as  the  1989  — 90  (iund  Fellow'  in 
Health  Policy  and  Management  by  the 
Harvard  University  School  of  Public 
Health.  The  honor,  which  had  not  been 
awarded  in  more  than  5 years,  will  allow 


Dr  Clanton  to  pursue  a Masters  of  Public 
Health  degree.  Dr  Cdanton  is  an  instruc- 
tor of  pediatrics  at  The  Tni\  ersin  of 
Texas  Southwestern  Medical  Center  at 
Dallas. 

Parkland  .Memorial  Ho.spital  has  been 
named  a national  employer  of  the  year  by 
the  Association  of  Retarded  Citizens  of 
the  Tnited  States  for  its  commitment  to 
hiring  the  mentally  retarded.  ITie  asso- 
ciation cited  Parkland’s  radiolog)’  depart- 
ment. which  has  five  mentally  retarded 
workers  who  transport  patients  between 
their  ho.spital  rooms  and  the  radiolog)’ 
department.  GFORf.F  CT'RRY,  MD, 
is  medical  director  of  the  radiolog)’ 
department. 

CARMFLO  C.  DICHOSO,  MD,  Houston, 
has  been  installed  as  president  of  the  As- 
sociation of  Philippine  Physicians  in 
America. 

NOR.MAN  GANT,  MD,  and  CHARLES 
ROSFNFFLD,  MD,  were  honored  recently 
during  the  annual  conference  of  the 
Texas  Perinatal  Association.  They  were 
recognized  “as  founders  of  the  Texas  Per- 
inatal As.sociation  and  for  their  pioneer- 
ing w’ork  in  the  field.”  Dr  (iant  is  pro- 
fessor of  obstetrics  and  g)  necolog)’  and 
Dr  Rosenfeld  is  professor  of  pediatrics  at 


Anna  l.ocii  Harris,  PhD 


Tile  Hniversit)’  of  Texas  Southwestern 
Medical  Cienter  at  Dallas. 

D.  CRAKj  GIASS,  MD,  has  received  the 
1988-89  W.W.  Goldman,  Jr,  MD,  Memo- 
rial Award  for  Outstanding  Clinical  Pro- 
fessor at  Fort  Worth’s  John  Peter  Smith 
Hospital.  ITie  aw  ard  is  given  in  recogni- 
tion of  service  by  a family  practice 
teacher  at  the  hospital. 

ANNA  LODI  HARRIS,  PhD,  w ife  of  gen- 
eral surgeon  Robert  B Harris,  MD,  Hous- 
ton, w as  recently  installed  as  president  of 
the  Auxilian’  to  the  National  Medical  As- 
.sociation. Dr  Anna  Harris  is  a former 
member  of  the  Harris  Count)’  Medical  So- 
ciet)’  Auxiliar)’  board  of  directors. 

PHAIA  HELM,  MD,  professor  and  chair- 
man of  physical  medicine  and  rehabilita- 
tion at  The  finiversit)’  of  Texas  South- 
western Medical  Center  at  Dallas,  was 
recently  elected  to  the  board  of  directors 
of  Kimberly-Clark  Ciorp.  She  also  sits  on 
the  boards  of  the  American  Council  of 
Physical  Medicine  and  Rehabilitation,  the 
American  Diabetes  A.s.sociation,  and  the 
American  Burn  Association. 

JOHN  1).  McCt)NNFLL,  MD,  recently  re- 
ceived the  Edwin  Beer  Award  from  the 
New’  3’ork  Academy  of  Medicine.  The 
award  recognizes  research  in  urolog)’ 
and  related  medical  science.  Dr  McCon- 
nell is  assistant  professor  of  surger)’  and 
of  obstetrics  and  g)'necolog)’  at  ITie  Uni- 
versity of  Texas  Southwestern  Medical 
Cienter  at  Dallas. 

WILLIAM  NFAVFS,  PhD,  became  dean  of 
.Southwestern  Medical  School  on  Sept  1, 
1989  Dr  Neaves  had  been  executive  vice 
president  for  academic'  affairs  for  the 
medical  center  since  May  1988.  He  had 
previously  served  as  dean  of  South- 
western Graduate  .School  of  Biomedical 
Sciences  and  as  interim  dean  of  South- 
western Medical  School.  Dr  Neaves  re- 
ceived a PhD  in  anatomy  from  Harvard 
Medical  School  in  1969. 

(iARLOS  PE.S'TANA,  MD,  PhD,  has  been 
elected  to  a J-year  term  as  a member-at- 
large  to  the  National  Board  of  Medical 
Examiners.  Dr  Pestana  is  a.s.sociate  medi- 
cal dean  for  academic  affairs  at  The  Uni- 
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vcrsiu  of  Texas  Health  Seienee  ('.enter  at 
San  Antonio, 

LFSTER  J.  PETERS,  MD,  Houston,  was 
named  recently  as  a fellow  of  the  Ameri- 
can College  of  Radiology  . He  was  se- 
lected for  his  outstanding  contributions 
to  the  held  of  radiolog\’. 

ARTHfTR  SAGALOVC’SIO , MD,  was  re- 
cently chosen  president-elect  of  the  I'ro- 
logic  SocieU’  for  Tran.splantation  and 
Vascular  Surger>’.  Dr  Sagalowskw  is  sur- 
gical director  of  the  Kidney  Tran.splant 
Unit  at  Parkland  Memorial  Hospital  in 
Dallas. 

THOMAS  H.  SMITH,  MD.  was  recently 
made  an  honorar\’  member  of  the  Peru- 
vian Ophthalmological  Socieb’  and  was 
invited  to  be  a guest  lecturer  for  both  the 
Peruvian  group  and  for  the  Brazilian 
Council  of  Ophthalmology’  at  the  Univer- 
sity of  Sao  Paulo  School  of  Medicine.  Dr 
Smith  is  an  ophthalmic  plastic  surgeon  in 
Fort  Worth. 

SHERI  J.  TALLEY,  MD,  was  one  12  physi- 
cians chosen  to  receive  the  1 989  Parke- 
Davis  Teacher  Development  Awards.  ITie 
awards  are  designed  to  stimulate  interest 
in  and  assist  hnancially  those  physicians 
who  enter  the  part-time  teaching  of  fam- 
ily practice  after  they  complete  their 
family  practice  residencies.  Dr  Talley 
teaches  at  the  Texas  Tech  Regional  Aca 
demic  Health  Center  in  Ode.ssa. 

DANIEL  VON  HOFF,  MD,  San  Antonio, 
was  elected  to  the  Subspecialty  Board  on 
Medical  Oncology'  of  the  American  Board 
of  Internal  Medicine.  Dr  Von  I loft  is  pro- 
fessor of  medicine/oncology  at  ITie  Uni- 
versity of  Texas  Health  Science  ('enter  at 
San  Antonio. 

JAMES  R.  WINN,  MD,  Uvalde,  has  been 
selected  as  executive  vice  president  and 
chief  executive  officer  of  the  Federation 
of  State  Medical  Boards  of  the  United 
States.  ITie  federation  is  the  national  vol- 
untary organization  of  all  state  medical  li- 
censing and  disciplinary  boards  in  the 
nation.  Its  membership  also  includes  the 
medical  boards  of  the  District  of  Colum- 
bia, Guam,  Puerto  Rico,  and  the  Virgin  Is- 
lands, and  1 2 of  the  1 6 separate  state 
boards  of  osteopathic  medicine. 
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MICHAEL  R.  ANTOPOL,  MD,  cardiotho 
racic  surgeon  formerly  of  San  Antonio. 
Died  Aug  8,  1 989;  age  -49.  Dr  Antopol 
was  a 1969  graduate  of  New  York  Medi- 
cal (College.  He  served  an  internship  and 
residencies  at  Letterman  Army  Medical 
(Y-nter  in  San  Francisco.  At  his  death,  Dr 
Antopol  was  a colonel  in  the  US  Army 
Medical  Corps  and  was  a 26-year  veteran 
of  the  Army. 

JOE  A.  B'^'BEE,  MD,  retired  pediatrician 
living  in  Houston.  Died  Sept  2,  1989;  age 
98.  Dr  By  bee  graduated  from  The  Univer 
sity  of  Texas  Medical  Branch  at  Galveston 
in  1919.  He  served  an  internship  at  St 
Louis  ( Mo ) City  Hospital.  Dr  Bybee  prac- 
ticed pediatrics  in  Beaumont  for  50 
years.  He  served  as  president  of  the 
Texas  Society  of  Pediatrics  in  1953  and 
was  an  honorary  member  of  Texas  Medi 
cal  Association. 

ALFRED  M.  CINNAMON,  MD,  retired 
Dallas  internist.  Died  Sept  ■^,  1989;  age 
85.  Dr  Cinnamon  received  his  medical 
degree  in  1930  from  Baylor  College  of 
Medicine,  and  served  an  internship  at 
Baylor.  Dr  Cinnamon  was  on  the  st;ift  of 
Baylor  Medical  Center  for  56  years  and 
was  an  honorary'  member  of  Texas  Medi- 
cal As.sociation. 

JEFFERSON  C.  DAVIS,  MD,  an  aerospace 
medicine  .specialLst.  Died  July  31,  1989; 
age  56.  Dr  Davis  graduated  in  195"’  from 
the  University  of  Mi.ssouri  School  of 
Medicine.  He  served  an  internship  at 
Bellevue  Ho.spital  in  New  York  (aty  , and 
residencies  at  the  University  of  (California 
at  Berkeley  and  the  US  Air  Force  School 
of  Aero.space  Medicine.  Dr  Davis  served 
in  the  US  Air  Force  from  1958  until  1979. 

WILLIAM  D.  DAWSON,  MD,  retired  Tex- 
arkana general  surgeon.  Died  Aug  5, 

1989;  age  68.  Dr  Dawson  was  a 194.3 
graduate  of  The  University’  of  Texas 
Medical  Branch  at  Galveston.  After  an  in 
ternship  at  Gallinger  Municipal  Hospital 
in  Washington,  D(C,  he  .served  during 
World  War  11  with  the  US  Army.  He 
served  residencies  at  the  Alton  Ochsner 
Medical  Foundation  in  New  Orleans  and 


Huey  P.  Long  (Charity  Hospital  in  Alex- 
andria, La. 

STEVEN  RU.SSELL  DEEN,  MD,  Houston 
specialist  in  emergency  medicine.  Died 
Feb  I 1 989;  age  3(>  Dr  Deen  graduated 
from  The  Uni\  er.sity  of  Texas  Medical 
Branch  at  Galveston  in  1980.  He  ser\ed 
an  internship  and  residency  at  (Charity 
Hospital  in  New  Orleans. 

LINDSEY  T.  ELDER,  JR,  MD,  Dallas  family 
practitioner.  Died  Aug  19,  1989;  age  6,3. 
In  1950  Dr  Elder  graduated  from  Harx  ard 
Medical  School.  He  ,ser\  ed  an  internship 
an  internship  at  William  Beaumont  Army 
Ho.spital.  Dr  Elder  had  practiced  medi 
cine  in  Dallas  for  3(4  years. 

(CARL  B GOOLSBY,  MD,  retired  (Crockett 
general  practitioner.  Died  Aug  4,  1 989; 
age  ■'().  Dr  GooLsby  received  his  medical 
degree  in  1942  from  The  University  of 
Texas  Medical  Branch  at  (jalveston.  After 
an  internship  at  (City’  (County  Hospital  in 
Binghamton,  N3',  he  served  with  the  US 
Army  during  World  W ar  IT  He  practiced 
medicine  for  42  years  before  his  retire- 
ment in  1984. 

JOHN  W HEWAT  T,  JR,  MD,  retired  Fort 
W'orth  family  practitioner.  Died  Sept  I 3. 
1989;  age  82.  Dr  Hewatt  was  a 1934 
graduate  of  Baylor  University  (College  of 
Medicine.  He  served  an  internship  at  St 
Joseph  Hospital  in  San  Francisco.  During 
W'orld  War  II,  Dr  Hewatt  served  as  a 
flight  surgeon  in  the  US  Army  Air  Forces 
in  the  (China  Burma-India  Theater. 

EDWARD  R HOFFMAN,  MD,  Garland 
obstetrician  and  gy  necologist.  Died  Aug 
2(4,  1989;  age  61.  Dr  Hoffman  graduated 
in  19(4  1 from  The  University  of  Texas 
Southwestern  Medical  School  and  .served 
his  internship  at  Baylor  University  Medi 
cal  (Center. 

In  the  June  1989  issue  of  Texas  Med  id  )ie 
it  was  incorrectly  reported  that  JOHN 
(CLINTON  KOCH,  MD,  Lufkin  ophthal 
mologist,  died  on  March  21,  1989.  He 
died  on  March  20,  1989.  Dr  Koch  grad- 
uated in  1950  from  Ba\  lor  Medical 
School  in  Houston.  He  served  an  intern- 
ship at  Jefferson  Davis  Hospital  and  a 
one-year  surgical  residency  at  Southern 
Pacific  Railroad  Hospital,  both  in  Hous- 
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ton.  Following  mo  years  as  a captain  in 
the  I'S  Air  Force  serving  in  Korea,  Cjuam. 
and  Fort  VC'orth,  Dr  Koch  completed  an 
ophthalmological  residency  at  Fulane 
University  School  of  .Medicine  in  New 
Orleans.  Dr  Koch  was  the  first  ophthal- 
mologist in  Angelina  (a)imt\’.  He  was  a 
past  president  of  the  Angelina  (ioiinty 
Medical  Society  and  served  as  president 
in  1968  of  the  Texas  Ophthalmological 
Association.  In  1980  he  completed  a mas- 
ter's degree  in  public  health  at  Hie  I'ni- 
versiu  of  Texas  School  of  Public  Health 
in  Houston. 

ROIAND  C.  Kl'FPKR,  MD,  retired  San  An- 
tonio family  practitioner.  Reported  de- 
ceased. Dr  Kupper  was  a 1940  graduate 
of  Baylor  Dniversity  Cktllege  of  Medicine. 
He  ser\  ed  an  internship  and  residency  at 
Robert  B.  Green  Hospital.  Dr  Kupper  was 
an  honorary-  member  of  Texas  Medical 
Association. 

RAFPH  L.  MARX,  MD.  retired  San  Antonio 
internist.  Died  June  17,  1989;  age  81.  Dr 
Marx  received  his  medical  degree  in 
1932  from  the  Dniversity  of  Oklahoma, 
He  served  an  internship  at  University 
Hospital  in  Oklahoma  (aty  and  a resi- 
dency at  Fitzsimons  Army  Hospital  in 
Denver.  From  1933  to  1938  he  served 
with  the  US  Army  Medical  (iorps. 

HFNRIF  E,  MAST,  MD,  retired  Midland 
general  surgeon.  Died  Aug  3,  1989;  age 
Dr  Mast  graduated  in  1933  from 
Johns  Hopkins  University  School  of  Medi- 
cine. He  served  an  internship  at  Union 
Memorial  Hospital  in  Baltimore.  During 
VC'orld  Vi  ar  11,  Dr  .Mast  served  with  the  US 
Na\y.  He  was  an  honorary’  member  of 
Texas  Medical  Association. 

VC'A3'NE  RliESER,  MD,  retired  Temple  ra- 
diologist, formerly  of  .Marlin.  Died  Aug 
14,  1989;  age  76.  Dr  Reeser  was  a 1939 
graduate  of  the  I'niversitv’  of  Illinois  Col- 
lege of  Medicine.  He  served  an  internship 
and  residency  at  Dallas  Methodist  Hospi- 
tal. During  World  Vi'ar  II  he  served  with 
the  US  Army  Air  (iorps.  Dr  Reeser  prac- 
ticed medicine  for  43  years. 

WITTIA.M  HUBERT  SEAEE.  MD,  retired 
Abilene  eye,  ear.  nose,  and  throat  spe- 
ciali.st.  Died  Aug  20,  1989;  age  89,  A 
1926  graduate  of  Baylor  Universitv’  Col- 


lege of  Medicine,  Dr  Seale  ser\’ed  an  in- 
ternship at  Fitzsimons  General  Hospital 
and  a residency  at  the  New'  4’ork  Poly- 
clinic. He  was  a US  Army  veteran  of 
VC'orld  War  11.  Dr  Seale  was  an  honorar)- 
member  of  Texas  .Medical  Association. 

LLO\'D  ALVA  STORRS,  MD,  Lubbock 
otolaryngologist.  Died  Aug  21.  1989;  age 
6"^.  Dr  Storrs  received  his  medical  degree 
in  194"’  from  Baylor  University  College 
of  Medicine.  After  an  internship  at  St 
Louis  (Mo)  (an-  County  Ho.spital,  he 
served  a residency  at  Veterans  Hospital  in 
St  Louis.  Dr  Storrs  was  a US  Air  Force 
veteran. 


MA'ER  S'lT'MER,  .MD,  retired  Seabrook 
orthopedic  surgeon.  Died  Aug  1 1,  1989; 
age  68.  Dr  Stumer  graduated  in  194‘^ 
from  The  University  of  Texas  Medical 
Branch  at  Galveston.  After  an  internship 
at  .Michael  Reese  Hospital  in  (diicago,  he 
served  a residency  at  ,Mt  Sinai  Ho.spital  in 
C;hicago.  He  completed  his  orthopedic 
training  at  the  VA  Hospital  in  Dearborn, 
.Mich,  and  the  Shriners  Hospital  for 
Crippled  (diildren  in  Oak  Park,  III.  Dr 
Stumer  practiced  medicine  in  Houston 
for  20  years  before  moving  to  Galveston. 

CHARLES  J.  TERRELL,  .MD,  retired  Eort 
Worth  general  surgeon.  Died  Aug  27, 
1989;  age  ^5.  Dr  Terrell  was  a 193"’ 
graduate  of  The  Universip  of  Texas 
.Medical  Branch  at  Galveston.  He  served 
an  internship  at  General  Hospital  in  K;m 
sas  Citv',  Mo,  and  a residency  at  All  Saints 
Ho.spital  in  Fort  W'orth.  During  World 
War  11,  he  served  in  the  US  Army  Air 
Cttrps.  Dr  Terrell  was  an  honorarv’  mem- 
ber of  Texas  Medical  Association. 
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Is  Not 
Enough. 


Surveys  indicate  that  mony 
parents  overestimate  the 
physical  fitness  of  their  children 
because  they  appear  so  active. 
The  fact  is,  to  be  physically  fit, 
children  need  one  to  two  hours 
of  vigorous  exercise  each  day. 

What  can  you  do  to  ensure 
that  your  children  get  enough 
exercise?  Try  the  following: 

■ Discuss  your  child's  overall 
physical  fitness  with  your 
school's  Physical  Education 
teacher. 

■ Make  a conscious  effort 
to  monitor  the  type  and 
amount  of  exercise  your 
child  gets  both  in  and  out 
of  school. 

■ Be  aware  of  your  child's 
weight  in  comparison  to  medi- 
cally accepted  norms  for  his  or 
her  age  and  size. 

With  the  right  amount  of 
daily  exercise,  teenagers 
and  children  of  all  ages  will 
get  the  most  from  school . . , 
and  play. 

For  more  information,  write  to-. 


Fitness,  Dept.  84, 


Washington, 

DC  20001. 


The  President's 
Council  on 
Physical  Fitness 
and  Sports 
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With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 
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Day  care — the 

pediatrician’s 

perspective 


Physicians  arc  frequently  called  upon  to  make  rec- 
ommendations to  parents  ahoid  day-care  atrange- 
ments.  hat  may  feel  poorly  qualified  to  give  advice 
to  parents.  Vi  idespread  use  of  alternative  care 
airangemetds  for you)ig  children  has  been  the 
practice  for  only  about  20  years.  The  impact  of  al- 
ternative care  cm  children  is  continually  being  re- 
evaluated. hut  certain  aspects  are  clear.  Quality  of 
care  varies  greatly  from  setting  to  setting,  and  gov- 
ernment guidelines  do  not  ensure  good  quality. 
Physicians  caring  for  children  should  he  atvare  of 
the  possible  effects  of  day  care  cm  their  patients 
and  should  be  able  to  make  recommendextions  to 
parents.  Physicians  also  have  an  opportimity  to 
serve  as  advocates  for  children  in  promoting 
cpiality  altextiative  care  axraxigements. 

K^A■^X  ORDS  I).\)  CARK.  C;HI1.I)  ( ARE.  ( HIl.l)  I)E\  E1X)PMENT. 
HEALTH,  SAFET)’.  PARENTIN(,.  ANTICIPATOR)  (iCIDANCE 


Physicians  who  deal  with  children  are  fre- 
quently asked  for  advice  on  the  advantages  of 
different  day-care  arrangements  for  children, 
and  for  information  about  the  effects  of  day  care  on 
the  development  of  infants  and  children.  Most  phy- 
sicians are  not  prepared  to  answer  such  questions 
informatively.  Yet  day  care  has  become  a major 
source  of  influence  on  children  in  our  society.  In 
1985.  over  8 million  children  under  the  age  of  5 
years  required  care  while  their  mothers  were  em- 
ployed, and  almost  6 million  were  cared  for  outside 
the  home  ( I ). 

Hiere  are  many  different  forms  of  alternative  care 
arrangements  for  children,  ranging  from  formal  day- 
care centers  to  in-home  care  by  a relative  or  other 
adult.  Hie  American  Academy  of  Pediatrics  defines 
day  care  as  “the  care,  supervision,  and  guidance  of  a 
child  or  children,  unaccompanied  by  parent  or 
other  legal  custodian,  on  a regular  basis,  for  periods 
of  less  than  2-e  hours"  (2). 

Certainly  all  physicians  who  care  for  children  arc- 
aware  of  the  impact  of  group  settings  on  the  trans- 
mission of  communicable  disease  ( 3 — 6).  Docu- 
mentation of  immunization  status  and  absence  of 
infectious  disease  for  day-care  admission  of  patients 
is  a daily  task.  'ITie  focus  of  this  discussion  will  be 
on  the  history  and  scope  of  day  care  and  the  effects 
of  day  care  on  the  health  and  development  of  in- 
fants and  children.  Factors  parents  should  look  for 
in  a day-care  program  and  the  role  physicians 
should  play  in  advising  parents  about  day  care  will 
also  be  di.scussed. 

History  of  day  care 

llie  first  day  nurseries  in  the  I'nited  States  opened 
in  the  192()s  in  New  'i'ork  and  Boston  and  were  op- 
erated by  charitable  agencies  for  "children  of 


worthy  working  mothers.”  Care  outside  the  home 
remained  limited  until  female  workers  were  needed 
in  factories  manufacturing  equipment  and  ammuni- 
tion during  World  War  II.  Eleanor  Roosevelt  assisted 
in  the  passage  of  the  I.arham  Act,  which  resulted  in 
the  establishment  of  federally  supported,  24-hour 
child-care  centers  near  manufacturing  plants.  ITiese 
centers  were  closed  after  the  war  ( 2,7,8 ). 

It  was  not  until  1965  that  another  federally  sup- 
ported program  for  day  care  was  instituted.  Head 
Start  Programs  were  created  to  provide  a stimulat- 
ing preschool  environment  that  would  enhance  the 
achievement  of  children  from  underprivileged 
homes.  ITiese  children  were  subsequently  shown  to 
need  fewer  special  education  classes,  less  frequenth 
failed  to  be  promoted,  were  more  likely  to  com- 
plete high  school,  had  higher  rates  of  subsequent 
employment,  and  ultimately  better  paying  jobs 
( 2,7,8 ).  T his  experiment  in  large  scale,  develop- 
mental day-care  facilities  for  the  indigent  is  widely 
judged  to  be  a succe.ss. 

Current  status 

Today,  day  care  is  needed  not  only  to  enhance  the 
development  of  undeqirivileged  children,  but  akso 
to  provide  a healthful  and  stimulating  environment 
for  children  of  single  parents  and  families  where 
both  parents  work  by  preference  or  for  financial 
need.  In  1981,  more  than  half  of  IN  mothers  worked 
outside  the  home  (9).  Fast  year  19.8  million  I S 
w'omen  having  children  under  the  age  of  18  were 
part  of  the  American  labor  force,  and  o\  er  55%  of 
married  and  separated  and  ^0%  of  divorced  women 
with  children  under  6 years  were  employed  ( 10  ) 
Currenth'  58%  of  children  w ill  have  .spent  at  least 
part  of  their  childhood  in  a single  parent  home  by 
the  time  they  reach  young  adulthood  ( I 1 ) It  is  es- 
timated that  by  1990,  ^5%  of  all  American  mothers 
will  be  employed  (12).  T hough  some  physicians 
ma\'  view-  these  statistics  with  dismay,  the)'  ha\e  a 
re.sponsibility  to  give  families  informed  atb  ice  that 
is  sensitive  to  their  needs 

In  the  day-care  market,  supph  lags  far  behind  de- 
mand. especially  for  "good"  day  care.  In  parts  of 
Chicago,  women  have  placed  their  names  on  day- 
care waiting  lists  at  the  time  the)'  become  engaged — 
hoping  a spot  will  be  open  b)  the  time  the)  have- 
children  (personal  communication,  Patricia  Murphy, 
MD,  November  198"^).  Some  subsidized  govern- 
ment programs  in  Chicago  have  an  18-  to  24-month 
waiting  period.  TTie  result  of  such  shortages  is  that 
one  child  in  six  under  age  1 3 years  may  lack  super- 
vision while  the  parent  is  awa)'  ( 2 ).  T his  situation  is 
exacerbated  by  the  high  cost  of  day  care,  which  ex- 
cludes man)'  families.  T he  typical  cost  of  full-time 
day  care  is  about  53.060  per  child  per  year,  or  one 
half  the  poverty  level  income  for  a famih'  of  four  in 
1986(13). 
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Most  (Jay-carc  arrangements  involve  either  super- 
vision in  the  child's  own  home,  family  or  home- 
based  care,  or  organized  day  care  or  preschool.  All 
50  states  have  enacted  legislation  covering  licensing 
and  registration  of  day-care  facilities,  hut  provisions 
vary  . I'he  Texas  Department  of  Human  Resources 
regulates  “registered  family  homes,”  “group  day- 
care homes,”  and  “day-care  centers”  in  Texas.  Regu- 
lations in  at  least  70%  of  the  states,  Texas  included, 
cover  physical  examinations  and  immunizations,  no- 
tifying parents  of  any  communicable  disease  at  the 
center,  isolation  of  ill  children,  and  handling  of  pre- 
scription drugs  ( 3 ) Other  regulations  in  Texas 
include  fire  prevention,  sanitation,  safety,  and  nutri- 
tional guidelines  for  day-care  settings.  Provisions 
covering  enrichment  or  developmental  programs 
are  vague;  group  day-care  homes  ( l-a ) and  day-care 
centers  (15)  are  required  to  provide  “activities  ( to  ) 
promote  each  child's  physical,  emotional,  .social,  and 
mental  growth.  ” In  addition,  individuals  convicted 
of  certain  criminal  offen.ses  are  excluded  as  care 
givers  ( 16).  and  group  sizes  for  \’arious  ages  and  set- 
tings are  regulated. 

Ticensing  requirements  ;iff'ect  only  the  minority 
of  children  in  alternative  care  arrangements.  The 
National  Ohild  (;are  Consumer  Survey  in  I9'^5  re- 
ported that  there  were  1.3  million  family  day-care 
homes,  and  90%  were  unregulated  (17).  Many  of 
the  care  givers  lacked  formal  training.  Currently,  a 
registered  family  home  in  Texas  may  ha\  e up  to  sLx 
children  (four  infants)  in  a single  home  with  up  to 
12  children  present  at  one  time  if  the  additional 
children  are  the  care  giver's  own  or  siblings  of  full- 
day  children  who  are  present  ;iffer  school  only 
( l(i).  Since  many  family  homes  are  not  registered, 
parents  may  be  unaware  of  whether  basic  safety  and 
nutritional  needs  are  being  met,  and  excessive  num- 
bers of  children  may  be  cared  for  in  such  a setting. 
Nationwide,  more  than  2 million  children  receive 
this  type  of  care  (17). 

Child-care  centers  contain  the  smallest  total  num- 
ber of  children  Though  estimates  vary,  probably 
only  1 5%  —23%  of  the  children  of  working  parents 
are  in  this  setting  ( 18  ).  This  is,  ho\\'ever,  the  fastest 
growing  sector  of  the  day-care  market.  Texas  guide- 
lines for  day-care  centers  are  more  detailed  and 
complex  than  those  for  registered  homes. 

Effects  of  day  care  on  infants  and  young 
children 

Many  parents  express  concerns  about  the  possible 
effects,  both  positive  and  negative,  of  day  care  on 
their  children.  In  his  excellent  review  of  the  effects 
of  day  care  on  child  de\'elopment,  Michael  Rutter 
states,  “Although  day  care  for  very  young  children  is 
not  likely  to  result  in  serious  emotional  disturbance, 
it  would  be  misleading  to  conclude  that  it  is  with- 
out risks  or  effects.  ...  I lowever.  early  claims  that 


proper  mothering  was  only  possible  if  the  mother 
did  not  go  out  to  work  were  not  only  premature, 
but  wrong.  " ( 19  ) 

1 low,  then,  can  the  physician  respond  to  parents’ 
questions  regarding  the  effects  of  day  care  on  their 
children,  particularly  veiy  young  children?  Two 
issues  have  been  formally  investigated:  attachment 
or  selective  bonding  to  a care  giver,  usually  the 
mother,  and  social  and  intellectual  development. 

I’he  only  validated  and  reliable  instrument  for  the 
assessment  of  parent-infant  attachment  is  that  of 
Ainsworth  and  colleagues  called  “Strange  Situation.” 
Hiis  technique  is  based  on  a series  of  situations  in- 
vol\  ing  the  infant,  one  parent,  and  a stranger.  Sepa- 
ration from  and  reunions  with  the  parent,  in  the 
presence  and  absence  of  the  stranger  are  staged  in 
such  a way  that  the  infant  is  stre.ssed  and  conduct 
can  be  scored  ( 20 ).  Early  studies  using  30-month- 
old  children  \\  ho  had  been  in  day  care  since  6 
months  of  age  failed  to  reveal  any  differences  in  at- 
tachment behaviors  between  day-care  children  and 
controls  ( those  cared  for  in  home  by  mothers ) 

(21).  Kagan  found  that  day-care  and  control  chil- 
dren were  equally  likely  to  approach  their  mothers 
when  stressed  by  boredom,  fatigue,  or  uncertainty 
( 22  ).  Hlehar  has  reported  that  2-year-olds  newly 
placed  in  day  care  regress  in  their  maturit}’  level 
and  experience  a disrupted  relationship  with  their 
mother  ( 23 ),  but  the,se  results  have  not  been  sup- 
ported by  others  ( 24-26),  perhaps  because  Blehar’s 
measures  were  made  shortly  after  the  children  en- 
tered day  care.  Though  most  studies  of  this  nature 
have  included  children  who  come  from  relatively 
secure  home  en\  ironments,  Rutter’s  review  clearly 
concludes  that  children  in  a variety  of  day-care  set- 
tings consistently  develop  emotional  bonds  to  their 
parents  in  a manner  that  closely  resembles  the 
bonding  of  children  reared  at  home. 

The  effects  of  day  care  on  social  and  intellectual 
development  are  harder  to  ascertain.  Tally  showed 
that  the  abilities  and  behaviors  of  low-income  chil- 
dren could  be  enhanced  by  day-care  experience 
( 27).  The  day-care  children  in  his  study  not  only- 
scored  higher  on  standard  intelligence  tests  at  36 
months  of  age,  they  were  also  more  friendly,  curi- 
ous, competitive,  persistent,  and  responsive  to  the 
teachers  than  home-rai,sed  controls.  I’hese  findings 
support  the  conclusions  of  Hunt  who  argued  that 
intelligence  is  not  fixed  at  birth  but  depends  on 
experience  and  environment.  Such  research  was 
used  to  support  the  development  of  Head  Start  Pro- 
grams ( 28 ). 

Social  development  of  infants  has  been  evaluated 
by  Currier  and  Schmith  in  their  study  of  preschool 
children  in  home  care  as  compared  to  day-care  set- 
tings. They  found  no  statistically  significant  differ- 
ences in  scores  on  the  Vineland  Scale  of  Social 
Maturity  (29).  Kagan  compared  100  day-care  and 
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homc-carc  infants  u lio  started  day  care  as  early  as 
3.‘>  months  of  age  and  found  no  differences  in  their 
responses  to  stress.  However,  this  result  has  been 
tiuestioned,  beeanse  the  measure  of  stress  used,  in- 
hibition of  activity  induced  by  introduction  of  a 
strange  child  into  the  room,  peaked  at  a later  age  in 
home-reared  infants  ( 30 ). 

'ITiese  reassuring  findings  may  not  tell  the  entire 
store’,  however,  Belsky’s  revieee'  of  the  often  contliet- 
ing  findings  in  the  literature  concludes  that  while 
children  in  day  care  from  early  infancy  have  been 
shown  in  some  settings  to  show  more  peer  interac- 
tion than  home  care  children,  there  is  at  least  .some 
evidence  that  these  same  children  have  a tendency 
to  be  more  aggressive,  and  to  show  more  non- 
compliance  and  withdrawal  than  children  eared  for 
at  home  for  the  first  year  of  life  (31  )•  Bel.sky  joins 
Brazelton  in  advocating  public  and  cultural  support 
for  a parental  leave  policy  which  would  guarantee 
the  right  of  one  parent  to  provide  care  for  the  infant 
without  loss  of  job,  and  preferably  with  some  con- 
tinuation of  income,  for  at  least  the  first  several 
months  of  the  infant’s  life  ( 32 ). 

Guidelines  for  parents 

It  may  seem  an  impossible  task  for  a parent  to  evalu- 
ate each  potential  setting  and  to  .select  the  one  best 
day-care  arrangement  for  each  child.  It  is  certainly 
rea.ssuring  that  studies  ha\'c  failed  to  demonstrate 
serious,  long-term  problems  with  the  development 
and  welfare  of  infants  and  children  who  spend  sub- 
stantial amounts  of  time  in  day  care.  Clearly,  qualib’ 
of  care  is  of  paramount  importance,  and  individual 
needs  vary  . 

If  a parent  limits  selection  to  only  registered  or  li- 
censed care,  there  is  at  least  a degree  of  a.ssuranee 
that  basic  health,  safety,  and  nutritional  standards 
will  be  adhered  to,  but  some  desirable  settings  may 
be  overlooked. 

Perhaps  the  first  issue  that  parents  can  a,ssess  is 
group  size.  Hie  National  Day  Care  Study  in  197-r  ad- 
dre.ssed  the  questions  of  how  staff-child  ratios, 
group  size,  and  staff  qualifications  ;iffeeted  the  cost 
and  quality’  of  care  experienced  by  preschool  chil- 
dren in  federally  subsidized  day-care  settings,  fhey 
found  that  children  were  more  cooperative  and 
creative  in  small  groups,  and  that  limited  group 
size,  rather  than  high  st:iff-child  ratios,  was  a more 
powerful  determinant  of  quality  . I'hus  the  presence 
of  a large  number  of  care  givers  to  tend  a large 
group  did  not  maximize  the  quality  of  the  environ- 
ment ( 33 ). 

What  constitutes  adequate  training  for  pro\  iders 
of  quality  day  care  is  not  entirely  clear.  ITie  National 
Day  Care  Study  indicated  that  caretakers  with  train- 
ing related  to  small  children  had  a higher  degree  of 
social  interaction  with  the  children.  Training  should 
be  in  many  areas — not  just  infant  development — 


and  should  include  i.ssues  such  as  the  spread  of  dis- 
ease, nutrition,  storage  of  food  and  .soiled  diapers, 
hand  washing,  recognition  of  illness,  and  exclusion 
of  sick  children.  However,  for  the  parent,  finding 
care  givers  with  such  training  is  difficult  except  in 
large  day-care  centers,  and  there  are  suitable  and 
knowledgeable  care  givers  who  lack  formal  training. 

Though  there  are  relatively  few  illne.sses  for 
which  a child  must  be  excluded  from  day  care,  pol- 
icy recommendations  differ,  depending  upon  the 
space  and  personnel  available  to  care  for  ill  chil- 
dren. Parents  should  know  in  ath  ance  circum- 
stances under  which  children  are  allowed  to  remain 
in  the  center  or  home.  Balancing  the  needs  of  i’)ar- 
ents  and  care  givers  is  complex  ( 2 ). 

The  American  Academy  of  Pediatrics  offers  de- 
tailed checklists  for  parents  to  use  when  e\'aluating 
their  current  and  potential  day-care  arrangements 
( 2 ).  In  general,  a parent  should  consider  the  follow- 
ing areas: 

1.  Ciroup  size  and  caretaker  ratios:  Higher  care- 
taker-child ratios  are  indicated  for  young  infants 

( ideally  1 :3  or  1 :-4  in  groups  of  up  to  8 infants ).  w ith 
lower  ratios  ( 1:4  to  1:5  in  somewhat  larger  groups) 
for  toddlers.  More  .school-aged  children  per  adult  is 
probably  acceptable. 

2.  Training:  \X  hile  formal  training  for  the  care  of 
children  is  desirable,  it  is  not  always  practically 
available.  However,  informed  parents  can  insist  that 
standards  of  hygiene  and  nutrition  be  met. 

3.  St;iff  turnover:  .Staff  changes  should  be  kept  to 
a minimum  to  promote  trust.  A history  of  high  staff 
turnover  may  indicate  employee  dissatisfaction  and 
may  mean  that  a particular  en\  ironment  is  less 
desirable. 

■4.  Atmo.sphere:  The  environment  should  be 
happy  and  friendly,  and  child-oriented  rather  than 
caretaker-oriented. 

5.  Policy  on  illness:  Parents  should  ask  pro.spee- 
tive  day-care  pensonnel  to  supply  them  w ith  a w rit- 
ten policy  concerning  illness.  Though  not  always 
practical,  it  is  desirable  for  parents  to  identify  an  al- 
ternative caretaker  who  will  keep  the  child  during 
minor  illne.s.ses. 

6.  .Safety:  S;if'ety  issues  are  addressed  by  regula- 
tory agencies,  but  are  easily  o\'erlooked  or  \'iolated. 
Parents  should  insist  on  smoke  detectors,  fire  ex- 
tinguisher and  fire  drills,  use  of  .seat  belts  on  excur- 
sions, railings  or  gates  on  stairs,  appropriate  water 
temperatures  to  prevent  scalding,  and  access  to  de- 
velopmentally  appropriate  playground  et|uipment 
with  close  supervision. 

The  best  measure  of  the  sucee.ss  of  a particular 
program  is  the  consistent,  sequential  development 
of  each  child  who  participates  in  the  daily  activities 
w ith  enjoyment  ( 2 ). 
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Guidelines  for  physicians 

'nie  role  of  the  physician  is  not  limited  to  advising 
parents  about  day-care  arrangements.  Physicians 
also  should  help  parents  in  the  following  ways: 

1.  Help  parents  select  day-care  arrangements  that 
meet  their  family’s  needs  and  provide  a supportive 
experience  for  their  children. 

2.  Help  anxious  or  guilt-ridden  parents  under- 
stand and  deal  with  their  painful  emotions. 

Support  public  efforts  to  ensure  an  adequate 
supply  of  good  care  givers  and  quality  day-care  en- 
vironments that  meet  diverse  family  needs. 

-t.  Distribute  guides  to  day-care  selection. 

5 Encourage  parents  to  interview  several  care 
givers  and  examine  several  day-care  centers  and  to 
observe  children  in  these  centers  as  well  as  their 
own  children  after  they  are  enrolled. 

6.  As  employers,  consider  allowing  and  even  en- 
couraging mothers  of  young  children  to  explore  op- 
tions for  shared  positions  or  part-time  work  where 
this  is  ffnancially  possible  and  desirable  to  the 
parent. 

Conclusion 

In  conclusion,  we  kncjw  that  widespread  use  of  day 
care  is  a reality  in  our  .society.  Quality  care  does  not 
appear  to  have  adverse  effects  on  the  .social  or  intel- 
lectual development  of  children  and  can  enhance 
development  where  the  home  situation  is  limited. 
Physicians  have  an  important  role  to  play  as  advisers 
to  parents  regarding  day-care  decisions  and  as  advo- 
cates for  higli  standards  of  care. 
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For  cuUlitiomd  resources  on  this  topic,  see  the  MORE  ON 
THE  SI  ’EJECTS  defnirtment  in  this  issue. 
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I Leasing  is  a cost-effective  way  to  acquire  state-of-the-art  diagnostic 
equipment  that  enables  you  to  provide  your  patients  with  quality, 
comprehensive  medical  care.  Additionally,  leasing  preserves  your 
working  capital  and  allows  you  to  use  the  revenue  generated  from 
your  equipment  to  make  your  monthly  lease  payment. 

I With  today’s  rapid  changes  in  medical  technology,  it  is  often  wiser 
to  “use”  or  lease  equipment,  a depreciating  asset,  rather  than  to 
“own”  it.  And  recognizing  that  your  time  is  valuable,  Bell  Atlantic 
TriCon  makes  the  leasing  process  easy  for  you. 

I Now  you  can  share  in  leasing’s  benefits  at  special,  low  Texas 
Medical  Association  member  rates.  For  a competitive  lease  quote 
and  program  details,  contact  the  medical  leasing  specialists  at 
Bell  Atlantic  TriCon. 
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Finally  — An  Affordable  Computer  System 
Designed  Specifically  For 
The  Medical  Office  Profession 

Physician  Office  Management  Software  System 
offers  these  outstanding  features: 

• Patient/Family  Billing  with  Aging. 

• Superbills  and  Charge  Slips  generated  at  the  time  of  visit 
for  direct  billing  by  patient  to  insurance  company. 

• Individual  or  batch  mode  of  operation. 

• Open-Item  billing  with  complete  tracking  of  patient 
charges,  payments  and  adjustments. 

• User  defined  CPT-4  and  ICD'9  Codes. 

• Multiple-level  fee  structures. 

• Rapid  front-desk  patient  processing  with  point  of  service 
bill/receipt/insurance  claim  form. 

• Automatic  information  transfer  to  medical  records. 

• Automatic  processing  of  claims  to  secondary  carriers. 

• Patient  and  third  party  billing. 

• Detailed  Practice  Management  reporting. 

• Accounts  Receivable  analysis. 

• Aged  Accounts  Receivable  reports. 

• Quick  view  of  patient’s  information. 

• Statistical  Reports  (ICD'9,  CPT'4,  Referring 
Doctors,  Hospital,  . . .) 

• Day  Sheet  Reports. 

• Recall  Notices. 

• Appointment  Scheduling  (Optional). 

• Word  processing  interface  (Optional). 

• Submit  claims  electronically  to  Medic 
Medicaid,  and  Blue  Cross  Blue  Shield. 

(optional) 


For  a FREE  on-site  demonstration  Integrated  Medical  System 

please  contaa  us  at  2225  E Randol  Mill  Road  • Suite  531 

(817)  640-9860  (Metro)  Arlington,  Texas  7601) 


•A  Subdivision  of  NcTECH  Computer  Service  Corporation 
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Each  capsule  contains  3 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {eg , operating  machinery,  driving). 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  m most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ulanties,  nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEC  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis) , jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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In  IBS/  when  it's  brain  versus  bowel, 
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^ prescription. 


ITS  TIME 
lORTHE 
PEACEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 
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The  current  epidemic  of  HTV  infection /AIDS  ini- 
tially limited  to  homosexual  males  appears  to  he 
spreading  through  heterosexual  transmission  and 
intravenous  drug  abuse.  Infants,  children,  and 
adolescents  are  affected.  We  examine  the  modes  of 
transmission  of  HTV  infection  in  this  population 
and  the  impact  the  spreading  of  this  infection  in 
the  pediatric  age  group  will  have  on  Texas. 

KTA  WORDS  MB'  INFECTION,  AIDS,  INFANTS,  CHILDREN  AND 
ADOLESCIENTS 


Recently,  a study  conducted  by  the  Texas  De 
partment  of  Health  gave  us  the  first-ever  in 
dication  of  the  frequency  of  infection  with 
the  human  immunodeficiency  virus  ( HIV ) among 
pregnant  women  in  Texas.  Although  regional  varia- 
tions appear  to  exist,  the  overall  frec|uency  was 
found  to  be  0.94  per  1,000  pregnant  women.  One- 
may  think  that  this  is  a low  frequency  and  that  the 
problem  of  pediatric  HIV  infection/AIDS  through 
“vertical  transmission”  is  and  will  continue  to  be  a 
minor  public'  health  problem  infrequently  eneoun 
tered  by  practicing  physicians.  Unfortunately,  those 
of  us  who  deal  daily  with  infants  and  children  who 
have  HIV  infection/AIDS  are  alarmed  by  these  fig- 
ures and  worried  that  both  the  state  of  Texas  and 
the  medical  community  may  not  be  ready  to  face  a 
situation  that  will  create  serious  medical,  psycho- 
social, societal,  and  fiscal  problems  in  the  near  fu 
ture.  ITie  faculty  of  the  South  Texas  Cdiildren’s  AIDS 
Center,  a demonstration  project  jointly  funded  by 
the  Office  of  Maternal  and  Child  Health  of  the  US 
Department  of  Health  and  Human  Services  and  The 
University  of  Texas  Health  Science  Center  at  San  An 
tonio,  have  prepared  a series  of  articles  which  will 
appear  monthly  in  Texas  Medicine  in  an  effort  to  in 
form  and  share  with  the  Texas  medical  community 
their  experiences  in  dealing  daily  with  infants  and 
children  infected  by  the  HIV. 

Acquired  immunodeficiency  syndrome  cau.sed  by 
HIV  infection  has,  as  predicted  earlier,  aftected  the 
population  of  pediatric  age  in  our  country.  The  US 
Surgeon  General  has  predicted  that  by  1 99 1 , there 
will  have  occurred  3,909  cases  of  AIDS  in  children 
under  the  age  of  13(1)  If  one  assumes  that  pedi 
atric  age  extends  from  birth  to  the  1 8th  birthday, 
the  following  modes  of  transmission  of  HIV  infec- 
tion/AIDS to  pediatric  patients  have  been  identified: 

1.  Vertical  transmission:  The  infection  is  transmit- 
ted from  the  HTV-infected  mother  to  the  fetus  in 
utero  or  perinatally. 

2.  Transmi.ssion  through  sexual  contacts:  In  this 
categof}',  the  HIV  is  transmitted  through  sexual  in- 
tercourse ( heterosexual  or  homosexual ) among 
adolescents,  and  through  teenage  prostitution. 

3.  Transmission  through  intravenous  drug  abuse: 


The  virus  is  transmitted  through  needles  and  sy- 
ringes contaminated  by  the  blood  of  HIV-infected 
intravenous  drug  abu.sers. 

4.  Transmission  through  transfusion:  This  mode 
of  transmission  was  the  most  common  one  until 
early  in  1 985.  Since  then  serological  testing  of 
blood  and  blood  products  has  virtually  eliminated 
the  IllV-infectivity  of  blood  and  blood  products  in 
this  ct)untr)’.  The  remaining  danger,  if  there  is  one, 
is  related  to  the  time  required  between  infection  of 
a donor  and  the  development  of  seropositivity  ( up 
to  3 months ).  It  is  limited  to  blood  transfusions  only 
and,  at  worst,  it  is  only  theoretical  because  such  in- 
fections througli  blood  transfusions  have  not  oc- 
curred in  infants  and  children,  to  the  best  of  our 
knowledge,  since  the  spring  of  1985. 

5.  Transmission  through  sexual  abuse  of  children: 
Ifiis  situation  in  our  society',  as  repugnant  as  it  is, 
exists  and  it  appears  to  be  on  the  rise.  In  several 
centers,  including  ours,  one  finds  pediatric  patients 
with  IITV  infection/AIDS  who  have  acquired  the  in- 
fection through  sexual  abuse.  The  recognition  of 
this  correlation  between  sexual  abuse  of  children 
and  HIV  infection/AIDS  occurred  only  recently  and 
it  is  expected  that  we  will  hear  more  about  it  in  the 
future. 

We  will  limit  initial  comments  to  infants  and 
young  children  with  HTV  infection/AIDS  acquired 
through  vertical  transmission.  As  one  ean  .see  from 
Fig  1 , on  the  basis  of  the  number  of  births  per  year 
in  Texas  and  the  recently  e.stablished  frequency  of 
HIV  infection  among  pregnant  women,  it  is  ex- 
pected that  289  HIV-seropositive  babies  will  be 
born  in  1989.  In  the  past  few  years  it  has  been 
shown  that  35%— 65%  (average  59%  ),  of  the 
seropositive  babies  born  to  HIV-infected  mothers 
will  eventually  be  HIV-infected  them.selves.  The  rest 
of  the  babies  by  some  still  unexplained  mechanism 
will  manage  to  avoid  infection  both  in  utero  and 
perinatally,  will  shed  in  16—  18  months  the  maternal 
antibodies  giving  them  the  HIV  seropositivity,  and 
will  be  free  of  HIV  infection  for  the  rest  of  their 
lives.  Hiis,  then,  limits  the  number  of  predicted 
lllV-infeeted  babies  to  about  149  in  1989. 

What  cumulative  elfect  will  this  modest  number 
of  IllV-infeeted  babies  born  each  year  have  over  a 
6-year  period?  What  will  be  the  impact  on  the  medi- 
cal community  and  the  .society  of  the  state  of  Texas? 
Pediatric  AIDS  has  turned  out  to  be  a chronic  rather 
than  an  dcutely  fatal  illness.  This  is  due  to  both  the 
natural  history  of  the  di.sease  and  to  the  recent  in- 
troduction of  various  therapies.  Earlier  reports 
based  on  infants  that  were  ending  up  terminally  ill 
in  hospitals  gave  us  the  impression  that  the  course 
of  vertically  transmitted  HIV  infection/AIDS  was 
much  faster  in  infants  than  in  older  children  and 
adults,  and  the  disease  was  characterized  as  rapidly 
progressing  and  fatal.  In  recent  years,  however,  with 
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better  recognition  of  HIV  infection  in  newborns, 
thorough  follow-up,  and  more  effective  treatment  it 
appears  that  HIV  infection/AIDS  in  infants  runs  a 
much  longer  course  than  earlier  suspected,  and  it 
should  be  classified  as  a chronic  rather  than  an 
acutely  fatal  disease.  The  studies  of  Auger  et  al  ( 2 ), 
based  on  251  babies  born  HIV-infected  in  New  York 
City,  give  the  following  patterns  of  survival:  20%  of 
the  babies  will  develop  AIDS  and  will  die  in  the  first 
year  of  life  (apparently,  these  are  the  earlier  recog- 
nized babies  who  gave  the  impre.ssion  of  a rapidly 
fatal  disease );  the  remaining  80%  will  continue  to 
develop  AIDS  and  die  at  the  rate  of  8%  of  the  origi- 
nal number  per  year.  This  chronic  course  of  HIV  in- 
fectioa^AIDS  acquired  through  vertical  transmission 
is  expected  to  be  further  extended  by  the  use  of 
various  therapies  such  as  intravenous  infusions  of 
gamma  globulin,  zidovudine  (AZT),  specific  anti- 
microbials, antiparasitic  and  antifungal  agents,  ap- 
propriate nutrition,  etc. 

If  we  exclude  the  effects  of  new  therapies  on  the 
survival  of  such  patients  and  only  consider  the  natu- 
ral course  of  vertically  transmitted  HIV  infection/ 
AIDS,  there  will  be  a yearly  accumulation  of  babies 
and  young  children  with  this  disease.  As  shown  in 
Fig  2,  based  on  the  demographics  presented  on  Fig 
1 , by  1 994  there  will  be  629  active  cases  of  infants 
and  young  children  presented  to  pediatricians  and 
other  primary  care  physicians  for  treatment  of  a 
complex,  multifaceted,  debilitating  di.sease  that  im- 
pacts the  medical  profession,  the  other  health  pro- 
fe.ssionals,  the  affected  families  in  the  face  of  added 
parental  lirV-related  disease,  the  communities,  the 
education  system,  and  the  state  fiscal  resources! 

A number  of  important  questions  must  be  an- 
swered now  before  this  situation  devastates  the  en- 
tire health  care  delivery  system  and  the  resources  of 
our  communities.  Who  is  going  to  take  care  of  these 
patients?  The  primary'  care  providers?  C^an  their 
practices  survive  the  needs  of  these  patients?  How 
will  the  other  patients  and  parents  in  each  practice 
situation  handle  the  preoccupation  of  their  physi 
cian  with  one  or  more  HIV  infected/AIDS  patients? 
How  will  physicians,  nurses,  and  other  he;  pro- 
fessionals react?  Can  we  assign  the  care  of  these  pa- 
tients to  tertiary  care  providers  in  specialized  cen- 
ters? Are  they  ready,  able,  or  willing  to  care  for  such 
patients?  How  is  Texas,  which  is  sixth  among  the  50 
states  in  numbers  of  AIDS  cases,  going  to  provide 
the  support  these  less  fortunate  of  its  citizens  need? 
As  seen  on  Fig  3,  from  data  collected  in  our  center, 
the  care  of  pediatric  patients  with  HIV  infection/ 
AIDS  is  very'  costly,  ranging  from  S3, 600/year  for  the 
asymptomatic  HIV-infected  patient  all  the  way  to 
over  $50,000/year  for  the  child  with  fully  expressed 
AIDS.  How  many  families,  particularly  as  they  are 
burdened  by  parental  llfV  infection/AIDS,  can  afford 
this  kind  of  cost?  Fhen,  who  pays? 


ITie  above  discussion  has  dealt  with  a small  frac- 
tion of  the  pediatric  HIV  infection/AIDS  problem, 
the  one  related  to  the  vertical  transmission  of  the 
disease.  What  is  happening  to  other  pediatric  pa 
tients  with  HfV  infection/AIDS  acquired  through 
modes  of  transmission  other  than  vertical?  The  US 
Surgeon  General  informed  us  that  the  frequency  of 
HIV  infection  among  students  in  campuses  of  col- 
leges and  universities  is  3 per  1 ,000  students  with 
equal  distribution  among  young  men  and  women.  If 
this  is  the  case  and  even  if  the  frequency  among  col- 
lege students  does  not  increase,  which  is  highly  un 
likely,  the  women  graduates  will  be  coming  into 
society  at  childbearing  age  with  a frequency  of  HIV 
infection  at  least  three  times  that  of  our  current 
0.94/1,000  among  pregnant  women  in  Texas.  Will 
this  further  increa,se  the  numbers  of  vertically  trans 
mitted  HfV  infection/AIDS  among  infants  and  chil- 
dren in  Texas  in  the  near  future?  Even  more  disturb- 
ing is  the  thought  that  most  of  the  cases  detected 
among  college  students  may  have  their  origins  in 
the  high  school  years.  That  is  clearly  HIV  infection 
occurring  during  the  “pediatric  age”  of  these  pa- 
tients. What  are  the  pediatric  health  care  providers 
and  society  doing  to  prevent  the  spread  of  HIV  in 

/ Pertinent  demographic  data  for  Texas. 

Total  population  ( approximately ) 1 7,000,000 

Total  birth.s/ycar  ( approximately  ) .^00,000 

Frequency  of  MIV  seropo.sitivity  among  pregnant 
women  t)  94/1,000 

Total  expected  number  of  HIV  seropositive  newborns/year  280 
Total  HlV  infeeted  newborns/year  1 40 

Population  growth  in  Texas  ( percent/year ) 2 I 


2.  Estimated  cumulative  increase  of  HTV  infectedl.MDS  children 
by  vertical  transmission  of  HIV ' 


State  of  Texas  1989-  1994 

' 1 98"'  births  and  2 51%  population  increase  20%  die  hrst  year  and 
8%)  thereafter  Source  AHA  (lUide  and  Texas  Data  Center 


i Cost  of  care  for  pediatric  patients  with  ll/V  infections/.AlDS 

Asymptomatic  S ^,000 

Moderate  symptoms  I S,000 

Severe  symptoms  SO, 500 
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fection  among  children  and  adolescents?  How  many 
more  cases  of  pediatric  111V  infectiorr'AIDS  needing 
care  will  be  added  each  year?  How  many  adoles- 
cents abusing  intravenous  drugs  will  become  in- 
fected? How  many  pediatric  victims  of  sexual  abuse 
will  carr^’  the  extra  burden  of  an  incurable,  killer 
disease  along  with  the  psychological  impact  of  their 
victimization? 

'Hie  problem  of  pediatric  HIV  infection/AlDS  is 
upon  us!  We  need  to  prepare  now  as  health  profes- 


sionals, society,  and  state  so  as  not  to  be  caught  un- 
prepared and  frustrated. 
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From  1978  through  1987,  there  were  397  laboratory - 
confirmed  cases  of  Rocky  Mountain  spotted  fever 
reported  in  Texas.  The  annual  number  of  cases 
ranged  from  21  cases  in  1986  to  108  cases  in 
1983-  A total  of 262  cases  were  in  males.  Most 
of  the  patients  ( 52% ) were  19  years  of  age  or 
younger.  April  through  August  were  the  months  of 
onset  of  symptoms  for  66%  of  the  cases.  Eighty- 
two  percent  of  the  infected  patients  were  hospi- 
talized: 14  patients  died.  An  endemic  focus  of 
Rocky  Mountain  spotted  fever  exists  in  north  cen- 
tral and  northeastern  Texas. 

KEY'  WORDS:  ROCKY  MOUNTAIN  SPOTTED  FEWER,  INCIDENCE, 
TEXAS,  TREATMENT 


Rocky  Mountain  spotted  fever  is  a bacterial  in- 
fection caused  by  Rickettsia  rickettsii.  This 
bacterium  is  transmitted  to  man  by  the  bite 
of  infected  ticks  or  by  contamination  of  the  skin 
with  crushed  tissues  or  feces  of  infected  ticks.  The 
incubation  period  varies  from  3 to  12  days  with  an 
average  of  7 days.  Symptoms  of  spotted  fever  in- 
clude fever,  headache,  and  myalgias,  followed  in  2 
to  3 days  by  a maculopapular  rash  involving  the 
trunk,  arms,  legs,  soles,  and  palms.  The  rash  usually 
starts  on  the  wrists  and  ankles  and  then  rapidly 
spreads  over  the  extremities,  trunk,  and  face  in  a 
few  hours  to  1 - 2 days.  Spotted  fever  is  more  preva- 
lent during  the  spring  and  summer  months,  the 
months  of  greatest  tick  activity. 

The  Atlantic  Coast  states  of  Virginia,  North  Caro- 
lina, South  Carolina,  Georgia,  and  Maryland  are  usu- 
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ally  considered  to  be  the  endemic  focus  for  Rocky 
Mountain  spotted  fever  in  the  United  States.  This 
paper  reviews  data  collected  by  the  Texas  Depart- 
ment of  Health  (TDll)  identifying  an  endemic  focus 
of  spotted  fever  in  Texas. 

Methods 

Reports  of  possible  Rock>’  Mountain  spotted  fever 
cases  were  obtained  through  the  morbidity  report- 
ing system  of  the  Epidemiology’  Division,  Texas  De- 
partment of  Health,  or  through  requests  by  private 
physicians  for  .spotted  fever  serology’  tests  by  the 
Bureau  of  Laboratories,  TDll.  Clinical  and  epi- 
demiologic information  was  obtained  from  inter- 
views with  the  patients  and  their  physicians. 

The  following  was  requested  for  each  case:  age, 
sex,  race,  county  of  residence,  symptoms  experi- 
enced, location  of  rash  ( if  any  ),  dates  of  hospitaliza- 
tion ( if  any ),  dates  and  type  of  antibiotic  therapy, 
history  of  tick  exposure,  and  outcome  of  illness. 

A confirmed  case  of  Rocky  Mountain  spotted 
fever  was  defined  as  a patient  with  a clinically  com- 
patible illness  having  ( a ) a fourfold  ri.se  in  titer  be- 
tween acute  and  convalescent  serum  specimens  to 
spotted  fever  group  antigen  by  indirect  fluorescent 
antibody  ( IFA ),  latex  agglutination  (!A),  or  comple- 
ment fixation  (CF)  testing;  (b)  a single  high  titer  of 
1:128  or  more  by  IFA  or  lA  testing  or  1:16  or  more 
by  CF  testing;  (c ) i.solation  of  R rickettsii  from  a 
clinical  specimen;  or  ( d ) positive  immunofluores- 
cence for  R rickettsii  in  a tissue  specimen. 

Results 

From  1978  through  1987,  427  cases  of  spotted 
fever  were  reported  in  Texas.  The  highest  number 
of  ca.ses  occurred  in  1983-  Fig  1 presents  the 
number  of  reported  cases  by  year.  The  number  of 
spotted  fever  cases  increased  286%  from  1978  to 
1983.  In  the  period  1983  to  1987,  the  number  of 
ca,ses  decreased  80% . 

A total  of  397  patients  (93%  ) met  the  definition 
for  a confirmed  case  and  are  the  basis  for  the  re- 
mainder of  this  report.  Fig  2 shows  the  county  of 
residence  for  the  cases.  Most  of  the  infected  pa- 
tients resided  in  northeast  and  north  central  Texas. 
Counties  with  the  highest  average  annual  incidence 
rates  in  Texas  are  located  in  the  northeast  section. 
Morris,  Camp,  and  Hunt  Counties  had  the  highest 
rates,  48,  44,  and  36  cases  per  1 million  population, 
respectively.  Males  accounted  for  66%  of  the  cases. 
Patients  ranged  in  age  from  3 months  to  87  years, 
but  most  ( 52%  ) were  19  years  of  age  or  younger. 

Fig  3 shows  the  annual  incidence  rates  by  age  and 
sex  groups.  Incidence  rates  are  higher  for  males 
than  for  females  in  each  age  group.  Rates  are  highest 
for  both  sexes  in  the  0-  to  9-year  age  group.  The  in- 
cidence rates  for  females  remained  constant  in 
adulthood.  Incidence  rates  in  males,  however. 
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showed  a second  peak  in  the  older  age  groups.  A 
majorin'  (91%  ) of  the  patients  uere  white. 

April  through  August  were  the  months  of  onset  of 
symptoms  for  76%  of  the  cases.  May  was  a peak  in- 
cidence month  for  8 of  the  10  years.  Four  percent 
of  the  cases  had  onset  of  symptoms  in  November 
through  January,  months  usually  not  associated  with 
tick  exposure. 

A total  of  99%  of  the  patients  experienced  a 
fever,  and  76%  experienced  a headache.  A triad  of 
fever-headache-rash  was  experienced  by  24 1 ( 62%  ) 
cases.  A rash,  appearing  an  average  of  3 days  after 
onset  of  fever,  was  experienced  by  82%  of  the  pa- 
tients. In  18%  of  the  cases  with  a rash,  the  rash  ap- 
peared on  the  day  of  onset  of  fever.  ITte  rash  was 
initially  de,scribed  as  macular  in  45%  of  the  cases, 
maculopapular  in  i8% , and  petechial  in  9% . ITie 
ra,sh  was  observed  on  the  legs  ( 85%  ),  trunk  ( 82%  ), 
arms  (79%  ),  palms  ( 57%  ),  and  soles  ( 57%  ).  In  pa- 
tients with  a rash  on  the  palms  or  soles,  82%  expe- 
rienced a rash  on  both  palms  and  soles.  A gener- 
alized rash  involving  the  trunk,  arms,  legs,  face, 
palms,  and  soles  was  observed  in  35%  of  those  with 
a rash, 

F.ighty-two  percent  of  the  patients  were  hospi- 
talized A total  of  1 4 patients  died,  giving  a case- 
fatality  ratio  of  3.5%,  Fatalities  were  more  common 
in  older  age  groups  with  a case-fatality  ratio  of  6.9% 
in  persons  more  than  39  years  of  age  compared 
with  2.4%  in  persons  less  than  40  years  old.  Of  the 
14  patients  who  died,  21%  had  onset  of  symptoms 
in  the  months  of  October  through  February.  Only 
10%  of  the  cases  who  lived  had  onset  of  symptoms 
in  these  five  winter  months. 

Tick  exposure  history  was  known  for  390  cases.  A 
majority  ( 58%  ) recalled  an  attached  tick  preceding 
the  onset  of  their  symptoms. 


J.  Count)'  of  residence  for  ,VJ~’  laboratory  confirmed  cases  of  Rocky  Mountain  spotted  fever, 
Texas,  1978-198^ 


.i  Annual  incidence  rates/ 1 million  population  b\  ay,e  and  sex  y,roups.  Rocky  Mountain 
spotted  fever.  Texas 


Discussion 

Rocky  Mountain  spotted  fever  is  usually  considered 
a public  health  problem  in  the  Atlantic  Coast  states 
( 1,2  ).  These  states  account  for  60%  -70%  of  the 
cases  reported  annually  in  the  United  States  ( 3,4 ). 
However,  an  endemic  focus  of  spotted  fever  is  geo- 
graphically located  in  north  central  and  north 
eastern  Texas.  Annual  incidence  rates  in  .several 
counties  in  northeast  Texas  are  comparable  to  inci- 
dence rates  reported  in  the  Atlantic  Catast  states  ( 2 ). 

Ca.ses  in  Texas  have  onset  of  symptoms  in  all 
months,  with  a peak  incidence  in  late  spring  and 
summer.  A higher  percentage  of  cases  in  Texas 
( 7%  ) had  onset  of  symptoms  in  winter  months  ( No- 
vember-Januar\' ) compared  with  1%  of  cases  in 
North  Carolina  ( 2 ).  Differing  climatic  conditions  of 
the  states  may  affect  exposure  to  ticks.  'Hie  symp 
toms  noted  for  spotted  fever  in  Texas'  cases  arc- 
similar  to  those  reported  in  previous  studies  ( 5,6 ). 
The  age  and  sex  distribution  of  cases  in  Texas  is  also 
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similar  to  age  and  sex  distributions  previously  re- 
ported ( 2,7 ). 

The  number  of  spotted  fever  cases  in  Texas  in- 
creased 286%  from  19"^8  to  1983  and  then  de- 
creased 80%  from  1983  to  198"’.  ITie  reasons  for 
this  increasing  then  decreasing  pattern  are  un- 
known. Different  secular  trends  in  incidence  of 
spotted  fever  in  other  states  have  been  previously 
noted  ( 7 ). 

The  epidemiology  of  Rocky  Mountain  spotted 
fever  in  Texas  differs  from  another  rickettsial  infec- 
tion, murine  ty  phus,  known  to  occur  in  Texas.  Per- 
sons le.ss  than  19  years  of  age  accounted  for  52%  of 
spotted  fever  cases.  Only  22%  of  murine  typhus 
cases  in  Texas  were  in  this  age  group  (8).  ITie  rec- 
ognized endemic  focus  for  spotted  fever  is  north 
central  and  northeastern  Texas.  In  contrast,  75% — 
90%  of  murine  typhus  cases  reside  south  of  Bexar 
County  ( San  Antonio ) ( 8,9  ).  Both  infections  have  a 
peak  in  incidence  during  the  late  spring  and 
summer. 

Delay  in  administering  appropriate  antirickettsial 
therapy  is  the  single  most  important  factor  in  Rocky 
Mountain  spotted  fever  deaths  ( 1 0, 1 I ).  The  in- 
creased case  fatality  ratio  observed  during  the  inter 
months  may  reflect  failures  tt)  include  spotted  fever 
in  the  initial  differential  diagnosis.  (Tirrent  treat- 
ment recommendations  involve  the  use  of  either 
tetracycline,  25-50  mg  kg  per  day  , or  chlor- 
amphenicol, 50  — 75  mg/kg  per  day,  given  orally  or 
intravenously  in  four  divided  doses,  lisually  500  mg, 
QID,  P(),  of  tetracycline  w ill  be  adequate  for  most 
adults.  Therapy  should  be  continued  for  at  least  6 
days  or  until  the  patient  has  remained  afebrile  for  2 
to  3 days.  Sulfonamides  can  exacerbate  the  infection 
and  are  contraindicated  ( 12,13) 

Rocky  Mountain  .spotted  fever  is  a reportable  dis- 
ease in  Texas.  Physicians  and  other  health  care  pro- 
viders are  encouraged  to  report  any  cases  to  their 
local  or  regional  health  departments  or  the  Epi- 
demiology Division,  Texas  Department  of  Health, 

1 100  West  49th  St,  Austin,  TX  ^8^56.  Serologic- 
confirmation  of  su.spect  cases  by  an  indirect  fluores- 
cent antibody  test,  isolation  of  R rickettsii  from 
whole  blood  specimens,  or  immunofluorescence  of 
R rickettsii  in  a clinical  specimen  are  available- 
through  the  Bureau  of  Laboratories,  Texas  Depart 
ment  of  Health. 
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Biologic  response  modifiers  have  expanded  the 
therapeutic  horizon  of  medical  oncology.  These 
agents,  procedures,  and  interventions  are  likely  to 
become  an  established  fourth  modality  of  cancer 
therapy  in  the  near  future.  This  is  a succinct  re- 
view of  the  most  prominent  areas  of  clinical  re- 
search and  the  results  obtained,  including  cyto- 
kines (interferons,  interleukins),  growth  factors, 
monoclonal  antibodies,  adoptive  immunotherapy, 
and  tumor  vaccines. 

KFTl  Vt'ORDS:  BlOLtXilC  RESPONSE:  MODIFIERS,  INTERFERONS, 
INTERLEUKINS,  TUMOR  NECROSIS  FACTOR,  COLONY  STIMU 
LATlNf,  FACTORS,  MONOCLONAL  ANTIBODIES,  ADOFI IVE  IM 
MUNOTHERAPY,  TUMOR  VACC;INF:S,  BIOLOC.IC  THERAP'l  OF 
CANCER 


The  use  of  biologic  respon.se  modifiers  for  the 
treatment  of  cancer  is  a rapidly  evolving 
field.  Even  though  attempts  to  manipulate 
human  body  defen.ses  can  be  found  throughout  the 
history  of  medicine,  only  recently  did  biologic  re- 
,sponse  modifiers  ( BRMs ) make  a more  significant 
clinical  and  therapeutic  impact.  Preliminary  immu 
notherapeutic  attempts  in  the  1970s  included  ad 
ministration  of  Calmette-Guerin  bacillus  (BCXi),  im- 
mune RNA,  and  infusion  of  autologous  tumors  cells. 
Ilie  therapeutic  use  of  these  agents  had  relied  on 
the  ability  either  to  stimulate  (or  enhance)  immune 
effector  mechanisms  or  to  abrogate  adverse  sup- 
pressive cell  functions  ( or  factors ). 

Advances  in  the  knowledge  of  the  pathways  and 
networks  of  the  immune  system  and  recent  tech- 
nical advances  have  fostered  the  development  of 
these  modalities  of  treatment:  (a)  recombinant  DNA 
technologv  and  gene  cloning,  which  have  permitted 
the  purification  and  mass  production  of  an  enlarging 
number  of  cytokines  with  powerful  biologic  effects; 

( b ) hybridoma  methodology  and  the  production  of 
highly  ,specific  antibodies;  (c)  identification  and  pu- 
rification of  growth  factors  that  permit  the  in  vitro 
growth  and  expansion  of  specific  effector  cell  sub 
sets.  Thus,  the  198()s  have  seen  the  clinical  emer- 
gence of  interferons  (IFN ),  antitumor  monoclonal 
antibodies  ( MoAb ),  interleukin-2  ( IL-2 ) and  tumor 
necrosis  factor  (TNF),  and  hematopoietic  growth 
factors.  ITie  administration  of  highly  purified  prod- 
ucts has  permitted  detailed  pharmacologic  studies, 
better  definition  of  toxicities,  and  identification  of 
maximum  tolerated  doses  and  range  of  activities. 
ITiis  knowledge  may  lead  to  a better  understanding 
of  the  mechanisms  of  action  of  some  of  these  mole- 
cules and  to  optimal  clinical  application. 

Biological  response  modulation  is  regarded  today 
as  a multimodal  approach  with  possibilities  of  bio- 
logic intervention  at  diverse  levels.  Biologic  modu- 
lation is  no  longer  restricted  to  immunotherapy, 
although  many  of  the  final  pathways  involve  or  con- 


verge into  cells  of  the  immune  system.  The  concept 
of  biologic  modification  has  a broader  definition  and 
encompas.ses  therapeutic  methods  and  agents  that 
are  not  strictly  dependent  on  the  immune  system. 
The  different  areas  of  intervention  include  seven 
approaches: 

1.  Increasing  patients'  antitumor  responses  by  en- 
hancement of  effector  cells  or  modulation  of  sol- 
uble mediators  commanding  such  response. 

2.  Downgrading  or  controlling  .suppressive  regu- 
latory' loops  of  the  antitumor  response. 

3.  Proce.ssing  of  tumor  cells  including  modula- 
tion of  expression  of  surface  antigens  to  increase 
the  sensitivity  of  the  target  cell;  isolation,  partial  pu- 
rification, and  characterization  of  tumor-associated 
antigens  to  induce  a more  potent  and  specific  anti- 
tumor response. 

■J.  Promoting  differentiation  and  maturation  of 
malignant  cells  in  order  to  decrease  their  malignant 
potential  or  in  order  to  return  them  to  the  control 
of  the  host’s  normal  regulatory  mechanisms. 

5.  Producing  monoclonal  antibodies  to  recognize 
.specific  or  class-related,  tumor-related  antigens 
which  enhance  tumor  detection  by  the  host’s  effec- 
tor cells.  Conjugating  monoclonal  antibodies  to 
cytotoxic  agents,  radioi.sotopes,  or  cytokines  to 
.serve  as  carriers  enhances  the  specific  activity  of 
c'ytocidal  agents. 

6.  Producing  monoclonal  antibodies  against  spe- 
cific cell  membrane  receptors  or  against  tumor 
growth  factors  in  order  to  modulate  tumor  growth 
or  malignant  cell  function. 

7.  Administering  growth  factors  that  promote  the 
expansion  of  normal  cells  affected  by  cy  totoxic 
agents  may  prevent  the  .severe  toxicities  associated 
with  standard  chemotherapy  or  radiation  therapy, 
assisting  in  a more  effective  delivery  of  these  treat- 
ment modalities. 

ITiis  body  of  knowledge  and  the  encouraging  re- 
sults observed  in  preliminary  clinical  studies  led  to 
the  implementation  of  the  Biological  Response  Modi- 
fiers Program  by  the  National  Cancer  Institute  in 
1980.  Alpha  interferon  was  the  first  BRM  approved 
by  the  Food  and  Drug  Administration  in  the  United 
States  following  description  of  its  unique  antitumor 
activity'  against  hairy  cell  leukemia  ( 1 ).  Such  ap- 
proval consolidated  the  foundations  of  the  nascent 
industry  of  biological  agents  for  the  treatment  of 
human  cancer.  Treatment  with  BRMs  is  therefore 
being  heralded  as  the  fourth  main  modality  of  treat- 
ment for  cancer  patients  ( Fig  1 ). 

Cytokines 

Diligent  work  by  different  investigators  during  the 
past  10  years  led  to  the  purification  of  cytokines 
with  a broad  range  of  biologic  functions.  The  list  of 
these  cytokines  has  grown  fa.st  and  its  terminology 
has  become  confusing  ( Fig  2 ).  Some  of  these  mole- 
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cules  have  already  been  shown  to  elicit  antitumor 
effects  in  various  malignant  conditions. 

ALPHA  INTERFERONS 

'Ehe  broad  spectrum  of  biologic  activities  displayed 
by  interferons  originated  major  interest  in  their  po- 
tential therapeutic  use  against  malignant  diseases. 
Interferons  are  potent  ceil  growth  inhibitors.  There 
is  growing  evidence  that  cellular  proliferation  may 
be  regulated  by  opposing  actions  between  growth- 
promoting  factors  and  interferons  ( 2 ).  Additionally 
interferons  are  known  to  be  potent  immunostimu- 
lants,  activating  predominantly  cytotoxic  effector 
cells  ( 3 ).  A growing  body  of  evidence  suggests  a reg- 
ulatory' role  for  interferons  in  the  expression  of  genes 
responsible  for  cell  growth  and  differentiation  ( 4 ). 

Distinct  clinical  activity  has  now  been  demon- 
strated against  hairy  cell  leukemia,  chronic  myelo- 
cytic leukemia,  and  other  human  tumors  listed  in 
Fig  3.  The  antitumor  effects  of  alpha  interferon 
against  hairy  cell  leukemia  resulted  in  significant  re- 
duction of  morbidity,  improvement  in  the  quality  of 
life,  and  longer  survival  of  patients  ( 5 ).  Other  B-cell 
neoplasm.s  have  also  been  shown  to  be  sensitive  to 
interferon-alpha  ( 6 ),  but  its  main  application  may 
be  in  combination  with  other  established  modalities 
of  treatment.  Alpha  interferons  have  also  shown 
antitumor  activity  against  chronic  myelocytic  leuke- 
mia. A unique  aspect  of  interferon-alpha  therapy  in 
this  condition  has  been  the  suppression  of  the  Phila- 
delphia chromosome  cell  clone,  unlike  other  exist- 
ing therapies  (7). 

The  impact  of  interferons  in  the  treatment  of 
solid  tumors  has  not  been  as  dramatic  as  that  ob- 
tained in  hematologic  malignancies.  Yet,  the  impor- 
tance of  the  results  in  this  area  cannot  be  diminished 
because  they  demonstrate  the  broad  spectrum  of 
antitumor  activities  of  these  agents.  For  highly  ma 
lignant  tumor  such  as  renal  cell  carcinoma  and  ma- 
lignant melanoma,  interferons  provide  a reasonable 
alternative  with  response  rates  similar  to  or  better 
than  existing  chemotherapy  ( 8,9 ). 

The  numerous  biologic  effects  of  interferon-alpha 
result  in  a multiplicity  of  adverse  effects  in  physio- 
logic functions.  However,  the  reversibility  of  these 
reactions  has  allowed  the  administration  of  large 
amounts  of  purified  interferons.  Most  severe  symp- 
toms can  be  effectively  ameliorated  pharmacologi- 
cally or  by  modification  of  dose  or  frequenev  of 
administration  (10). 

BETA  AND  GAMMA  INTERFERONS 
Other  species  of  interferon  are  of  interest  because 
of  potential  selectivity  or  specificity  for  target  cells 
not  affected  by  alpha  interferons.  Genetic  engineer- 
ing and  molecular  manipulation  has  permitted  clini- 
cal use  of  interferon-beta  and  interferon-gamma,  but 
considerably  less  clinical  information  exists  for 
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Nonspecific  stimluators  of  the  immune  system: 

Calmette-Guerin  bacillus  ( BCG  ) 

Xenogeneic  immune  ribonucleic  acid  (RNA  ) 

Transfer  factor 
Thymic  factor  S 

Specific  antitumor  immunotherapy: 

Autologus  tumor  extracts 

Adoptive  immunotherapy: 

Autologous  tumor-sensitized  mononuclear  cells 
Autologous  immune-RNA-primed  mononuclear  cells 
lnterleukin-2-stimluated  lymphocytes  ( LAK  cells) 
lnterleukin-2-stimluated  tumor  infiltrating  lymphocytes  (TIL) 

Monoclonal  antibodies  ( MoAb  ): 

MoAb  against  tumor  associated  antigens 
MoAb  against  tumor  cell  membrane  receptors 
MoAb  against  tumor  growth  factors 

Immunotoxins  and  monoclonal  conjugates 

Partially  purified  and  purified  cytokines: 

Interferon-alpha 

Interferon-beta 

Interferon-gamma 

Interleukin- 1 

Intcrleukin-2 

Tumor  necrosis  factor 

Colony  stimulating  factors 


2.  Cytokines. 

Abbreviation 

Functional  Name 

Interferons: 

IFN  alpha 

Interferon-alpha 

IFN  beta 

Interferon-beta 

IFN  gamma 

Interferon-gamma 

Interleukins: 

IL-1 

Hcmatopoietin- 1 

IL-2 

T cell  growth  factor 

II  .3 

Hcmatopoietin-2  ( multi-CSF) 

IL-4 

B-cell  growth  factor  1 

IL-S 

Flosinophil  differentiation  factor 

IL-6 

B-ccll  differentiation  factor 

3-  Antitumor  activities  of  alpha  interferons.  * 


Complete  and  Partial 

Tumor  Remissions  (%  ) 


Hairy  cell  leukemia 

>80 

Chronic  myelocytic  leukemia 

>80 

T-celi  lymphomas 

-so 

Kaposi's  sarcoma 

40-S() 

Endocrine  pancreatic  tumors 

-SO 

Renal  cell  carcinoma 

I0-2S 

Melanoma 

S-20 

Non-Hodgkins'  lymphoma 

2S-SS 

Multiple  myeloma 

10-2S 

Breast  carcinoma 

0-20 

Colon  carcinoma 

-S 

Bronchogenic 

o-s 

'From  Que.sada,  |R.  Gutterman  |U  (9) 
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these  species.  Interferon-gamma  is  of  particular  in- 
terest because  of  the  potent  immunomodulatory’  ac- 
tivities, including  macrophage  activation  and  modu- 
lation of  cell  membrane  receptors.  Disappointingly, 
most  preliminary  phase  I and  phase  II  studies  with 
interferon-gamma  have  not  shown  evidence  of  sig- 
niheant  antitumor  effects.  However,  interferon 
gamma  may  prove  to  enhance  the  activities  of  class  I 
( alpha  or  beta ) interferons  as  shown  in  in  vitro 
models, 

n’MOR  NECROSIS  FACTOR 
Tumor  necrosis  factor  (TNF)  is  another  agent  re- 
cently produced  by  genetic  engineering.  Its  anti- 
cancer potential  has  been  suggested  by  its  potent 
direct,  and  somehow  selective,  antitumor  activity 
against  human  cancer  cells  in  \'itro.  I'nlike  other 
cytokines  that  are  predominantly  cytostatic  or  regu- 
latory, TNF  has  a direct  cytolytic  activity.  Prelimi- 
nary clinical  toxicity  studies  have  been  completed, 
and  phase  II  studies  are  in  progress.  TNF  has  also 
been  found  to  be  synergistic  in  combination  with 
other  cytokines  and  with  chemotherapeutic  agents, 
suggesting  possible  combination  treatments  in  the 
ffiture. 

COLONS’  STIMHIA  TING  FACTORS 
Hematopoietic  cells  are  unable  to  survive  or  prolife- 
rate unless  specifically  stimulated  by  specific  growth 
factors,  several  of  w hich  have  now  been  identified 
( Fig  -t ).  These  proteins  regulate  hematopoiesis  and 
are  referred  as  “colony -stimulating  factors”  (CSF). 

All  C;SFs  arc  capable  of  stimulating  the  proliferation 
of  more  than  one  cell  lineages,  but  they  exhibit 
some  preferential  stimulation  of  a given  cell  line. 
The  multipotential  (^SF  ( also  know  n as  interleu- 
kin-3 ) has  the  broadest  range  of  activity,  whereas 
the  other  factors  are  more  restrictive  for  either 
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Abbreviation 

Fiinetional  Name 

t.M  CSF 

tiranuloeyte-maeropliage  eolony  stimulating 
factor 

G t;si 

(•ranulocytc  colony  stimulating  factor 

M CSF 

Macrophage  eolonv'  stimulating  factor 

EPO 

Hr\  ihropoictin 

FX.F 

Epidermal  growth  factor 

TGF  beta 

Transforming  grow  th  factor-beta 

5 .\ntitiiYnor  actiiily  of  adoptive  imtnunotherapy  ' 


I'umor  r\'pc 

No  Patients 

(iomplete  and  Partial 
Remissions  ( % ) 

Renal  cell  eareimtma 

68 

Malignant  melanoma 

S8 

~20 

Colon  carcinoma 

4"' 

~15 

'Rosenberg  SA,  l.otzc  MT,  Muul  l.M,  et  al  (IS) 


granulocytes  (G-CSF),  macrophages  (M-CSF),  or 
both  (GM-CSF).  Human  counterparts  have  been 
cloned  and  purified  and  are  available  for  clinical 
testing.  Human  GM-C]SF  has  undergone  preliminary 
phase  I II  studies  with  remarkable  evidence  of  bio- 
logic activity.  Significant  enhancement  in  the  pro- 
duction of  neutrophils,  eosinophils,  and  monocytes 
has  been  reported  in  patients  with  AIDS,  in  patients 
with  myelody  splasia,  and  in  patients  receiving  che- 
motherapy (1113). 

There  is  an  enormous  potential  in  these  growth 
factors  for  the  treatment  of  bone  marrow'  insuffi- 
ciency and  for  the  prevention  or  restoration  of  mye- 
losuppressive  effects  of  chemotherapy  or  radiother- 
apy. Furthermore,  under  certain  circumstances  the 
CSF  (particularly  G-CSF)  may  promote  differentia- 
tion of  malignant  cells  which  may  be  useful  thera- 
peutically. 

INTFRLFllKIN-2  (lL-2) 

IL-2  is  a lymphokine  produced  by  activated  T lym- 
phocytes in  response  to  interleukin  1 , a macrophage 
product.  IL-2  is  required  to  sustain  the  proliferation 
of  cytotoxic  T lymphocytes  and  the  generation  of 
cytotoxic  lymphocy  tes  capable  of  lysing  malignant 
cells  in  vitro.  IL-2  was  shown  to  produce  regre.ssion 
of  metastases  in  animal  models,  apparently  by  endo- 
genous activation  of  these  effector  cells  (14).  These 
observations  have  led  to  the  use  of  recombinant 
IL-2  in  the  treatment  of  human  malignancies.  IL-2 
administered  alone  in  high  doses  can  induce  regres- 
sion of  established  metastases  (15). 

Adoptive  immunotherapy  with  effector  cells 

The  critical  role  of  the  effector  cells  in  the  IL-2- 
mediated  tumor  lysis  prompted  investigators  to  ad- 
minister maximally  stimulated  autologous  lympho- 
cytes in  conjunction  with  IL-2.  These  protocols 
consisted  of  intravenous  lL-2  administration  fol- 
lowed by  leukapheresis  and  ex-vivo  expansion  of 
the  effector  cells.  'The  activated  lymphocytes  are 
then  reinfused  to  the  patients  in  conjunction  with 
additional  4 to  5 days  of  IL-2  therapy.  With  this  ap- 
proach, complete  and  partial  remissions  were  re- 
ported in  patients  with  metastatic  renal  cell 
carcinoma,  colon  carcinoma,  and  melanoma  ( Fig  5 ) 
(15), 

Seemingly,  the  transfer  of  an  expanded  pool  of 
effector  cwtotoxic  cells  under  maximum  stimulation 
by  exogenously  administered  IL-2  was  responsible 
for  the  antitumor  effects,  ITie  toxicity  of  this  regi- 
men was  considerable,  but  reversible.  More  re- 
cently, other  treatment  schedules  such  as  continuous 
infusion  of  IL-2  have  resulted  in  reduced  toxicity' 
and  preservation  of  activity  ( 16). 

Ilic  administration  of  autologous  activated  mono- 
nuclear cells  seems  to  enhance  the  antitumor 
effects  of  IL-2.  The  progenitors  of  the  lymphokine- 
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activated  killer  ( lAK  ) cells  have  been  recently  iden 
tilied  predoniinanth  as  natural  killer  cells  ( NK 
cells),  but  certain  subsets  of  cytotoxic  T lympho- 
cytes also  participate  in  this  actis  ity.  More  recently, 
a population  of  tumor-intiltrating  lymphocytes  ( Til.) 
in  mice  was  described,  showing  signiticanth  more 
cytotoxic  activitv'  ;ifter  activation  w ith  lL-2  than  the 
lAK  cells.  Isolation  of  these  cells  from  human  tu- 
mors may  prove  to  enhance  the  therapeutic  efficacy 
of  these  models  of  adoptive  immunotherapy.  Prelim- 
inarv  trials  in  malignant  melanoma  are  encouraging 
(1^). 

Technological  advances  in  the  area  of  cell  frac- 
tionation and  purification,  including  the  use  of 
MoAb,  are  likely  to  yield  more  specific  subpopula- 
tions of  cytotoxic  cells  that  can  be  activated  and  ex- 
panded for  adoptive  transfer.  Of  interest  is  the 
adoptive  transfer  of  macrophages,  perhaps  the  cell 
best  conser\'ed  in  evolution  and  a central  cellular 
element  in  the  antitumor  response.  The  availabilin 
of  various  specific  growth  factors  may  accomplish 
this  task  in  a way  similar  to  the  expansion  of  lAK 
cells. 

Specific  antitumor  immunotherapy: 
autologous  tumor  vaccines 
ITie  putative  existence  of  antigens  specific  for  tu- 
mor cells  that  could  be  recognized  specifically  by 
effector  cells  of  the  immune  system  are  the  basis  for 
designing  treatment  schemes  involving  the  admin 
istration  of  nontumorigenic  irradiated  tumor  ceils 
or  tumor  extracts.  An  increa,scd  level  of  humoral 
immune  reactivity  has  been  documented  following 
administration  of  autologous  tumor  cells  (18).  The 
antitumor  activin-  of  this  method  has  been  opti- 
mized by  inducing  a nonspecific  stimulation  of  the 
immune  system  using  BCG  or  other  bacterial  adju- 
vants. An  admixture  of  autologous  tumor  extracts 
and  the  immunoadjuvant  has  been  shown  to  im- 
prove the  antitumor  activiU’  of  autologous  tumor 
vaccines  against  metastatic  disease  in  various  animal 
models  ( 19). 

A prospective  randomized  trial  using  autologous 
colorectal  carcinoma  cells  with  BCXi  in  patients 
with  Duke’s  B-2  and  C colorectal  carcinoma  has 
shown  increased  disease-free  interval  and  an  appar- 
ent increase  in  sur\  ival  ( 20  ).  Studies  with  alloge- 
neic vaccine  preparations  against  melanoma  have 
al.so  shown  substantial  tumor  regression  in  selected 
patients. 

Active-specific  immunotherapy  can  be  further  im- 
proved by  modulation  of  suppressive  arms  of  the 
immune  response.  Administration  of  cyclophcjspha- 
mide  or  cimetidine,  which  modulate  suppressor  T 
cells  activity,  prior  to  the  infusion  of  autologous  ir- 
radiated tumor  cells  has  impro\'ed  overall  biologic 
and  clinical  effect  ( 21  ).  Some  of  the  limitations  in 
obtaining  tumor  extracts  and  antigens  are  being 


.solved  with  the  use  of  .MoAb  and  genetic  engineer 
ing  which  permit  purification  and  increased  a\  ail- 
ability  of  the  necessaiA'  tumor  products. 

Monoclonal  antibodies 

The  application  of  hybridoma  technolog)  in  the  pro- 
duction of  monoclonal  antibodies  ( MoAb ) against 
tumor-associated  antigens  has  advanced  rapid!)'  in 
the  last  S years.  The  general  principles  involving  the 
use  of  monoclonal  antibodies  in  the  management  of 
carcinomas  have  been  recently  reviewed  ( 22  ). 

ITie  most  attractive  concept  regarding  the  use  of 
MoAb  relates  to  their  specificity.  A considerable 
body  of  basic  and  clinical  work  supports  the  prem- 
ise that  MoAb  can  be  used  to  target  tumor  cells  for 
more  effective  activity  of  the  host’s  immune  cyto- 
toxic effector  cells  or  for  more  effective  deliver)’  of 
radioisotopes  or  chemotherapeutic  drugs.  MoAb  re- 
search has  moved  rapidly  .so  that  over  the  past  S 
years  numerous  monoclonal  antibodies  have  been 
made  which  recognize  one  or  .several  antigens  in 
virtually  ever)-  human  tumor  t)pe  and  can  be  pro- 
duced in  sufficient  quantities  for  clinical  use.  Also, 
there  are  monoclonal  antibodies  that  recognize  spe- 
cific cell  receptors  or  oncogene  membrane  prod- 
ucts that  could  permit  biologic  modulation  of  tu- 
mor growth. 

ITierapeutic  trials  with  monoclonal  antibodies 
have  been  published.  Purified  murine  monoclonal 
antibodies  have  been  administered  s;ifel)'  to  patients 
with  various  tumors,  including  melanoma,  gastro- 
intestinal cancer,  and  hematological  neoplasms.  Cx-r- 
tain  .MoAb  have  been  shown  to  cause  tumor  re- 
gression, probably  by  means  of  the  hosts’  immune 
effector  mechanisms.  Although  these  effects  are  usu- 
al!) transient,  the  full  potential  for  clinical  applica- 
tions of  MoAb  relies  in  the  existing  technical  capa- 
bilities to  produce  high!)-  specific  anti-idiotypic 
MoAb  and  in  the  use  of  MoAb  conjugated  to  cytoxic 
agents  (“immunotoxins”),  radioisotopes,  or  biologic- 
agents.  Preliminar)'  information  using  radiolabeled 
MoAb  or  ricin-A  immunotoxin  against  malignant 
melanoma  and  T-cell  Ivmphomas  are  encouraging 
(22,23). 

The  use  of  MoAb  is  not  limited  to  targeting  tu- 
mor-associated antigens.  Several  monoclonal  anti- 
bodies have  been  developed  which  identified  spe- 
cific tumor  products.  Being  able  to  block  these 
products  or  modulate  their  expression  may  allow 
regulation  of  tumor  growth.  Some  of  these  tumor 
products  include  CPA  ( carcinoembix'onic  antigen  ), 
alpha-fetoprotein,  tumor  growth  factors,  and  cel- 
lular receptors  for  growth  factors  (MoAb  against  the 
receptor  for  epidermal  growth  factor).  Human  trials 
with  these  monoclonal  antibodies  have  begun  in  the 
I'nited  States. 
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Use  of  combined  therapies  with  BRMs 

The  biologic  activities  of  these  various  cytokines  are 
integrated  in  a network  whereby  the  activity  of  any 
one  cytokine  affects  the  synthesis  or  function  of 
other  cytokines  or  the  expression  of  cell  membrane 
receptors  by  the  target  cell.  Thus  complementary 
biologic  activities  can  be  expected.  In  fact,  syner- 
gism in  regards  to  their  antitumor  activities  has 
been  described  between  different  species  of  inter- 
ferons or  between  other  BRMs.  For  instance,  it  has 
been  shown  that  the  generation  of  LAK  cells  re- 
quires interferon-gamma  production  and  precedes 
the  full  cytolytic  activity  of  LAK  cells  (24).  Similarly, 
interferon-alpha  or  interferon-gamma  enhanced 
TNF-mediated  tumor  lysis.  Recombinant  interferon- 
alpha  has  also  been  shown  to  increase  the  expres- 
sion of  tumor-associated  antigens  and  augment  the 
binding  of  monoclonal  antibodies,  suggesting  a role 
for  concomitant  use  for  these  two  therapeutic 
strategies  ( 25 ). 

Multimodal  therapy  will  be  necessary  to  obtain 
optimal  results.  In  a murine  renal  cell  cancer  model, 
Salup  and  colleagues  ( 26 ) have  demonstrated  the 
importance  of  combined,  bicompartmental  chemo- 
immunotherapy  to  achieve  cures.  They  showed  that 
curative  therapy  of  stage  11  ( locally  invasive ) or 
stage  111  ( metastatic  to  lymph  nodes ) required  re- 
section of  the  primary  tumor,  chemotherapy  ( doxo- 
rubicin), administration  of  lL-2  by  both  intravenous 
and  intraperitoneal  routes,  and  infusion  of  activated 
cytolytic  cells.  If  any  of  these  elements  was  miss- 
ing, this  combined  therapy  was  not  curative.  ITiis 
study  foresees  the  enormous  complexity  involved 
in  the  curative  treatment  of  advanced  cancer  in 
humans. 

Perspectives 

ITie  existing  data  establish  an  indisputable  role  for 
BRMs  in  the  management  of  cancer.  BRMs  consis- 
tently show  clinical  activity  in  patients  with  meta- 
static cancer.  Higher  responsiveness  is  clearly  iden- 
tified among  patients  with  certain  favorable  clinical 
characteristics.  Fumor  bulk,  extent  of  the  meta- 
static disease,  impairment  of  physiology,  and  over- 
all performance  status  are  obvious  parameters 
influencing  the  outcome. 

It  is  clear  that  the  optimal  application  of  these 
therapeutic  modalities  requires  further  extensive 
study  Fhe  growing  body  of  knowledge  emerging 
from  in  vitro  and  animal  models  may  provide  clini- 
cians with  critical  clues  to  guide  the  use  of  com- 
binations among  the  various  BRMs  and  improve 
their  therapeutic  activity. 

As  of  today,  none  of  these  studies  has  shown  re- 
producibly  or  convincingly  an  impact  on  the  sur- 
vival of  patients  with  metastatic  cancer,  but  the  use 
of  BRMs  remains  promising.  The  consistent,  though 
modest  antitumor  activity  of  these  agents  should 


continue  to  be  actively  pursued  and  introduction 
of  new  agents  encouraged.  The  development  of 
combined  therapies,  including  traditional  cancer 
treatments,  should  result  in  important  gains.  Lastly, 
the  introduction  of  these  therapies  in  earlier  stages 
may  prevent  extension  of  the  disease.  In  an  animal 
system,  the  combined  use  of  chemotherapy  and 
adoptive  immunotherapy  with  lL-2  and  LAK  cells 
resulted  in  the  cure  of  over  65%  of  animals  with 
stage  1 murine  renal  cancer  ( 27 ).  Thus,  adjuvant 
biological  therapy  in  human  cancer  is  another  logi- 
cal extension  of  the  clinical  studies  to  be  pursued  in 
the  future. 
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Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dminess, 
headache,  skin  flushing  reported  when  used  orally.T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3. 4 j tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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fAore  on  the  Subjects 


The  TMA  Library’  staff  compiled  this  bibliography  for  several 
of  the  major  topics  covered  this  month  iti  Texas  Medicine  All 
of  the  listed  resources  are  available  in  the  library.  For  infor- 
mcdion,  call  the  library  at  (512)  47~'-6704.  TMA  members 
cdso  may  request  research  on  any  medical  topic.  Books, 
audiovisuals,  and  copies  of  journal  articles  are  available  by 
calling  or  writing  the  library.  In  most  cases,  your  recpiest  can 
be  processed  within  24  hours. 

DAY  CARE:  THE  PEDIATRICIAN’S  PERSPECTIVE 
Journal  Articles 

Belsk)’  J:  Infant  day  care  and  socioemotional  development:  the 
United  States.  J Child  Psychol  Psychiatr)’  29( 4 ): 397— 406, 

1988. 

Johansen  AS,  Leibowitz  A,  Waite  IJ:  Child  care  and  children  s 
illness.  Am  J Public  Health  ■^8(9):  1 nS-l  I'^T,  1988. 

Lopez  J,  Dil.iberto  J,  McGuckin  M:  Infection  control  in  day-care 
centers;  pre.sent  and  future  needs.  Am  J Infect  C^ontrol  16(  1 ): 
26-29,  1988. 

McC^artney  K,  Galanopoulos  A:  Child  care  and  attachment:  a 
new  frontier  the  second  time  around.  Am  J Orthopsychiatr)’ 

58(  1):  16-24,  1988. 

Nwanyanwu  0(7  Baird  JN,  Reeve  (jR:  (^ryptosporidiosis  in  a 
day-care  center.  Tex  Med  85(6):4()— 43,  1989. 

Resolved:  day  care  is  the  best  care  for  children  under  age  five 
of  working  Americans.  J Am  Acad  Child  Adolesc  Psychiatry' 

28(  1):  130-133,  1989. 

Wald  ER,  Dashefsky  B,  Byers  C,  et  al:  Frequency  and  severity  of 
infections  in  day  care.  J Pediatr  1 12(4): 540- 346,  1988. 

Zigler  E,  Hall  NW;  Day  care  and  its  effect  on  children:  an  over 
view  for  pediatric  health  professionals.  J Dev  Behav  Pediatr 
9(  1 ):38-46,  1988. 


RockT  Mountain  spotted  fever.  Md  MedJ  37(4); 233-236, 
1988. 

Rocky  Mountain  .spotted  fever — United  States,  1988.  MMWR 
38(29):  3 13-3 13,  1989. 

Taylor  JP,  Istre  GR,  McChesney  TC:  ITie  epidemiology  of 
Rocky  Mountain  spotted  fever  in  Arkansas,  Oklahoma,  and 
Texas,  1981  througli  1983.  Am  J Epidemiol  127(6):  1293- 
1301,  1988. 

Tigertt  WD:  A 1759  .spotted  fever  epidemic  in  North  Carolina. 
J Hist  Med  Allied  Sci  42(  3 ):  296-.304,  1987. 

Vi  right  SW,  Trott  AT;  North  American  tick-borne  diseases.  Ann 
EmergMed  l^(9):964-972,  1988. 

Audiovisuals 

Pediatric  Dermatology,  part  II:  differential  diagnosis  of  uncom- 
mon and  unusual  bacterial  infections;  36  slides,  1 audiotape, 
study  guide.  Garden  Grove,  Calif.  Medcom  Famous  Teachings 
in  Modern  Medicine,  1981. 


BIOLOGIC  RESPONSE  MODIFIERS  IN  CANCER  THERAPY; 
A REVIEW 

Audiovisuals 

(4)lony-stimulating  factors  and  their  clinical  applications, 
NCME  Tape  #348;  VHS  videotape.  Seacaucus,  NJ,  The  Network 
for  Continuing  Medical  Education,  1989. 

ITie  promise  and  problems  of  monoclonal  antibodies,  NCME 
Tape  #332;  VHS  videotape.  Seacaucus,  NJ,  The  Network  for 
Continuing  Medical  Education,  1989. 


ROCKY  MOUNTAIN  SPOTTED  FEVER  IN  TEXAS 
1978-1987 

Journal  Articles 

Kamper  CA.  Chessman  KD,  Phelps  SJ:  Rocky  Mountain  spotted 
fever.  Clin  Pharm  7(  2 ) : 1 09-  1 1 6,  1 988. 

Morrison  RE,  Lancaster  DJ,  Smith  WR:  Rocky  Mountain  .spotted 
fever  (American  tick  typhus)  | clinical  conference!  J Tenn  Med 
Assoc  81(  1 1 ):  69 1-694,  1988. 

Rizzolo  PJ,  Addison  L:  Rocky  Mountain  spotted  fever  vs  viral 
syndrome.  A management  approach  in  a primary  care  .setting. 

N C Med  J 30(  4 ):  1 8 1 - 1 83,  1 989. 


Texas  Medicine 


S/)ccial  VKiport 


Report  of  the  TMA  Task  Force 
on  Nursing  Shortage 

The  Texas  Medical  Association 's  Task  Force  on  Nursing  Short- 
age was  created  by  the  Council  cm  Mediccd  Educctiion  in  May 
1988  to  detennine  whether  a nursing  shortage  exists  and,  if 
so,  to  propose  strategies  to  coirect  it  The  task  force  deter 
mined  thcd  there  hcwe  been  nursing  shortages  in  the  past  hut 
that  the  cutrent  shortages  have  occuned  rapidly  due  to  a 
number  of  factors.  This  specicd  report  presented  to  the  TMA 
Council  on  Medical  Education  in  March  1989,  outlines  rea- 
sons for  the  cunent  shortage,  recommends  ways  to  improve 
educcdiomd  opportunities  for  persons  interested  in  nursing, 
and  suggests  methods  for  recruiting  and  retaining  nurses. 

The  task  force  concluded  thcd  the  nursing  shortage  affects 
medical  services  in  hospitals  and  nursing  homes  and  thcd  it 
must  be  solved  to  ensure  high-cpudity  care.  The  TMA  House  of 
Delegates  approved  the  task  force  recommendations  in  May 
1989.  Members  of  the  Task  Force  on  Nursing  Shortage  were 
Margie  B.  Peschel,  MD,  Chairman,  Jcunes  Atkins,  MD;  Norman 
F.  Gant,  MD,  Dcwid  //,  Gordon,  MD;  William  J.  Nelson,  MD, 
John  E.  Bertini,  MD;  Joseph  C.  Dougherty,  MD,  Mike  Waters, 
Johnny  Johnson;  Sally  Jeffcocd,  RN;  Richard  Bettis,  Anthony 
Chappie;  Yvcmne  Newman;  Jeny  Chapman;  Gcdl  Dallas,  RN, 
PhD;  and  Lolly  Becdrd,  PhD 

Texas  is  experiencing  a critical  nursing  shortage.  C)1  fundamen- 
tal concern  to  patients,  physicians,  nurses,  hospitals,  and  nurs- 
ing homes  is  the  impact  this  shortage  may  have  on  the  deterio- 
ration of  the  qualiU’  of  patient  care  and  the  closing  of  beds  and 
nursing  units  in  Texas. 

ITie  purpose  of  the  Task  Force  on  Nursing  Shortage  was  to 
formulate  and  recommend  .solutions  designed  to  relieve  acute 
and  chronic  nursing  shortages  in  Texas,  in  legislative,  regula- 
tory’, and  other  mechanisms. 

ITie  goals  and  objectives  established  by  the  task  force  were: 

to  substantiate  current  nursing  shortage  based  on  factual 
data;  to  identify  and  understand  the  factors  which  fueled  past 
shortages  and  differentiate  them  from  those  underlying  the 
current  acute  situation;  to  evaluate  priorities  to  addre.ss  the 
issue;  and  to  propose  possible  short  and  long  term  strategies. 

Current  nursing  shortage 

The  present  nursing  .shortage  has  been  caused  by  a complex 
set  of  circumstances.  Although  there  have  been  nursing  short- 
ages in  the  past,  the  task  force's  conclusion  is  the  ciorent 
shortage  has  developed  very  rapidly  and  that  the  cause  is  due 
to  changes  in  demand  and  not  just  due  to  a declining  supply. 

Findings  substantiating  the  increased  demand  were:  higher 
levels  of  hospital-patient  acuity;  increase  in  population  base;  in- 
crease in  aging  population  requiring  more  care;  increase  in 
general  demand  for  health  care;  increase  in  complexity  of  care; 
increase  in  technological  demands;  increase  in  employment  al- 
ternatives (eg.  home  health  care,  ambulatory  care);  increased 
demand  to  meet  government  regulations  (eg,  quality  a.ssur- 


ance );  new  demands  for  personnel  through  practice  of  so- 
called  “detensive  medicine”;  and  new  and  unanticipated  de- 
mand by  AIDS  trom  an  already  over  burdened  health  care 
.system. 

Nursing  education  in  Texas 

Texas  has  a geographically  comprehensive  network  of  nursing 
education  programs  ( RN  and  LVN ).  ITiere  are  three  distinct 
programs  for  the  registered  nurse  ( RN ) training  in  Texas:  a,sso- 
ciate  degree  nurse,  diploma  nurse,  and  baccalaureate  nurse. 

ASSOCIATE  DEGREE  NfiRSE  (ADN) 

I'he  associate  degree  nur.se  program  is  a 2-year  program.  ITiere 
are  -t2  ADN  programs  in  Texas.  Most  programs  are  in  commu- 
nity colleges. 

Community’  college  a.ssociate  degree  nurse  programs  furnish 
a shorter  term,  less  expensive  means  of  preparing  to  be 
a registered  nurse.  They  are  an  attractive  option  to  "non- 
traditional  students”  such  as  those  who  are  older  than  average, 
minorities,  economically  or  educationally  disadvantaged,  or 
who  are  single  heads  of  household  or  delayed  or  second  ca- 
reerists. They  are  geographically  convenient  to  students. 

I’he  ADN  programs  arc  intended  to  produce  more  direct 
patient-care  or  "bedside”  RN's  with  less  emphasis  being  placed 
on  nursing  research,  community  health,  health  promotion,  ad 
ministration,  and  theory'. 

DIPLOMA  NURSE 

I'he  diploma  nurse  program  is  a 3-y’ear  program.  ITiere  arc  two 
diploma  nurse  programs  in  Texas  and  they  are  located  in  hos- 
pitals. The  number  of  programs  has  decreased  from  l-r  in 
1970,  primarily  because  of  the  cost  to  spon.soring  hospitals  and 
more  students  seeking  college  or  university-based  programs. 
Ho.spital-based  diploma  programs  emphasize  clinical  excel- 
lence, and  provide  early  and  substantial  clinical  experience. 

Diploma  students  are  generally  non  traditional;  40%  -50%  are 
minorities. 

BACGAMUREATE  NURSE  ( BSN  ) 

The  BSN  is  a 4-year  program.  There  are  20  of  these  programs 
in  Texas.  'They  are  located  at  health  science  centers  and  gen- 
eral academic  institutions.  The  BSN  programs  educate  nurses 
in  a wider  scope  of  practice  and  less  structured  setting  than  do 
ADN  or  diploma  programs.  BSN  programs  prepare  graduates  to 

meet  a wide  array  of  responsibilities  in  health  care  settings  ( in  

eluding  acute  care,  long-term  care,  and  less  structured  health 
care  settings ). 

LICENSED  VOCATIONAL  NURSE  (LVN) 

Hie  LVN  program  is  a 1 -year  program  and  there  are  97  of  them 
in  Texas;  83  are  located  in  community  colleges  and  10  are  lo- 
cated in  hospitals.  The  LVN  programs  prepare  graduates  to  per- 
form direct  patient  care  but  they  are  not  trained  to  function  as 
wholly  independent  health  care  providers  in  situations  where 
faced  with  complicated  or  uncertain  patient  problems.  The  pro- 
gram is  clinically  intensive,  low  cost,  attractive  to  non  tradi- 
tional students,  and  locally’  available  as  an  entry’  into  nursing. 
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Education:  findings  and  recommendations 

FINDINGS 

The  Texas  Medical  Association  has  always  supported  quality 
nursing  education  programs  at  all  levels  and  recognized  the 
need  for  bedside  nurse  preparation.  A major  contributing  fac- 
tor of  the  nursing  shortage  in  Texas  is  that  the  present  educa- 
tional system  in  Texas  is  unable  to  meet  the  market  demands 
for  nurses. 

RECOMMENDATIONS 

1 . Increase  funding  for  all  levels  of  nursing  education,  which 
includes  funding  faculty  positions  for  expansion  of  nursing 
education  programs  and  to  support  this  funding  for  a period  of 
10  years. 

2.  Develop  a well-defined  career  ladder  which  offers  alter- 
native and  varied  class  schedules  for  nursing  education  pro- 
grams and  supports  regional  articulation  among  different  types 
of  nursing  education  programs. 

3-  Support  expansion  of  the  associate  degree  nurse  pro- 
grams for  the  following  reasons:  ( a ) these  programs  are  clearly 
cost  effective-,  ( b ) the  programs  arc  attractive  to  minorities, 
males,  older  persons,  single  heads  of  household,  and  economi- 
cally disadvantaged  persons;  and  (c ) the  programs  are  avail- 
able in  both  rural  and  urban  areas. 

4.  Encourage  the  effort  to  recruit  part  of  licensed  vocational 
nurses  to  the  ADN  level.  All  new  licensed  vocational  nurse 
programs  should  be  in  community  colleges. 

5.  Support  recruitment  and  retention  of  qualified  nursing 
faculty  in  underserved  areas. 

6.  Support  establishment  of  new  nursing  programs  by  add- 
ing extended  campuses  for  nursing  education. 

Recruitment:  findings  and  recommendations 

FINDINGS 

ITie  task  force  found  that  one  factor  contributing  to  the  cur- 
rent nursing  shortage  is  the  loss  of  image  of  nursing  as  a pro- 
fession. Fhis  has  resulted  in  a diminishing  applicant  pool  to 
nursing  programs.  A second  finding  is  that  more  attractive  ca- 
reer opportunities  arc  available  to  women,  notably  in  law  and 
medicine.  There  is  also  increased  availability  of  alternative  ca- 
reer options  with  greater  income  and  prestige.  Other  reasons 
include  poor  prognosis  for  career  advancement  and  compensa- 
tion in  nursing  and  a lack  of  incentive  from  within  or  without 
nursing  to  remain  at  the  bedside. 

RECOMMENDA'FIONS 

1.  ITie  schools  of  nursing  and  other  interested  parties  such 
as  the  Texas  Medical  Association,  Texas  Hospital  Association, 
and  Texas  Nursing  Association  should  increase  recruitment 
efforts.  The  methods  of  recruitment  for  nursing  must  be  re- 
viewed to  ensure  that  clear  understandable  information  is  con- 
veyed to  pro.spcctive  students  about  the  purposes  of  nursing 
programs  and  opportunities  for  educational  and  career 
advancement. 

2.  Develop  aggressive  recruitment  efforts  with  a media  cam- 
paign to  promote  enhancement  of  the  image  of  nurses,  ie,  ju- 
nior and  high  school  career  days  and  tours  of  hospitals. 

3.  Encourage  hospitals,  medical  organizations,  and  inter- 


ested parties  to  provide  scholarships  and  loans. 

4.  Target  recruitment  efforts  toward  minorities,  older-than- 
average  students,  and  males. 

5.  Support  efforts  of  employers  of  nurses  to  recruit  nurses. 

Nursing  personnel  and  retention:  findings  and 
recommendations 

EINDINGS 

Based  on  information  from  the  Board  of  Vocational  Nurse  Ex- 
aminers there  were  71,571  licensed  vocational  nurses  in  Texas 
in  1988.  Hospitals  employed  38%  of  the  LVNs,  14.6%  worked 
in  nursing  homes,  and  8. 1 % were  in  medical  or  dental  offices. 
32.2%  of  LVNs  with  current  licenses  were  not  employed  in  the 
field  of  nursing. 

Eor  1988  the  Board  of  Nurse  Examiners  reported  a total  of 
97,840  licensed  registered  nurses  in  Texas,  and  78%  of  that 
number  were  employed  in  nursing,  71%  in  hospitals,  and  3% 
in  nursing  homes.  Of  the  1 2,000  unemployed  registered 
nurses,  6,835  were  not  seeking  employment  (possibly  retired 
or  raising  young  children)  and  5,938  had  an  unknown  employ- 
ment status. 

Fhe  task  force  found  that  retention  of  nurses  is  both  practice 
and  career  related.  The  problem  of  retaining  nurses  centers 
primarily  around  career  dissatisfaction.  Major  dissatisfactions 
were  salary  compensation,  pay  differentials  for  undesirable 
shifts,  inflexible  scheduling,  unqualified  supervisors,  verbal 
abuse  by  physicians,  communication  breakdown  with  physi- 
cians, high  stre.ss,  concern  for  unsafe  practices  due  to  under- 
staffing, patient  acuity,  and  non-nursing  requirements.  A sec- 
ond finding  was  that  career  opportunities  are  limited  for  nurses. 

RECOMMENDATIONS 

1 . Identify  a pool  of  licensed  vocational  nurses  not  em- 
ployed in  nursing  and  encourage  return  to  nursing  and  articu- 
lation to  an  associate  degree  nurse  program. 

2.  Develop  innovative  programs  to  promote  nurse  satisfac- 
tion, ie,  flexible  shifts  and  wage  structure. 

3.  Develop  innovative  programs  for  nursing  care  delivery  to 
increase  nursing  care  productivity  by  decreasing  non-nursing 
tasks. 

4.  Encourage  physicians  to  acknowledge  collegial  relation- 
ships by  positive  physician/nurse  working  relationship. 

5.  Promote  recognition  programs  to  reward  efforts  of  nurses 
who  provide  quality  patient  care  within  the  particular  work 
setting. 

6.  Promote  liaison  committees  of  physician  and  nurses  at 
local  county  medical  society  level  to  discuss  and  solve  mutual 
problems. 

7.  Establish  a health  manpower  data  collection  system. 

Conclusion 

The  Task  Force  on  Nursing  Shortage  found  that  a shortage  of 
nurses  impacts  safe  and  effective  medical  services  in  hospitals 
and  in  nursing  homes.  The  shortage  of  nurses  is  a problem  that 
must  be  solved  to  ensure  high  quality  care  for  the  sick  at  the 
bedside.  It  is  necessary  to  ensure  the  maintenance  of  safe, 
effective,  high  quality  patient  care  in  hospitals  and  commu- 
nities. Incentives  that  will  effectively  help  recruit,  retain,  and 
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encourage  the  continuing  formal  education  of  skilled  person- 
nel who  will  work  at  the  bedside  in  hospitals  should  be  sought 
and  implemented. 

ITie  task  force  has  kept  its  eye  on  workable  solutions  that 
will  yield  positive  results  now  and  in  the  future.  As  an  aside,  it 
should  be  noted  that  the  Task  Force  on  Nursing  Shortage 
found  no  support  for  the  registered  care  technologist  concept 
at  the  present  time.  The  main  focus  of  the  task  force  was  to 
find  workable  solutions  that  could  be  acted  upon  now  to  re- 
lieve the  pain  and  suffering  of  our  patients. 

The  Task  Force  on  Nursing  Shortage  could  not  have  com- 
pleted its  work  without  the  support  of  the  Texas  Hospital  Asso- 
ciation, Texas  Higlier  Education  Coordinating  Board,  Texas 
Health  Care  Association,  Fulbright  and  jaworski,  The  Univer- 
sity of  Texas  School  of  Nursing,  Board  of  Nurse  Examiners  for 
the  State  of  Texas,  Board  of  Vocational  Nurse  Examiners,  Texas 
Nurses  Association,  and  special  contributors  from  throughout 
the  state. 
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AMA/NET  Simplifies  the  Task  of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network  sponsored  by  the  AMA,  it's 
easy  to  keep  up  with  the  latest  clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the  information  you  need.  . . when  you 
need  it . . . with  just  your  computer,  a modem  and  your  phone.  No  computer  expertise 
required! 
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LITERATURE  SEARCHES 

■ EMPIRES  Key  Clinical  journals 

■ MEDLINE 

■ Social  and  Economic  Aspects  of 
Medicine  (SEAM) 

■ Disease  Information 

MEDICAL  NEWS  AND  PUBLIC 
INFORMATION 

■ Associated  Press  Medical  News 
Service 

■ Public  Information  Services 

Sources  include 
CDC,  the  Surgeon 
General  and 
NLM/NIH. 

■ ELECTRONIC 
COMMUNICATIONS 

/IMK/NET 


PROFESSIONAL  PROGRAMS 

■ DXplain'"  - A new  medical 
resource  to  expand  the  physician's 
diagnostic  considerations.  From  the 
Massachusetts  General  Hospital 
(MGH). 

■ MEDICOM®  Drug  Interaction 
Database- The  only  on-line,  generic 
ingredient-based  drug  interaction 
database.  From  Professional  Drug 
Systems,  Inc. 


MGH-CME  - 

Interactive,  self-paced 
programs  for  Category  I 
credit. 


For  Immediate  Sign-Up 
Call  1-800-426-2873 

AMA/NET  is  sponsored  by  the  American  Medical  Association  and  is  a service  of  SoftSearch,  Inc 
and  American  Medical  Computing,  Ltd  , a subsidiary  of  the  AMA 
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Texas  Medicine  has  rwo  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Tamar  Blvd,  Austin,  TN  ■^8"’01.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  the 
Editorial  f^ommittee,  and  is  accepted  or  rejected  on  the  basis  of  its  in- 
dividual merit,  appropriateness,  and  the  availabilitv-  of  other  material. 
Reviews  usually  take  six  to  eight  weeks.  Texas  Medicine  reserves  the 
right  to  reject  up  to  press  time  any  articles  that  may  have  been  ac- 
cepted for  publication. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  I9"’6,  elfective  Jan  1,  19^8, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author!  s ) undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  nece.ssitate  return  of 
the  manuscript 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100—  1 50  words  is  required. 

Text  should  be  narrativ'e  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  Eor  spelling  and  usage  the  editors  fol- 
low' “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster's  Third  New'  International  Dictionary,  Unabridged  ” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify’ content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI ) units. 

Eor  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  .Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  tbe  June  1982  issue  of  the.4««rt/s' 
of  Interned  Medicine. 

Iverson  C,  Dan  BB,  (jlitman  P,  et  al:  The  American  Medical  A.ssocia- 
tion  Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publi.shers  in  the  biological  sciences,  ed  5,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editttrs,  Inc,  198.5. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  conci.se  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in  pa- 
rentheses at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publi.sher,  year. 

Other  sources:  Enougli  information  must  be  included  so  that  the  in- 
formation can  be  identified  and  retrieved. 

Tetters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  pa- 
renthetically or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Tegends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  .should  be  typed  on  separate  sheets.  Column  headings  should 
show'  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the  au- 
thors for  use  of  any  previously  published  material  ( extensive  textual 
matter,  illustrations,  tables ),  Short  verbatim  quotations  in  the  text  may 
be  used  without  permission,  but  should  be  quoted  exactly,  with  the 
source  credited  Cktpies  of  permission  letters  should  be  submitted  with 
manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  conci.se  language.  Tength  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Tetters  will  be  published  at  the  discretion  of  the  managing  editor.  Edi- 
torial Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Tamar 
Blvd,  Austin,  TX  ~'8"'()1. 

Obituaries 

Brief  obituaries  of  decea.sed  TMA  members  are  published  when  ade- 
quate information  is  received. 

Policy  on  columns 

Eew  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Althougli  a few'  regular  columns  appear,  it  has  not  been  the  pol- 
icy to  grant  monthly  pages  to  specific  committees,  councils,  or  groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material  that 
they  consider  valuable  to  readers.  Should  regular  publication  in  col- 
umn form  be  deemed  appropriate,  the  committee  and  the  editors  will 
consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  a reprint  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  publi.shed. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Writ- 
ten permission  from  the  managing  editor  must  be  obtained  before  re- 
producing, in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any  ad- 
vertisement be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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Physician’s  hazard: 
the  OSHA  man  cometh 

The  Occupatkmal  Safety  and  Health  Act  of  1970  ( I ) contains 
the  congressional  finding  that  personal  injuries  and  illnesses 
arising  out  of  work  situations  substantially  burden  and 
binder  interstate  commerce  through  lost  production,  lost 
wages,  medical  expenses,  and  disability  compensation  pay- 
ments. The  act  further  lists  13  ways  that  Congress  seeks  to  as 
sure  every  working  man  and  woman  in  the  nation  safe  and 
healthful  working  conditions  to  preserve  our  human  re- 
sources so  far  as  possible. 

The  Occupcdional  Safety  and  Health  Administration 
( OSHA ) enforces  a 'general  duty" for  employers.  This  "gen- 
eral duty”  recptires  that  each  employer  furnish  his  employees 
job  duties  and  a place  of  employment  that  are  free  from  rec- 
ognized hazards  that  cause  or  are  likely  to  cause  death  or  se- 
rious physical  harm  (2).  Moreover,  the  law  recpiires  that  the 
employer  comply  with  occupcdional  safety  and  health  stan- 
dards promulgcded  under  the  statute’s  authority  (3 )■  This  ar- 
ticle answers  cjuestions  thcd  arise  when  an  OSHA  inspector 
knocks  on  a physician’s  office  or  clinic  door  and  announces 
he  or  she  is  there  to  inspect  the  workplace. 

Q.  I’m  a professional.  Docs  the  OSHA  law  apply  to  profes- 
sionals, such  as  physicians? 

A.  Any  person  employing  one  or  more  employees  is  an  “em- 
ployer engaged  in  a business  affecting  commerce  who  has  em- 
ployees” and,  therefore,  is  covered  by  the  act  ( 4 ).  Where  a 
member  of  a profession,  such  as  an  attorney  or  physician,  em- 
ploys one  or  more  employees,  such  member  comes  within  the 
definition  of  an  employer  and,  therefore,  is  required  to  comply 
with  the  law  ( 5 ). 

'Hie  employment  relationship  between  individual  workers 
and  their  alleged  employer  is  not  always  clear.  The  term  “em- 
ployer” is  not  limited  to  common  law  employment  relation- 
ships, but  will  be  construed  in  light  of  the  Occupational  S;ifety 
and  Health  Act  purpo.se  and  economic  realities  of  the  relation- 
ships (6).  Among  those  things  considered  are:  (a)  who  the 
workers  consider  their  employer;  ( b ) who  pays  the  workers' 
wages;  (c ) who  has  the  responsibility  to  control  the  workers; 

( d ) who  has  the  power  to  control  the  workers;  ( e ) who  can 
hire,  fire,  or  modify  the  employment  conditions  of  the  workers; 
(f ) whether  the  ability  of  the  workers  to  increase  their  income 
depends  on  efficiency  rather  than  on  initiative,  judgment,  and 
foresight;  and  ( g ) how  the  workers'  wages  are  established  ( 7 ). 
As  the  standards  and  definitions  for  employers  and  employees 


Medicine  and  the  l.aw  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


arc  broad,  it  is  almost  certain  that  any  physician  with  at  least 
one  other  person  working  in  his  or  her  office  will  fall  under 
the  reqtiirements  of  OSHA. 

Q.  What  risks  do  my  employees  incur  for  an  OSI  lA  violation? 

A.  The  act  provides,  “Each  employee  shall  comply  with  occu- 
pational safety  and  health  standards  and  all  rules,  regulations, 
and  orders  issued  pursuant  to  the  Act  which  are  applicable  to 
his  own  actions  and  conduct”  ( 8 ).  Although  the  statute  implies 
that  OSHA  could  sanction  an  employee  for  failure  to  comply 
with  the  requirements,  neither  the  Secretary  of  Labor  nor  the 
Occupational  S;tfety  and  Health  Review  C^ommi.ssion  (OSHRC) 
nor  the  courts  have  any  power  to  fine  or  otherwise  sanction 
disobedient  employees  ( 9 ). 

As  there  arc  sanctions  for  employers  who  violate  the  act,  it 
is  therefore  incumbent  upon  physicians  to  see  that  both  em- 
ployer and  employee  comply.  The  act  does  not  protect  em- 
ployees who  refuse  to  comply  with  occupational  safety  and 
health  standards  or  valid  safety  rules.  An  employer's  disciplin- 
an’  measures  taken  solely  in  response  to  an  employee’s  refusal 
to  comply  with  appropriate  safety  rules  and  regulations  ordi- 
narily will  not  be  regarded  as  discriniinatoiA'  action  prohibited 
by  the  act  ( It) ). 

The  statute  provides  employees  important  legal  rights.  Ehc 
act  pro\'ides  not  only  that  employees  may  participate  in  the 
enforcement  and  adjudicator}’  stages  but  also  that  the  employ- 
ees must  be  informed  of  these  rights.  Hence,  employers  are  re- 
quired to  post  the  official  OSHA  poster  in  conspicuous  places 
throughout  the  work  site  (11). 

Q.  In  a physician's  office  or  clinic,  what  is  subject  to 
inspectitfii? 

A.  The  physician  is  re.sponsible  for  conducting  s;ifet}’  and 
health  inspections  in  his  or  her  office  or  work  place.  Hiis  is  im- 
portant because  indi\  idual  physicians'  working  environments 
could  vary'  considerably.  Self  inspection  tells  physicians  if  prob- 
able hazards  exist  and  whether  they  are  under  control.  I'his  is 
a primary  step  in  comply  ing  with  OSHA  and  guarding  against 
its  sanctions  (12).  There  are  several  different  categttries  that 
are  subject  to  inspection  in  any  workplace,  including  a physi- 
cian's office  or  clinic. 

The  physician  should  perform  a complete  review  to  deter- 
mine his  or  her  exact  requirements.  The  following  lists,  by  no 
means  complete,  provide  .some  examples: 

GENERAL 

Is  the  OSHA  workplace  poster  displayed  in  your  office? 

Do  you  provide  and  document  safety'  and  health  training  for 
all  employees? 

Do  all  employees  know  what  to  do  in  an  emergency?  Gan 
you  document  it? 

Are  emergency  telephone  numbers  posted? 

workpiac:e 

Are  electrical  wiring,  fixtures,  and  controls  properly 
maintained? 
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Are  all  exits  visible  and  unobstructed? 

Are  there  sufficient  exits  to  ensure  prompt  escape  in  case  of 
emergency? 

Are  portable  fire  extinguishers  provided  in  adequate  num- 
bers and  ty  pes? 

Are  fire  extinguishers  properly  maintained  and  inspected? 

HOUSEKEEPING  AND  GENERAL  WORK  EN\dRONMENT 

Are  NO  SMOKING  signs  prominently  posted  in  areas  con- 
taining combustibles  and  flammables? 

Are  waste  receptacles  provided,  and  are  they  emptied 
regularly? 

Are  toilet  facilities  sanitary? 

Are  wash  areas  pro\’ided? 

Is  the  office  or  clinic  adequately  illuminated? 

Are  stairways  in  good  condition,  with  railings  provided  for 
every  flight  having  four  or  more  risers? 

Is  ventilation  adequate?  Is  it  properly  maintained? 

EMPLOYEE  PROTECTION 

Is  all  protective  equipment  maintained  in  a sanitary  condi- 
tion and  readily  av  ailable  for  use? 

When  employees  eat  on  the  premises,  do  they  eat  in  areas 
free  of  exposure  to  toxic  materials  and  removed  from  toilet  fa- 
cility areas? 

In  a physician's  office  or  clinic,  an  OSILA  inspector  will  pay 
special  attention  to  medical  waste  and  employee  exposure  to 
blood-borne  pathogens.  Therefore,  a physician  needs  to  check 
the  following: 

Are  Centers  for  Disease  Control  guidelines  for  the  preven- 
tion of  HfV  and  IIBV  being  followed? 

Is  there  a written  infection  control  plan?  Are  employees 
aware  of  the  plan? 

Are  there  appropriate  containers  for  medical  waste?  Are  the 
containers  appropriately  marked  and  tagged? 

Are  there  puncture-resistant  containers  for  sharps? 

Is  there  a program  for  training  and  educating  employees 
who  are  at  high  risk  for  exposure  to  communicable  diseases? 

Q.  Who  does  the  inspection?  Do  1 have  to  allow  that  person  in 
my  office  or  clinic? 

A.  The  act  authori?.es  both  the  Secretary'  of  Labor  and  the  Sec- 
retary of  Health  and  Human  Services  to  prescribe  rules  and 
regulations  necessary  to  administer  the  act,  including  inspec- 
tions ( 13).  Compliance  Safety'  and  Health  Officers  of  the  De- 
partment of  Labor  are  authorized  to  enter  without  delay  and  at 
reasonable  times  to  inspect  and  inv  estigate  any  place  of  em- 
ployment and  all  pertinent  conditions,  structures,  machines, 
apparatus,  devices,  equipment,  and  materials  (14). 

An  owner  or  an  employer  may  refuse  to  permit  the  Com- 
pliance Safety  and  Health  Officer  to  enter,  inspect,  or  review 
records.  The  Compliance  Safety'  and  Health  Officer  will  ascer- 
tain the  reason  for  the  refusal  and  immediately  report  the  re- 
fusal to  his  superiors.  The  area  director,  in  consultation  with 
the  regional  solicitor,  will  take  whatever  action  they  believe 


appropriate,  including  compulsory'  process  if  necessary  (15). 

Advance  notice  of  inspection  is  not  given,  except:  ( 1 ) in 
cases  of  apparent  imminent  danger,  to  enable  the  employer  to 
abate  the  danger  as  quickly  as  possible;  (2)  in  circumstances 
where  the  inspection  can  be  conducted  most  effectively  after 
regular  business  hours  or  special  preparations  that  are  neces- 
sary for  inspection;  (3  ) where  necessary  to  insure  the  pres- 
ence of  representativ  es  of  the  employer  and  employees  or  the 
appropriate  personnel  needed  to  aid  in  the  inspection;  and 
( 4 ) any  other  circumstances  where  the  area  director  deter- 
mines that  advance  notice  would  facilitate  an  effective  and 
thorough  inspection  (16). 

At  the  beginning  of  an  inspection,  the  officers  must  present 
their  credentials,  explain  the  nature  and  purpose  of  the  in.spec- 
tion,  and  indicate  generally  the  scope  of  the  inspection  and  the 
records  they  wish  to  review.  Compliance  officers  have  the  au- 
thority' to  take  environmental  samples,  to  take  and  obtain  pho- 
tographs related  to  the  purpose  of  the  inspection,  employ 
other  reasonable  investigative  techniques,  and  question  pri- 
vately any  employer,  owner,  operator,  agent,  or  employee  of  an 
establishment.  'Hie  inspector  can  review  records  that  directly 
relate  to  the  purpose  of  the  inspection.  Inspections  should  not 
cause  an  unreasonable  disruption  of  the  operations  of  the  em- 
ployer’s establishment. 

At  the  conclusion  of  an  inspection,  the  Compliance  Safety 
and  Health  Officer  must  confer  with  the  employer  or  his  repre- 
sentative and  informally  advise  him  of  any  apparent  safety  or 
health  violations  the  inspection  disclosed.  During  this  confer- 
ence, the  employer  is  to  be  afforded  an  opportunity  to  bring  to 
the  attention  of  the  officer  any  pertinent  information  regarding 
conditions  in  the  workplace  (17). 

Q.  I've  heard  that  OSHA  conducts  random  inspections.  Is  this 
true?  Is  there  any  protection  from  a random  inspection? 

A.  OSHA  docs  have  the  authority'  to  conduct  random  inspec- 
tions of  workplaces.  However,  an  important  exception  is  for 
establishments  that  have  fewer  than  1 1 employees.  An  estab- 
lishment with  fewer  than  1 1 employees  still  would  be  subject 
to  an  inspection  by  OSHA  in  the  event  of  a complaint  concern- 
ing an  OSHA  violation  (18). 

Establishments  that  initiate  and  participate  in  a voluntary  on- 
site consultation  also  are  exempt  from  random  inspection 
(19).  Upon  request  from  an  employer  with  fewer  than  150  em- 
ployees, a state  safety  engineer  will  make  a free,  on-site  safety 
and  health  inspection  and  notify’  the  employer  of  any  violations 
of  the  Occupational  Safety  and  Health  Administration  federal 
regulations.  This  is  a free  consultive  inspection  with  no  penal- 
ties. Results  of  the  inspection  are  given  to  the  employer  only, 
and  this  report  will  not  trigger  a federal  Occupational  Safety 
and  Health  Administration  inspection  ( 20 ).  If  the  employer  re- 
quests the  inspection  and  corrects  all  identified  hazards  within 
the  established  time  frame  following  the  inspection  and  com- 
plies with  the  other  requirements  of  the  consultative  program, 
then  the  state  safety’  engineers  who  contract  with  OSHA  to 
provide  these  services  will  notify  the  OSHA  regional  office, 
who  in  turn  will  issue  a certificate  of  recognition  for  a 
1 2-month  period.  The  1 2-month  exemption  does  not  apply 
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to:  (a)  locations  where  OSHA  enforcement  proceedings  have- 
been  initiated,  (b)  fatality  or  catastrophe  investigations  by 
OSIIA  enforcement  personnel,  (c)  complaint  investigations 
conducted  by  OSHA  enforcement  personnel,  and  ( d ) unre- 
solved imminent  dangers  identified  through  the  consultation 
process  (21 ).  More  information  concerning  the  consultative- 
program  is  available  from  the  Director,  Division  of  Occupa- 
tional Safety  and  Health,  Texas  Department  of  Health,  1 100  W 
49th  St,  Austin,  TX  78756. 

Q.  Are  there  any  record-keeping  requirements?  If  so,  are  they 
different  for  small  offices? 

A.  Before  the  act  took  effect,  no  centralized  systematic 
method  existed  for  monitoring  occupational  safety  and  health 
problems.  Some  states  and  private  organizations  collected  sta- 
tistics on  job  injuries  and  illnesses,  and  national  figures  were 
based  on  not  altogether  reliable  projections.  With  OSHA 
came  the  first  basis  for  consistent  nationwide  procedures  ( 22  ). 
Records  permit  the  Bureau  of  Labor  Statistics  to  compile  sur- 
vey material  to  help  define  high-hazard  industries  and  to  in- 
form employees  of  the  status  of  their  employer’s  record. 

Employers  of  1 1 or  more  employees  must  maintain  records 
of  occupational  injuries  and  illnesses  as  they  occur.  Employers 
of  1 0 or  fewer  employees  are  exempt  from  keeping  such 
records  unless  the  Bureau  of  Labor  Statistics  selects  them  to 
participate  in  the  annual  survey  of  occupational  injuries  and  ill- 
ness or  unless  there  are  fatalities  or  multiple  hospitalization  ac- 
cidents (23).  Occupational  injury  and  illness  records  must  be 
maintained  for  5 years  following  the  end  of  the  year  to  which 
they  relate  ( 24 ). 

The  Occupational  Safety  and  Health  Administration  also  has 
promulgated  regulations  governing  access  to  employee  medi- 
cal records.  These  regulations  give  the  employee  or  his  or  her 
representative  broad  access  to  all  company  records  relating  to 
health,  whether  maintained  by  the  physician  through  agree- 
ment with  the  company  or  by  the  company  itself.  OSHA  also 
has  access  to  these  records. 

The  first  requested  copy  of  employee  records  must  be  pro- 
vided free  within  1 5 days.  The  rules  state  that  employee  medi- 
cal records  must  be  maintained  for  at  least  30  years  plus  the 
duration  of  employment.  The  records  may  be  microfilmed  or 
reduced  in  other  ways  but  x-rays  must  be  kept  in  their  original 
form  (25). 

The  act  provides  that  regulations  issued  by  the  secretaty- 
shall  require  accurate  recording  and  reporting  of  “work  re- 
lated deaths,  injuries  and  illnesses  other  than  minor  injuries  re- 
quiring only  first  aid  treatment  and  which  do  not  involve 
medical  treatment,  loss  of  consciousness,  restriction  of  work 
or  motion,  or  transfer  to  another  job  ( 26).”  A work  related  ill- 
ness or  injury  that  results  in  a fatality  or  in  lost  work  days  must 
be  recorded  ( 27 ).  Also  recordable  are  occupational  injuries 
that:  (a)  require  medical  treatment  rather  than  first  aid;  (b ) re- 
quire termination  or  transfer  to  another  job  or  employment  or 
termination;  or  (c)  involve  a loss  of  con.sciousness  or  restric- 
tion of  either  work  or  motion  ( 28 ). 

Occupational  illnesses  are  recordable  if  they  are  diagnosed 
as  such  and  have  been  reported  to  the  employer. 


First  aid  is  defined  as  a one-time  treatment  of  minor  injuries, 
such  as  scratches  and  burns,  including  a follow-up  visit  for  ob- 
servation. The  treatment  and  follow  up  visit  are  considered 
first  aid  even  if  a physician  or  registered  professional  personnel 
provide  them  ( 29 ). 

Medical  treatment  is  i.ssued  on  a continuing  basis  by  a physi- 
cian or  by  registered  professional  personnel  under  the  stand- 
ing orders  of  a physician  ( 30 ).  Medical  treatment  does  not 
include  first  aid  treatment. 

Employers  normally  are  not  required  to  record  needle 
sticks.  However,  if  such  needle  sticks  require  medical  treat- 
ment ( ie,  gamma  globulin ) or  are  identified  as  causes  of  diag- 
nosed, occupationally  related  AIDS  related  complex  or  hepati- 
tis B,  they  must  be  recorded  ( 18 ). 

Each  employer  is  required  to  provide,  upon  request,  the  log 
and  summary'  of  occupational  injuries  and  illnesses,  the  supple- 
mentary record,  and  the  annual  summan-  for  inspection  or 
copying  by  any  representative  of  the  Secretary  of  Labor  for  the 
purposes  of  carrying  out  the  provisions  of  the  act.  Further,  the 
log  and  summaiy  of  all  recordable  occupational  injuries  and  ill- 
nesses must,  upon  request,  be  made  available  by  the  employer 
to  any  employee,  former  employee,  and  their  representatives 
for  examination  and  copying  in  a reasonable  manner  and  at 
reasonable  times  (31  )■ 

The  act  and  the  regulations  provide  that  whoever  know  ingly 
makes  any  false  statement,  representation,  or  certification  in 
any  application,  record,  report,  plan,  or  any  other  document 
filed  or  required  to  be  maintained  pursuant  to  the  act  shall, 
upon  conviction,  be  punished  by  a fine  of  not  more  than 
810,000  or  by  imprisonment  for  not  more  than  6 months  or 
both  ( 32 ).  Other  penalties  also  may  apph'. 

Q.  1 have  heard  that  I must  tell  my  employees  if  hazardous 
chemicals  are  being  used.  I only  stock  drug  supplies.  Must  I 
make  hundreds  of  warnings  to  my  employees? 

A.  OSHA  requires  chemical  manufacturers  or  importers  to  as- 
sess the  hazards  of  chemicals  that  they  produce  or  import.  The 
administration  also  requires  all  employers  to  provide  their  em- 
ployees information  about  the  hazardous  chemicals  to  which 
they  are  exposed,  by  means  of  a hazard  communication  pro- 
gram, labels  and  other  forms  of  warning,  material  .safety  data 
.sheets,  and  information  and  training.  In  addition,  the  regulation 
requires  distributors  to  transmit  the  required  information  to 
employers  ( 33 ) 1 he  rule  applies  to  any  chemical  known  to  be 
present  in  the  workplace  in  such  a manner  that  employees 
may  be  exposed  under  normal  conditions  of  use  or  in  a fore- 
seeable emergency.  However,  the  rules  do  not  apply  to,  among 
other  things,  food,  drugs,  cosmetics,  or  consumer  products  in- 
tended for  personal  consumption  by  employees  while  on  the 
workplace.  The  warnings  do  not  apply  to  any  drug,  as  that 
term  is  defined  in  the  Federal  Food,  Drug  and  Cxjsmetic  Act 
( 34),  w hen  it  is  in  solid,  final  form  for  direct  administration  to 
the  patient  ( ie,  tablets  or  pills)  ( 35  ). 

A number  of  definitions  are  important  to  this  regulation: 

“Foreseeable  emergency"  means  any  potential  occurrence 

such  as  but  not  limited  to,  equipment  failure,  rupture  of  con- 
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taincrs,  or  failure  of  control  equipment  which  could  result 
in  an  uncontrollable  release  of  a hazardous  chemical  into  the 
workplace. 

“Health  hazard"  means  a chemical  for  which  there  is  sta- 
tistically significant  evidence  from  at  least  one  study  con- 
ducted in  accordance  with  established  scientific  principles 
that  acute  or  chronic  health  effects  may  occur  in  exposed 
employees.  The  term  includes  chemicals  that  are  carcino- 
gens, toxic  or  highly  toxic  agents,  reproductive  toxins,  irri- 
tants, corrosives,  sensitizers,  hepatotoxins,  nephrotoxins, 
neurotoxins,  agents  that  act  on  the  hematopoietic  system, 
and  agents  that  damage  the  lungs,  skin,  eyes,  or  mucus  mem- 
branes ( 36 ). 

ITiese  definitions  limit  the  number  of  warnings  that  a phy- 
sician must  communicate  to  his  staff  in  most  settings.  It  afso 
should  be  noted  that  the  hazard  communications  standard 
applies  only  to  hazardous  chemicals  or  physical  hazards  in 
the  workplace.  It  does  not  apply  to  biological  hazards  such 
as  blood-borne  diseases  (18). 

Q.  What  are  the  penalties  for  violating  the  OSHA  law  or 
regulations? 

A.  An  employer  who  violates  the  statute  or  any  standard,  rule, 
or  order  may  be  assessed  a civil  penalty  or  punished  by  a fine 
and  imprisonment.  The  statute  provides  that  for  willful  or  re- 
peated violations,  a civil  penalty  of  not  more  than  $10, 000  for 
each  violation  may  be  assessed  ( 3"^  )•  A civil  penalty  of  up  to 

51. 000  shall  be  asses.sed  for  each  violation  that  is  determined 
to  be  serious  ( 38 ).  A violation  determined  not  to  be  serious 
also  may  result  in  a civil  penalty  of  up  to  S 1 ,000  ( 39 ).  If  an 
employer  willfully  violates  any  standard,  rule,  or  order,  and 
that  violation  causes  the  death  of  an  employee,  the  employer 
shall,  upon  conviction,  be  punished  by  a fine  of  not  more  than 

51 0.000  and  or  by  imprisonment  for  not  more  than  6 months. 
A second  or  subsequent  conviction  is  punishable  by  a fine  of 
not  more  than  S20,000  and/or  imprisonment  for  not  more 
than  1 year  ( 40 ). 

In  addition  to  civil  and  criminal  penalties,  the  Secretary  of 
Labor  may  bring  an  action  in  federal  district  court  for  injunc- 
tive relief  or  a temporary'  restraining  order  (4l ). 

Q.  I just  had  a visit  from  an  OSHA  inspector  and  received  a ci- 
tation. 1 disagree  with  the  findings.  What  are  my  options? 

A.  When  issued  a citation  or  notice  of  a proposed  penalty,  an 
employer  may  request  an  informal  meeting  with  OSHA’s  area 
director  to  discuss  the  case  ( 42 ).  In  order  to  avoid  prolonged 
legal  disputes,  the  area  director  is  authorized  to  enter  into  set- 
tlement agreements  that  revise  citations  and  penalties  (43). 

On  receiving  a citation,  the  employer  must  correct  the  cited 
hazard  by  the  prescribed  date  unless  he  or  she  contests  the  ci- 
tation or  abatement  date  ( 44 ).  If  factors  beyond  the  employ- 
er’s reasonable  control  prevent  the  completion  of  corrections 
by  that  date,  and  the  employer  has  made  a good  faith  effort  to 
comply,  he  or  she  may  file  for  a Petition  for  Modification  of 
Abatement  ( PMA  ) date  ( 45 ). 


Written  petitions  should  specify  all  steps  taken  to  achieve 
compliance,  the  additional  time  needed  to  achieve  complete 
compliance,  the  reasons  such  additional  time  is  needed,  and 
temporary  steps  being  taken  to  safeguard  employees  against 
the  cited  hazard  during  the  intervening  period.  The  petition 
also  should  state  that  a copy  of  the  PMA  was  posted  in  a con- 
spicuous place  at  or  near  each  place  where  the  violation  oc- 
curred and  that  the  employee  representative  ( if  there  is  one ) 
received  a copy  of  the  petition  ( 46 ). 

If  the  employer  decides  to  contest  either  the  citation,  the 
time  set  for  the  abatement,  or  the  proposed  penalty,  he  or  she 
has  1 5 working  days  from  the  time  the  citation  and  proposed 
penalty  are  received  in  which  to  notify  the  OSHA  area  director 
in  writing.  An  orally  expressed  disagreement  will  not  suffice.  A 
written  notification  is  called  a notice  of  contest  (47).  There  is 
no  specific  format  for  the  notice  of  contest.  However,  it  must 
clearly  identify  the  employer's  basis  for  filing,  ie,  a citation,  no- 
tice of  proposed  penalty,  abatement  period,  or  notification  of 
failure  to  correct  violations. 

ITie  employees’  authorized  representative  must  receive  a 
copy  of  the  notice  of  contest. 

Q.  1 have  decided  to  contest  a citation.  Who  will  hear  my 
case? 

A.  If  the  written  notice  of  contest  is  filed  within  the  required 
1 5 working  days,  the  OSI  lA  area  director  forwards  the  case  to 
the  Occupational  Safety  and  Health  Review  Commission 
(OSHRC).  ITie  commission  is  an  independent  agency  not  asso- 
ciated with  OSHA  or  the  Department  of  Labor  (48).  The  com- 
mission assigns  the  case  to  an  administrative  law’  judge  (49). 

Hie  judge  may  investigate  and  disallow  the  contest  if  it  is 
found  to  be  legally  invalid,  or  .schedule  a hearing  for  a public 
place  near  the  employer’s  workplace  ( 50 ).  Tire  employer  and 
the  employees  have  the  right  to  participate  in  the  hearing.  The 
OSHRC  does  not  require  that  they  be  represented  by  attor- 
neys (51). 

Once  the  administrative  law  judge  has  ruled,  any  party’  to 
the  case  may  request  a further  review'  by  OSHRC.  Any  of  the 
three  OSHRC  commissioners  at  his  or  her  own  motion,  also 
may  bring  a ca.se  before  the  commi.ssion  for  review  (52).  Com- 
mission rulings  may  be  appealed  to  the  appropriate  US  Court 
of  Appeals  ( 53  )• 

Conclusion 

Additional  rules  and  developments  concerning  a physician’s 
duties  and  re.sponsibilities  to  his  employees  are  being  consid- 
ered. Specifically’,  the  Department  of  Labor  has  propo.sed  rules 
concerning  occupational  exposure  to  blood-borne  pathogens. 
As  those  rules  develop  and  as  other  issues  concerning  a physi- 
cian’s employees  arise,  they  will  be  analyzed  and  presented  in 
this  column. 
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CARDIOLOGY  EVALUATION 

Cardiac  Catheterization 
Non-invasive  testing 
— ^Treadmill  stress  test 
— Electrocard  iography 
— Echocardiography 
Esophageal  evaluation 
Coronary  Angioplasty  (PTCA) 

Cardiovascular  Risk  Reduction 
Cardiac  Rehabilitation 
Hypertension  Consultation 

CARDIOVASCULAR  SURGERY 

Coronary  artery  bypass  and  endarterectomy 
Cardiac  valve  replacement  and  valvuloplasty 
Pacemaker  Implantation 
Peripheral  vascular  surgery 

ONCOLOGY  SERVICE 
Breast  Diagnostic  Center 
Lung  Cancer 

Other  Tumors  of  the  Chest 

OCCUPATIONAL  MEDICINE 

Asbestos-related  diseases 
Analytical  microscopy  services 
Chest  x-ray  by  B-reader 

Pulmonary  fimction  A other  special  lung  studies 

ADULT  PULMONARY  SERVICE 
Asthma 

Acute  & Chronic  Respiratory  Fciilure 
Evaluation  of  Mass  Lesions  in  the  Chest 
Pulmonary  Function,  Inhalational  Challenge 
and  Exercise  Testing 
Sleep  Disorders 

Tuberculosis  & Atypical  Mycobacterial  Disease 
Unusual  Infections  of  the  Chest 
Thoracic  Surgery 
Pulmonary  Rehabilitation 
Clinical  Trials  and  Basic  Research 
of  Pulmonary  Disorders 
Unusual  Infections  of  the  Chest 

PEDIATRIC  PULMONARY  SERVICE 

Asthma 

Cystic  Fibrosis 

Other  Lung  Diseases 

For  consultation  or  referral  call  toll  free 

1-800-822-7814 
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He^lthCenter 
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— The  state  referral  center  for  cardiopulmonary  diseases — 


Volume  85  November  1989 


Socioeconomics  of  Medicine 


58 


What’s  new  in  liability 
insurance? 

Beginning  next  month,  physicians  who  meet  certain  require- 
ments will  have  their  professional  liability  insurance  pre- 
miums reduced.  In  addition,  if  these  physicians  are  adjudged 
liable  in  a malpractice  suit,  the  state  will  pay  a portion  of 
actual  damages.  Designed  to  provide  some  relief  from  the 
mounting  costs  of  professional  liability  that  contribute  to 
the  shrinking  access  to  medical  care,  these  benefits  are  one  re- 
sult of  HB  18,  the  Omnibus  Health  Care  Rescue  Act,  passed 
during  the  list  Texas  Legislative  Session.  The  act  creates 
a state  mdemnification  program  for  certain  health  care 
professionals. 

A health  care  professional  is  defined  as  a licensed  physi- 
cian, advanced  nurse  practitioner,  certified  nurse  midwife,  or 
physician's  assistant  In  this  article,  we  use  physician” for 
‘‘health  care  professional, " and  answer  basic  questions  about 
the  new  law  and  how  it  works. 

Reduced  premiums 

Q.  How  do  I get  a premium  reduction? 

A.  To  qualify  for  a premium  discount,  a physician  must  do  four 
things: 

1.  Provide  charity'  care  in  at  least  10%  of  his  or  her  patient 
encounters. 

Charity  care  is  defined  as  care  provided  for  patients  covered 
under  one  or  more  of  the  following  programs:  Medicaid,  Ma- 
ternal and  Infant  Health  Improvement  Act  (MIHLA),  County  In- 
digent Health  Care  Program  (CIHCP),  Texas  Primary  Health 
Care  Services  Program  (PHCSP),  TDH  Chronically  111  and  Dis- 
abled Children’s  Services  Program,  and  contracts  with  a feder- 
ally funded  migrant  and/or  community  health  center  receiving 
funds  under  42  HSC  254b  and  254c,  which  are  sections  of  the 
US  code  that  authorize  federal  community'  and  migrant  health 
centers.  The  law  is  very'  specific  about  the  programs  it  qualifies 
for  charity  care.  Your  patients  must  be  covered  under  one  of 
these  programs  to  be  included  in  your  10%  charity'  group. 

At  the  end  of  the  policy  year,  the  insurer  may  audit  the 
records  of  any  physician  who  has  received  a discount  to  assure 
that  the  physician  provided  charity  care  in  10%  of  his  or  her 
patient  encounters.  If  the  audit  shows  otherwise,  the  physician 
will  be  charged  the  premium  savings  plus  20%  of  the  regular 
premium, 

2.  Complete  1 5 hours  of  continuing  education  on  risk  re- 
duction and  patient  safety  during  the  term  of  the  professional 
liability  insurance  policy. 

TMA  will  offer  workshops  that  provide  the  required  1 5 
hours  of  continuing  education  in  patient  safety  and  risk  reduc- 
tion for  the  professional  liability'  premium  discount.  Work- 
.shops  will  begin  in  January  1990.  Complete  information  about 
these  workshops  will  be  distributed  to  TMA  members  in  late 
fall. 


3.  Maintain  a valid  professional  liability'  policy  with  limits  of 

8100,000/8300,000. 

4.  Apply  for  the  discount  30  or  more  days  before  the  begin- 
ning of  the  term  of  the  policy.  This  can  be  done  by  advising 
the  insurer,  in  writing,  that  you  intend  to  meet  all  require- 
ments for  the  discount. 

Only  regulated  insurance  carriers,  the  Texas  Medical  Lia- 
bility' Insurance  Underwriting  Association  (JUA),  and  the  Texas 
Medical  Liability  Trust  are  required  to  offer  professional  lia- 
bility' premium  discounts.  Therefore,  it  is  important  to  deter- 
mine if  your  professional  liability'  insurance  carrier  will  be 
offering  the  discount.  Examples  of  those  companies  that  will 
participate  are  the  JUA,  The  Medical  Protective  Company, 
American  Physicians  Insurance  Exchange,  St  Paul  Insurance 
Group,  Insurance  Corporation  of  America,  and  Texas  Medical 
Liability'  Trust.  Institutions  of  higher  education  which  main- 
tain professional  liability  insurance  trusts  for  their  physician 
faculty  are  not  recjuired  to  offer  the  premium  discount 

Q.  What  if  I intend  to  fulfill  all  the  requirements,  and  then  find 
that  I can’t  quite  meet  them  all? 

A.  If  you  notify'  your  insurer  30  days  before  the  end  of  the  pol- 
icy year  that  you  cannot  meet  the  requirements  to  qualify  for 
the  discount  before  the  expiration  of  the  policy,  you  are  sub- 
ject to  pay  back  the  difference  between  the  premium  paid  and 
the  premium  that  would  have  been  due,  plus  interest.  There- 
fore, to  avoid  the  additional  preynium  costs  associated  with 
not  meeting  the  requirements  for  the  premium  discount  it  is 
wise  to  monitor  yourself  (especially  toward  the  end  of  the 
policy  period)  to  determine  if  you  will  meet  the  15  hours  of 
cojitinidng  education  and  the  charity  care  requirements. 

If  you  are  unable  to  take  the  1 5 hours  of  continuing  educa- 
tion or  meet  the  10%  charity  care  requirement  during  the 
term  of  your  policy,  and  if  you  fail  to  give  proper  notice  to 
your  insurer,  you  are  subject  to  a fine.  This  fine  amounts  to  the 
difference  between  the  premium  paid  and  the  amount  that 
would  have  been  paid  without  the  professional  liability  pre- 
mium discount  plus  20%  of  the  amount  of  the  non- 
discounted  premium. 

State  indemnification 

Q.  What  docs  state  indemnification  cover? 

A.  If  the  physician  participates  in  the  state  indemnification 
program,  the  state  will  pay  for  a portion  of  the  actual  damages 
resulting  from  medical  malpractice  claims  unless  the  claim  in- 
volves an  intentional  act  or  gross  negligence  on  the  part  of  the 
physician. 

The  state  is  liable  for  the  first  8100,000  for  a single  occur- 
rence from  a claim  involving  prenatal  care,  care  during  labor 
and  delivery,  30  days’  postnatal  care  for  the  mother  and  child, 
or  any  type  of  emergency  care. 

ITic  state  is  responsible  for  the  first  825,000  of  any  other 
professional  liability  claim  against  a physician  who  participates 
in  the  state  indemnification  program.  In  other  words,  all  eli- 
gible physicians  who  have  a malpractice  claim  (excluding  in- 


Texas  Medicine 


tentional  acts  or  gross  negligence)  adjudged  against  them  or 
settled  by  them  will  be  covered  by  the  state  for  the  first 
S2S,0()()  of  the  claim  regardless  of  specialty  or  service  pro- 
vided. ITiis  applies  to  charity  and  non-charity’  patients  alike. 

Physicians  at  institutions  of  higher  education  are  not  cov- 
ered under  this  act. 

Q.  How  do  physicians  participate  in  the  indemnification 
program? 

A.  A physician  must  provide  charity  care  in  at  least  10%  of  his 
or  her  patient  encounters  to  participate  in  the  indemnification 
program.  When  the  physician  not  only  provides  the  10% 
charity’  care  requirement,  but  also  fulfills  the  15-hour  continu- 
ing education  requirement  in  patient  safety’  and  risk  reduction, 
he  or  she  will  akso  receive  the  premium  discount  on  profes- 
sional liability’  insurance,  in  addition  to  state  indemnification 
benefits. 

Q.  How  is  the  Attorney  General  involved  in  indemnification? 

A.  When  a claim  is  filed  against  a physician  who  is  participat- 
ing in  the  indemnification  program,  the  attorney  handling  the 
claim  will  notify  the  Texas  Attorney  General  and  will  keep  that 
office  informed  of  all  developments  in  the  claim. 

The  Attorney  General’s  involvement  in  the  indemnification 
process  is  limited  to  objecting  to  the  reasonableness  of  settle- 
ment decisions,  as  well  as  awareness  of  eligible  claims  filed. 

Q.  When  does  the  new  law  take  effect? 

A.  Jan  1,  1990.  Many  physicians  may  wish  to  seek  an  earlier 
policy  renewal  date  in  order  to  take  advantage  of  the  discount 
to  which  they  may  be  entitled.  If  you  think  you  can  qualify  for 
the  discount,  write  to  your  carrier  by  Dec  1,  19H9,  to  inquire 
about  obtaining  a more  advantageous  premium. 

ITiere  may  or  may  not  be  some  forms  involved,  but  the  fol- 
lowing sample  letter,  adapted  to  your  situation  and  mailed  to 
your  insurer,  should  get  you  started  down  the  right  track: 

( Date ) 

Dear  (Your  insurance  company ): 

Under  the  provisions  of  the  Texas  Omnibus  Health  Care  Res- 
cue Act,  1 am  applying  for  a discount  from  my  professional  lia- 
bility insurance  premium.  1 intend  to  meet  all  the  require- 
ments of  the  law,  including  the  10%  charity  care  and  15  hours 
of  education  in  loss  prevention  and  patient  safety’,  during  the 
term  of  my  policy. 

Please  advise  if  additional  information  is  needed. 

Sincerely, 

John  Doe,  MD 


DONALD  P.  WILCOX,  JD 
TMA  General  Counsel 

KAREN  BA'rOR\',  MPA 

Director,  TMA  .Socioeconomic  Research  Department 


All  dressed  up  and 
no  place  to  go. 

A student  who  not  only  meets  but 
exceeds  the  demands  of  high  school 
deserves  to  go  to  college.  But  if  he 
doesn’t  have  the  money,  he  won’t  be 
going  anywhere. 

Please  help  by  sending  your  check 
to  the  United  Negro  College  Fund, 

500  East  62nd  Street,  New  York, 

NY  10021. 

United  Negro  College  Fund. 

A Mind  Is  A Terrible  Thing  To  Waste. 
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A defense  against  cancer 
can  be  cooked  up  in  your  kitchen. 


There  is  evidence  that  diet 
and  cancer  are  related.  Some 
foods  may  promote  cancer,  while 
others  may  protect  you  from  it. 

Foods  related  to  lower- 
ing the  risk  of  cancer  of  the 
larynx  and  esophagus  all  have 
high  amounts  of  carotene, 
a form  of  Vitamin  A which 
is  in  cantaloupes,  peaches, 
broccoli,  spinach,  all  dark 
green  leafy  vegetables,  sweet 
potatoes,  carrots,  pumpkin, 
winter  squash  and  tomatoes, 
citrus  fruits  and  brussels 
sprouts. 

Foods  that  may 
help  reduce  the  risk 
of  gastrointestinal 
and  respiratory 
tract  cancer  are 
cabbage,  broccoli, 
brussels  sprouts, 
kohlrabi,  cauliflower. 


fish  and 

types  of  sausages  smoked  by  tradi- 
tional methods  should  be 
eaten  in  moderation. 

Be  moderate  in 
consum.ption  of  alco- 
hol also. 

A good  rule  of 
thumb  is  cut  down  on 
fat  and  don’t  be  fat. 
Weight  reduction  may 
lower  cancer  risk.  Our 
12-  year  study  of  nearly  a 
million  Americans  uncovered 
high  cancer  risks  particularly 
among  people  40%  or  more 
overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your  own 
defense  against  cancer.  So  eat 
healthy  and  be  healthy 

No  one  faces  I 

AAAERiCAN 
^CANCER 
f SOQETY® 


cancer  alone. 


Fruits,  vegetables,  and  whole- 
grain  cereals  such  as  oatmeal,  bran 
and  wheat  may  help  lower  the  risk 
of  colorectal  cancer. 

Foods  high  in  fats,  salt- or 
nitrite-cured  foods  like  ham,  and 
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Estate  planning  of  non-US 
citizens  should  be  reviewed 

In  late  1988,  the  I'nitcd  States  Congress  passed  the  “Technical 
and  Miscellaneous  Revenue  Act.”  This  act  has  numerous  conse- 
quences, but  one  area  in  particular  requires  attention  from 
physicians  and  their  spouses  who  are  not  United  States  citi- 
zens. The  new  rules  may  affect  persons  who  have  been  living 
in  the  United  States  for  a number  of  years  with  a green  card. 

In  the  US,  fairly  traditional  estate  planning  techniques  have 
allowed  spouses  to  place  the  first  8600,000  of  value  in  trust, 
with  amounts  above  $600,000  given  outright  to  their  surviving 
spouse.  This  approach,  known  as  the  unlimited  marital  deduc- 
tion, prevents  any  death  tax  whatsoever  upon  the  death  of  the 
first  spouse.  ITiis  planning  technique,  using  bypass  or  credit 
shelter  trusts,  has  been  available  to  US  citizens  and  residents  of 
the  United  States  for  .some  time.  Properly  used,  the  technique 
can  yield  significant  tax  savings  for  a family. 

ITie  new  tax  act  has  dramatically  changed  a portion  of  this 
basic  planning  by  stating  that  the  marital  deduction  will  no 
longer  be  available  il  the  spouse  is  a citizen  of  a country'  other 
than  the  United  States.  Hence,  a United  States  citizen  married 
to  a Canadian  or  other  non-citizen  should  promptly  have  his  or 
her  will  reviewed  and  his  or  her  planning  updated.  A will  leav- 
ing every  thing  outright  to  the  surviving  .spouse,  which  prior  to 
Nov  10,  1988,  would  have  given  the  sury  iving  spouse  an  un- 
limited marital  deduction  (and  insured  that  no  death  t;ix  was 
due ),  is  no  longer  sufficient  for  non-citizens.  If  the  death  tax 
applies,  it  will  impose  a tax  from  37%  to  as  high  as  55%.  riius, 
an  estate  would  attract  a death  tax  of  37%  -55%  of  amounts 
above  the  86()0,()()()  threshold.  A $700,000  estate,  for  example, 
would  face  a tax  of  $37,000. 

In  looking  at  the  United  States  death  tax  rules,  all  property, 
including  home,  automobiles,  bank  accounts,  medical  practice, 
stocks,  life  insurance,  pension  plans,  and  all  other  items  con- 
trolled during  one's  lifetime  are  included  to  calculate  total  val- 
ues. Considering  the  value  of  a medical  practice,  an  office 
building,  group  life  insurance  at  work,  personal  life  insurance, 
pension  benefits  and  other  amounts,  most  physicians  arc  above 
the  tax  threshold.  It  such  individuals  arc  married  to  non-citizen 
spouses,  the  non-citizen  spouse  will  likely  end  up  paying  a 
higher  death  tax  than  is  necessary. 

'Hie  1988  tax  act  did  allow  some  relief  from  this  new  rule  by 
allowing  the  creation  of  a trust  known  as  a “Qualified  Domes- 
tic  Trust.”  For  example,  if  the  husband  dies  and  leaves  prop- 
erty in  a Qualified  Domestic  Trust  for  the  benefit  of  the  non- 
citizen wife,  then  no  death  tax  will  be  payable  at  the  husband's 
death  on  any  amounts  (even  above  $600,000)  in  such  Quali 
fied  Domestic  Trust.  The  Qualified  Domestic  Trust  has  some 
fairly  stringent  requirements  which  arc  set  out  in  Internal 
Revenue  Code,  Section  2056.  Essentially,  a Qualified  Domestic 
I rust  must  hay'e  only  United  States  citizen  trustees,  or  the 
trustee  must  be  a United  States  bank  or  trust  company.  All  of 
the  income  must  be  distributed  to  the  .spouse  and  the  principal 
may  not  be  distributed  without  the  imposition  of  a tax.  nius, 


the  surviving  non-citizen  spouse  cannot  serve  as  a trustee  of  a 
Qualified  Domestic  Trust.  In  many  cases,  the  children  of  such 
persons  are  United  States  citizens  and  po.ssibly  could  serve  as 
such  trustees.  A number  of  other  technical  rules  do  apply  to 
the  Qualified  Domestic  I rust,  and  the  IRS  will  issue  regulations 
in  the  future.  Some  technical  corrections  have  already  been 
proposed  to  the  statute  by  the  House  Ways  and  Means  Com- 
mittee on  Sept  14,  1989.  If  the  estate  is  above  $600,000,  plan- 
ning opportunities  through  the  creative  use  of  life  insurance 
should  be  explored. 

In  light  of  the  new  tax  act,  physicians  yy  ho  are  non-citizens 
or  whose  .spouses  are  non-citizens  should  promptly  consider 
updating  all  of  their  planning.  If  you  have  adequately  taken 
care  of  your  family,  you  might  wish  to  leave  a charitable  gift  in 
honor  of  a loved  one  to  your  favorite  medical  .school,  hospital, 
university’,  religious  group,  or  heritage  group.  If  the  group  is  a 
qualified  charity’  under  the  Internal  Revenue  C:ode,  then  gifts 
would  be  tax  deductible.  An  excellent  way  to  remember  a 
loved  one  is  by  creating  a scholarship  fund  at  your  medical 
school  or  university  as  a memorial  to  a spouse,  parent,  child  or 
colleague. 

RODNEW  C.  KOENIG,  JD 

Trusts  and  Estates,  P,irtncr,  Fulbriglit  & laworski,  lyOl  Mt  Kinney  Houston  TX 
77010. 
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fAedicirie  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1989  the  library  will  culd  more  than  600  book  titles 
to  its  50,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  more  than  1,000  medical  and 
health-related  journals.  For  additional  information,  call  the 
Memorial  Library  cd  (512)  477-6704. 


In  the  TMA  Library 

Bach-y-Rita  P (cd ):  Comprehensive  Neurologic  Rehabilitation: 
Traumatic  Brain  Injury.  New  York,  Demo.s  Publications,  1989. 

Baldry  Acupuncture,  Trigger  Points  and  Musculoskeletal 
Pain.  New  York,  Churchill  Livingstone,  1989. 

Baum  GL,  Wolinskv'  E (eds):  Textbook  of  Pulmonary  Diseases, 
ed  4,  vols  1-2.  Boston,  Little,  Brown  & C;o,  1989. 

Berek  JS,  Hacker  NF:  Practical  Gynecologic  Oncology.  Balti- 
more, Williams  & Wilkins,  1989. 

Burrow  GN,  Oppenheimcr  Jll,  Volpc  R:  Thyroid  Function  & 
Disease.  Philadelphia,  WB  Saunders,  1989. 

Cotran  RS,  Kumar  V,  Robbins  SL:  Robbins  Pathologic  Basis  of 
Disease,  cd  4.  Philadelphia,  WB  Saunders,  1989. 

Cunliffe  WJ:  Ac«e.  Chicago,  Year  Book,  1989. 

Deitel  M ( cd );  Surgery  for  the  Morbidly  Obese  Patient.  Phila- 
delphia, Lea  & Febiger,  1989. 

Dubin  D:  Rapid  Interpretcdion  of  EKG’s.  A Programmed 
Course,  ed  4.  Tampa,  Fla,  Cover  Publishing,  1989. 

Dunn  Ml,  Lipman  BS:  Lipman-Massie  Clinical  Electrocar- 
diography, ed  8.  C.hicago,  Year  Book,  1989. 

Evans  AS  ( ed ):  Viral  Infections  of  Humans.  Epidemiology’  and 
Control  ed  3.  New  York,  Plenum,  1989. 

Gold  MS:  SOO-Cocaine.  New’  York,  Bantam  Books,  1984. 

Hinman  F:  Atlas  of  Urologic  Surgery.  Philadelphia,  WB  Saun- 
ders, 1989. 

Kaplan  HI,  Sadock  BJ  (eds):  Comprehensive  Textbook  of  Psy- 
chiatry, ed  5,  vols  1—2.  Baltimore,  Williams  & Wilkins,  1989. 

Kaufman  RH,  Friedrich  EG  Jr,  Gardner  HL:  Benign  Diseases  of 
the  Vulva  and  Vagina,  ed  3 Chicago,  Year  Book,  1989. 

Lamb  DW,  Hooper  G,  Kuczynski  K ( eds ):  The  Practice  of  Hand 
Surgery,  ed  2.  Boston,  Blackwell  vScicntific,  1989. 


McGlashan  TH,  Keats  CJ:  Schizophrenia:  Treatment  Process 
and  Outcome.  Washington,  D(^,  American  Psychiatric  Press, 
1989. 

Okeson  JP:  Managetnent  of  Temporomandibular  Disorders 
and  Occlusion,  ed  2.  St  Louis,  CV  Mosby,  1989. 

Pestana  C:  Eluids  and  Electrolytes  in  the  Surgical  Patient,  ed 
4.  Baltimore,  Williams  & Wilkins,  1989. 

Puckett  SB,  Emer\’  AR:  Managing  AIDS  in  the  Workplace. 
Reading,  Mass,  Addison- Wesley,  1988. 

Rowland  LP  ( ed ):  Merritt's  Textbook  of  Neurology,  ed  8.  Phila- 
delphia, Lea  & Febiger,  1989. 

Schroots  JJF,  Birren  JE,  Svanborg  A ( eds ):  Health  and  Aging. 
Perspectives  and  Prospects.  New  York,  Springer,  1988. 

Sherk  HH,  Dunn  EJ,  Eismont  FJ,  et  al  (eds):  The  Cervical  Spine, 
ed  2.  Philadelphia,  JB  Lippincott,  1989. 

Shirkhoda  A:  Radiologic  Ojicology  of  the  Abdomen  and  Pelvis. 
An  Atlas  and  Text  Chicago,  Year  Book,  1988. 

Sim  FH  ( ed ):  Diagnosis  and  Management  of  Metastatic  Bone 
Disease.  A Multidisciplinary  Approach.  New  York,  Raven 
Press,  1988. 

Smith  JA  Jr,  Stein  BS,  Benson  RC  Jr:  Lasers  in  Urologic  Surgery, 
ed  2.  Chicago,  Year  Book,  1989. 

WallworkJ  (ed ):  Heart  and  Heart-Lung  Transplantation. 
Philadelphia,  WB  Saunders,  1989. 

White  GH,  White  RA:  Angioscopy:  Vascular  and  Coronary  Ap- 
plications. Chicago,  Year  Book,  1989. 

Willis  A,  Stewart  T:  Computers.  A Guide  to  Choosing  and 
Using.  New  York,  Oxford  University  Press,  1989. 

Young  SW,  Bartrum  RJ  Jr.  A Physician  s Guide  to  Pinancial  Ln- 
dependence.  Oradell,  NJ,  Medical  Economics  Books,  1989. 


Texas  Medicine 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P,  McGovern,  M D 
Founder/Consultant 


Theodore  J.  Haywood,  M.D. 
Orville  C.  Thomas,  M.D. 
Joseph  T.  Queng,  M.D 
Lawrence  G.  Thorne,  M.D. 
Venugopal  K.  Menon,  M.D 
Robert  E.  Smith.  M.D. 
Gerald  T.  Machinski,  M.D. 
Theresa  C.  Queng,  M.D. 
Waldo  M.  Martinez,  M.D. 
Lyna  Kit  Lee,  M.D. 

Harlan  W.  Sindell,  M.D 


Robert  D.  Otte 
Administrator 


RESEARCH  ASSOCIATES 
Chinavudh  Wanissorn,  Ph.D. 

Michael  H.  Smolensky,  Ph.D. 

Alain  Reinberg,  M.D.,  Ph  D. 

CONSULTANTS 
Reuben  D.  Wende,  Ph  D. 

ANTIGEN  AND  CLINICAL  LABORATORIES 

George  R.  Kerr,  M D 

NUTRITION 

Thomas  D.  Downs,  Ph.D. 

BIOMETRICS 
James  A.  Knight,  M.D. 

PSYCHIATRY 
John  A.  Thomas,  Ph  D. 

CLINICAL  PHARMACOLOGY 
R.  John  Prevost,  M S. 

AIR  POLLUTION 


Certified  American  Board  of  Allergy  and  Immunology,  a Conjoint  Board  of  the  American 
Board  of  Internal  Medicine  and  The  American  Board  of  Pediatrics 
6969  Brompton  (at  Holcombe),  Houston.  Texas  77025;  713  661-1444 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated  to  DIAGNOSIS  AND 
COMPREHENSIVE  CARE  OF  PATIENTS  WITH  CHRONIC  RECURRENT  HEADACHES 
with  emphasis  on  prophylactic  treatment. 


HOUSTON 
HEADACHE  CLINIC 

Park  Plaza  Prof.  Blvd 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 


713  528-1916 


214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality.  Behavioral  and 
Psychological  Evaluations.  Multimodality  approach  to  management  of  headache  including 
prophylactic  medications,  biofeedback  and  behavioral  therapy. 

NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  AC  A,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2250  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 
GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 
HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White, III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long, III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology.  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,MD,PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
713  496-1006 


THE  UNIVERSITY  CENTER  FOR  PAIN 
MEDICINE  AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient’s  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


Representing  the  Profession 

. . . Another  service  of  your  association 


MEDICLINICS,  HOUSTON 

Family,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray.  and  physical  therapy. 
Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 

Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  41 1 B.  Dallas  75246 


DERMATOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  related  allergy 

Dermatologic  Surgery  and  Cosmetic  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen  and 

fibrel  lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City  Dallas,  Suite  21 4A,  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 
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WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas,  Texas  75246; 
214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas,  Texas  75231 : 

214  827-5960 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery.  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651, 222-2001 
(East  at  2700  block  Broadway  on  Brackenndge  Ave;  up  hill  for  3 blocks  to 
Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 
ERIN  BOH,  MD,  PhD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel. 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower.  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231 ; telephone  214  691-6999 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C,  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane.  Dallas.  Texas  75230;  214  661-4537 


BAYLOR  HAIR  RESEARCH  & 

TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of  all  hair  disorders 
including  hair  transplantation  and  electrolysis. 

3600  Gason  Ave.,  Wadley  Tower,  Suite  1058 
Dallas.  TX  75246  Telephone  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock.  Texas  79410;  806  797-6631 


ENDOCRINOLOGY 


ERIC  A.  ORZECK,  MD,FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and  surgical  services,  and 
Internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson.  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 


Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug 
treatment,  biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical 
therapy,  or  anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


PARK  PLAZA  GASTROENTEROLOGY 
ASSOCIATES 

1200  Binz,  Suite  775,  Houston,  Texas  77004;  713  522-1788 

Gl  Endoscopy,  Laser  Abalation  of  Gl  Tumors 
Percutaneous  Endoscopic  Gastroscopy  (PEG) 

Variceal  Sclerosis.  Full  Upper  and  Lower  Gl 
Endoscopy,  Polypectomy  and  Laparoscopy 

Frieder  Wuerlh,  MD,  FRCP  (c).  President 


HAND  SURGERY 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN, 


ROBERT  E.  BUNATA,  MD,  PA 
B.J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  81 7 335-541 1 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

SI.  Paul  Professional  Building,  Suile  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


Texas  Medical  Association  Directory 


. . . Another  service  of  your  association 


ADRIAN  E.  FLATT,  MD,  FRCS 

Diplomats  American  Board  of  Orthopaedic  Surgery 

Chief  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue 
Dallas,  Texas  75246;  Office  214  823-9440 


Texas  Medicine 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell.  Fort  Worth.  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  tyiedical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 

214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas,  Texas 
75230;  214  661-7010 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT,  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon.  MD.  FACS 

Diplomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas.  Texas  75246;  Telephone  214  826-7060 


OCCUPATIONAL  MEDICINE 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 

Phone  713  541-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton.  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave  , Dallas,  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153:  1-800-442-5376 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD 
Morris  Sanders,  MD 
W.  Robert  Hudgins,  MD 
Richard  H.  Jackson.  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd, .Suite  620 
Dallas.  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231 ; 214  369-7596 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R,  Edwin  Pitts.  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston.  Texas  77074 
713  777-7145 

7647  Bellforf,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6.  Suite  26,  Sugar  Land.  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton.  El  Paso,  Texas  79902;  915  545-2333 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston.  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuciear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF 
TEXAS 

Texas  Medical  Center.  641 1 South  Mam  Street.  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology.  Thyroidology.  Endocrinology,  Gastroenterology. 

Cardiology,  Neurology.  Neurosurgery.  Urology.  Ophthalmology.  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr..  MD.  FACNM.  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz.  Suite  400.  Houston.  Texas  77004 
713  528-1122 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek.  MD 
Gary  M Cowan.  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


TMA  Member  Services 

...  a benefit  of  membership 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 

211  Medical  Drive,  Suite,  Fredericksburg,  Texas  78624 
512  997-6535 
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ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray.  Lawson.  MD 
Robert  D.  Vandermeer.  MD 
Wynne  M,  Snoots,  MD 
R.  Stephen  Curtis.  MD 


William  A.  Bruck,  MD 
W.Z.  Burkhead.  Jr.  MD 
Richard  D Schubert.  MD 
John  A.  Baker,  MD 


W.B.  CARRELL  MEMORIAL 
CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave..  Dallas,  Texas  75204;  214  220*2468 


Drs.  Morton,  Blumenfeld,  & Charbonneau,  PA 
ENT,  ENT-Allergy,  Cosmetic  Facial  Surgery 

R A D.  Morton,  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A-  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie.  Suite  100,  El  Paso,  Texas  79902:  915  533-5461 

10470  Vista  del  sol.  Suite  1 10,  El  Paso,  Texas  79925:  915  592-8666 


FORT  WORTH  BONE  & JOINT  CLINIC  PHYSICAL  MEDICINE  & REHABILITATION 

918  8th  Avenue,  Fort  Worth,  Texas:  817  335-4316 


Louis  J.  Levy,  MD.  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M,  Beckley,  MD 
Joseph  H.  Gaines.  MD 
Steven  J Mackey.  MD.  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr.  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS 
FOUNDATION,  INC. 

P.O.  Box  58.  Gonzales.  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E,  Brown.  MD,  Medical  Director 


1701  Pine  Street,  Abilene,  Texas  79601 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W Bendel,  Jr,  MD 

E,  E Rising,  Jr.  MD,  Emphasis  on  Hand  Surgery 
C-  Poindexter,  MD 

C.R-  Vavrin.  MD  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlington.  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn.  MD  James  M,  Lancaster,  MD 

Huntly  G.  Chapman.  MD  James  W Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rath|en.  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246:  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  21 16 
Dallas,  Texas  75230:  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower.  343  W,  Houslon  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center.  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for 
persons  disabled  by  injury  or  disease.  Inpatient  and  outpatient 
services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by  : Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231:  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B Montgomery.  MD 
Kevin  Gill,  MD 
James  L.  Ough.  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal.  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs.  MD 


Patient  Services  Coordinator:  713  797-5922  or  In  Texas  1-800-44REHAB 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive,  San  Antonio,  Texas  78229 
(512)691-0100  1-800-451-1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for 
Adults  and  Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham.  MD,  Medical  Director 

Brian  C.  Buck,  MD,  Pediatric  Rehabilitation  Director 

Rick  Marek,  Administrator 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,.  MD 
Kenneth  C.  Scholz,  DDS.  MD 
Robert  A.  Peinert.  Jr . MD 

3702  21st  St.,  Suite  9.  Lubbock,  Texas  79410;  806  795-8261 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  Steven  M.  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


Texas  Medicine 


VALENTIN  GRACIA,  MD,  PA,  FACS,  FICS 

Diplomale  American  Board  ot  Plastic  Surgery 


Plastic  & Reconstructive  Surgery 
Aesthetic  Surgery — Burns 

tool  W,  Rosedale,  P 0,  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 
Raymond  A.  Faires,  MD,  FACS 
Larry  E.  Reaves,  MD 


Aesthetic,  Plastic,  Reconstructive,  Hand  & Microsurgery 

800  8th  Ave,,  Suite  606,  Fort  Worth.  Texas  76104 
817  335-4752.  81 7 332-9441 . 817  335-4755 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Oflice  512  696-2390;  Medical  Exchange  512  227-6331 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and  Adolescent, 
Substance  Abuse,  Short-Term,  ACCEL,  and  Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L Howard.  MO 
Mark  J.  Blotcky.  MD 
Keith  H Johansen.  MD 
Jerry  M Lewis,  MD 
Robert  D Bennett,  MD 
Ernest  N Brownlee.  MD 
Cherye  C.  Callegan,  MD 
Tom  G Campbell.  MD 
Harold  A.  Cronson.  MD 
Kathleen  B Erdman.  MD 
Roy  H Fanoni,  MD 
Babette  F.  Farkas.  MD 
Joseph  R Gaspari,  MD 
Patricia  G.  Isbell,  MD 
Dons  E.  Jensen,  MD 


John  N.  Kamphaus,  MD 
David  J,  Korman,  MD 
Debra  H,  Korman.  MD 
Jerry  M Lewis.  III.  MD 
W Miller  Logan,  MD 
Ruth  A MarDock,  MD 
Charles  G Markward.  MD 
Conway  L McDanald,  MD 
Edgar  P Nace,  MD 
Don  C.  Payne.  MD 
Glen  T.  Pearson.  MD 
Larry  G Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A Sommerlelt.  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 


P O.  Box  11288 

4600  Samuell  Boulevard  214  381-7181 

Dallas,  Texas  75228  1-800-426-4944 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W,  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned  patients.  Care  for 
every  phase  of  burn  trauma  will  be  provided  from  resuscitation  to  late  rehabilitation. 


John  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Ford,  MD 
David  Mclnnis,  MD 


Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larne  Arnold,  MD 
Gary  Etter.  MD 
Ronald  Flesichmann.  MD 
Bradford  Goff.  MD 
Fred  L.  Griffin,  MD 
Joan  R Hebeler.  MD 
R-  Sanford  Kiser.  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 


Gretchen  Megowen,  MD 
John  L.  Peake,  MD 
Rebecca  M.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest.  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood.  MD 
John  M.  Zimburean,  MD 


Offices  ; Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center.  Medical  City, 
Irving  Health  Care  System  Phone  214  247-1150 


BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


RADIATION  ONCOLOGY 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 


Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  OakmonI  Blvd,,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PSYCHIATRY 


GONZALO  A,  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road.  Suite  120 
Dallas.  Texas  75237;  214  296-6241 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services:  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636.  Houston,  Texas  77074 


RHEUMATOLOGY 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN  Psychiatry 
Diplomate,  ABPN;  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas.  Texas  75231 ; 214  696-0964 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 


Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 
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VASCULAR  SURGERY 


WILLIAM  G.  BRELSFORD,  MD 

Diplomate  American  Board  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Arthritis  Center 

801  Medical  Cr.  Dr..  Suite  D 

Longview.  Texas  75601;  214  753-5803 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

'Also  certificafe  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


DRS.  THOMPSON,  TALKINGTON,  GARRETT, 
SMITH,  PEARL  & ASSOCIATES 

JESSE  E,  THOMPSON,  M.D.,  FACS* 

CLEMENT  M,  TALKINGTON,  M,D.,  FACS* 

WILSON  V,  GARRETT,  M.D.,  FACS* 

BERTRAM  L,  SMITH,  M,D„  FACS* 

GREGORY  J,  PEARL,  M,D,+ 

Diplomate  American  Board  of  Surgery 
"Special  Qualifications  General  Vascular  Surgery 
» Added  Qualifications  General  Vascular  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  505 
Dallas,  Texas  75246;  214  824-7280 


DIRECTORY  RATES  & DATA:  Space  is  available 
to  TMA  members  at  $48.00  per  column  inch  per 
month  and  listings  must  run  for  a minimum  of  six 
months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes, 
or  cancellations  should  be  sent  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701 . Deadline  is  the  5th  of 
the  month  preceding  publication  month. 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N Hollander,  MD  A E Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  1 1340,  1415  Pennsylvania  Ave.,  Fori  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D,  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D,  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T,  Coggins,  MD 

Warren  M.  Greene,  MD  Wm,  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W,  Wheatland  Road,  #60,  Dallas,  Texas  75211 


C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1 101  North  1 9th.  Suite  1 1 4.  Abilene,  Texas  79601 
915  673-5726 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 


iremors 


Can  be  challenging,  but  often 
rewarding.  We’d  like  to  help 
health  professionals  by 
educating  patients. 

Essential/Familial  patients  now 
have  a resource  for  information 
on  medication  and  other 
therapies. 


To  learn  more,  contact: 


r 


INTERNATIONAL 

TREMOR 

FOUNDATION 


360  West  Superior  Street 
Chicago,  Illinois  60610 
(312)  664-2344 


TexM  Medicine 


MULTI-SPECIALTY  GROUP 


ALLERGY 


NORTH  CENTRAL  TEXAS 

Allergist  needed  to  assume  established  practice 
in  attractive  North  Central  Texas  metropolitan 
area  En|oy  excellent  life  style  with  many  social, 
cultural  and  recreational  opportunities;  good 
schools,  international  airport 


FAMILY  PRACTICE 


NEAR  FORT  WORTH 

Recently  trained,  board  certified  family  physi- 
cian needed  for  associate  practice  Option  of 
group  environment  or  overhead  and  call  shar- 
ing arrangement  with  young,  board  certified 
FPs  Obstetrics  needed  Modern,  JCAHO  ac- 
credited 50-bed  hospital  Great  opportunity  in 
nice  community  with  easy  access  to  amenities 
of  Oallas/Fort  Worth  Incentive  package. 


NORTHEAST  TEXAS 

Regional  medical  center  seeks  BC  family  physi- 
cians to  establish  FP  group  in  progressive  com- 
munity of  27.000  (referral  area  150.000)  Strong 
diversified  economy,  excellent  schools:  many 
recreational  and  social  opportunties  Modern 
hospitals.  Incentive  package,  including 
assistance  with  office  building. 


WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  pracfice  near  lake  area  Attractive,  fully 
equipped  office  Ultra-modern  hospital  Shared 
call,  competitive  incentive  package  to  qualified 
physician 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician  Shared 
call  with  two  other  family  physicians;  OB  need- 
ed Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified 
physician 


EAST  TEXAS 

Community  of  approximately  3,500  (referral 
area  14,000)  seeks  board  certified  family  physi- 
cian Shared  call  with  two  board  certified  physi- 
cians No  OB  Financially  sound,  48-bed  hospital 
in  community  Recreational  mecca,  hunting, 
fishing,  water  sports  Competitive  incentive 
package  to  qualified  physician 


DALLAS 

Established  fee-tor-service  practice  available  for 
assumption  Full  scope  of  family  medicine,  ex- 
cept OB  Average  gross  $320K  -i-  annually  Bi- 
lingual (Spanish)  skills  helpful  Retiring  physician 
will  introduce.  Financing  available  to  qualified 
candidate 


WEST  TEXAS 

Two  board  certified  family  physicians  seek  third 
associate  for  busy  practice  OB  preferred 
Friendly  town,  good  schools.  Within  35  minutes 
of  larger  city  Very  lucrative  financial  situation 
Excellent  for  pilot  physician 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group  One  young 
BC  physician  recently  recruited,  available  for 
call  sharing  New  hospital  under  construction 
Sound  economy,  good  schools;  airport 
Generous  incentive  package  including  income 
guarantee,  relocation,  office  space,  more 


PANHANDLE 

Board  certified  family  physician  needed  in 
Texas  community  of  150,000  Call  sharing  ar- 
rangement available  with  two  board  certified 
FPs.  No  OB  Modern,  356-bed  hospital  offer- 
ing generous  incentive  package  to  qualified 
physician 


PANHANDLE 

Community  of  3,000  seeks  two  family  physi- 
cians for  referral  area  of  approximately 
10,000  43-bed  hospital  offering  generous  in- 
centive package  including  relocation,  income 
guarantee,  free  office  space  and  more  to 
qualified  candidates 


GENERAL  SURGERY 


PANHANDLE 

Community  of  8,000  (referral  area  16,000) 
seeks  board  certified  general  surgeon.  Near- 
by surgeon  available  for  call  sharing.  New 
hospital  under  construction  Sound  economy; 
good  schools,  airport  Generous  incentive 
package  including  income  guarantee,  reloca- 
tion allowance,  office,  more 


WEST  TEXAS 

Community  of  approximately  9,000  (referral 
area  population  17,000)  seeks  BE  / BC  general 
surgeon.  Friendly  town,  good  schools.  Within 
35  minutes  of  larger  city  Modern  50-bed 
hospital  Generous  incentive  package  to 
qualified  candidate 


INTERNAL  MEDICINE 


CENTRAL  TEXAS 

Three  young,  board  certified  internists  seek 
fourth  associate  for  practice  in  attractive  com- 
munity of  approximately  100,000  Shared  call 
and  overhead  Office  adjacent  to  modern, 
100-bed  hospital.  Comprehensive  incentive 
package  including  relocation,  income 
guarantee,  more  Social  and  recreational  op- 
portunities abound  in  this  attractive  universi- 
ty environment 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of  approx- 
imately 12,000  (referral  area  50,000)  Shared 
call  and  overhead.  Ultra-modern,  100-bed 
hospital  Attractive  community:  many  social 
and  recreational  opportunties.  One  hour  from 
Dallas.  Competitive  incentive  package. 


DALLAS  / FORT  WORTH 

Immediate  and  1990  opportunties  for  the  following  specialties: 


Allergy 

Anesthesiology 

Cardiology 

(invasive  and  non-invasive) 
Family  Practice 
Gastroenterology 
General  Surgery 
Internal  tvledicine 
Neurology 

Obstetrics/Gynecology 


Oncology 

Ophthalmology 

Orthopedic  Surgery 

Otolaryngology 

Pediatrics 

Psychiatry 

Diagnostic  Radiology 

(invasive  and  non-invasive) 
Urology 


DALLAS 

Established  practice  in  affluent  neighborhood. 
Retiring  physician  needs  caring  and  competent 
physician  to  assume  care  o1  loyal  patient  base 
Good  age  mix  of  adult  medicine  (only  20% 
Medicare).  Annual  net  collections  average 
$335K  -r  Reasonably  priced  assets.  Financing 
available  Will  introduce 


WEST  TEXAS 

Five  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100,000  -i-  (iffice 
adiacent  to  modern  250-bed  hospital  Excellent 
call  arrangement,  salary  and  benefits  Full 
associate  status  in  second  year 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  internist  Shared  call  with  other 
internists.  Office  adiacent  to  modern  200-bed 
hospital  Progressive,  family-oriented  com- 
munity w/strong,  diversified  economy,  excellent 
schools.  Many  social  and  recreational  oppor- 
tunities Generous  incentive  package. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools 
Many  social  and  recreational  opportunities 
Generous  incentive  package  to  qualified 
physician. 


OBSTETRICS  / GYNECOLOGY 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  lloOO  (referral  area 
50,000)  Shared  call  and  overhead  Ultra- 
modern, 100-bed  hospital  Attractive  communi- 
ty; many  social  and  recreational  opportunities 
One  hour  from  Dallas.  Compefitive  incentive 
package 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead  Well-equipped,  ultra- 
modern, 100-bed  hospital  Attractive  communi- 
ty: many  social  and  recreational  opportunities 
One  hour  from  Dallas  Competitive  incentive 
package  to  qualified  physician 


OTOLARYNGOLOGY 


EAST  TEXAS 

Community  of  approximately  12,000  (referral 
area  50.000)  seeks  board  certified  ENT  to 
establish  service  Ultra-modern,  100-bed 
hospital  Young,  well-trained  medical  staff  sup- 
portive of  new  physician.  Atfractive  communi- 
ty; many  social  and  recreational  opportunities 
One  hour  from  Dallas  Flospital  offering  com- 
petitive incentive  package  to  qualified  physician 


NORTH  DALLAS 

Medical  staff  of  modern  hospital  in  Dallas 
suburb  seeks  board  certified  ENT  Good 
demographics  for  sound  pafient  base.  Ex- 
cellent opportunity  Modern  100-bed  hospital 
will  sponsor  competitive  incentive  package  to 
qualified  candidate 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC 
pediatricians  seek  fourth  associate  for  group 
practice  in  attractive  community  of  27,000 
(referral  area  150,000)  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy;  excellent  schools  Social  and 
recreational  opportunities  abound  Modern 
hospitals.  Shared  call,  excellent  income  and 
benefits;  early  partnership 


CENTRAL  TEXAS 

Attractive  community  of  approximately 
100,000  seeks  two  board  certified  pediatri- 
cians and  one  neonatologist  tor  group  prac- 
tice Office  adjacent  to  modern.  100-bed 
hospital  Comprehensive  incentive  package  in- 
cluding relocation,  income  guarantee,  more 
Social  and  recreational  opportunities  abound 
in  this  attractive  university  environment 


NORTH  DALLAS 

Medical  staff  of  modern  hospital  in  Dallas 
suburb  seeks  board  certified  pediatricians  to 
accommodate  new  services.  New  obstetrical 
unit  opens  October,  1989  Good  demographics 
for  sound  patient  base  Excellent  opportunity 
for  colleagues  who  wish  to  practice  together 
Competitive  incentive  package  to  qualified  can- 
didates 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board 
certified  internists  seeks  compatible 
pulmonary  medicine  associate  Community  of 
100,000 -r  Office  adjacent  to  modern  250- 
bed  hospital  Shared  call,  excellent  income 
and  benefits  Full  associate  status  in  second 
year. 


DIAGNOSTIC  RADIOLOGY 


NORTHEAST  TEXAS 

Busy  radiology  group  seeks  fourth  associate 
All  modalities,  including  MRI  and  interven- 
tional. Comprehensive  benefits  package  and 
early  partnership  Attractive,  progressive  com- 
munity of  27,000  with  strong,  diversified 
economy,  excellent  schools  Many  social  and 
recreational  opportunities 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice In  referral  area  of  at  least  150,000 
Assured  referrals  from  six  orthopedic 
surgeons  and  approximately  90  other  physi- 
cians, Strong  economy,  excellent  schools, 
many  recreational  and  social  opportunties 
Modern  hospitals.  Generous  incentive 
package,  to  qualified  physician. 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Neonatologists — The  Department  of  Pediatrics,  University 
of  Texas  Medical  School  at  Houston,  is  seeking  additional  full- 
time faculty  for  the  Division  of  Neonatal-Perinatal  Medicine  to 
complement  the  existing  12  physicians.  The  division  has  an 
active  fellowship  training  program,  good  extramural  funding, 
and  m July  1990  will  undergo  significant  expansion.  Two  dis- 
tinct types  of  faculty  appointments  are  available:  (1)  A clinical 
track  at  one  of  three  intermediate  care  units  in  community 
hospitals  which  already  have  full-time  faculty  neonatologists. 
(2)  A traditional  academic  track  at  one  of  two  state-of-the-art 
tertiary  care  hospitals  (University  Children  s Hospital  at  Her- 
mann and  Lyndon  Baines  Johnson  General  Hospital)  which 
will  involve  teaching,  research,  and  patient  care.  Applicants 
should  be  BE  BC  in  Neonatal-Perinatal  Medicine.  Faculty 
rank  commensurate  with  previous  experience.  The  University 
of  Texas  is  an  Equal  Opportunity  Employer.  Women  and  mi- 
norities are  encouraged  to  apply.  Contact  Susan  E Denson, 
M D.,  Department  of  Pediatrics,  UT  Medical  School,  P.  O.  Box 
20708,  Houston,  TX  77225.  (713)  792-5342, 

Associate  Director — Family  Practice  Residency  Program 

new  university  and  community  based  family  practice  program 
IS  seeking  a residency  trained,  board  certified  family  physician 
to  join  our  spirited  and  dedicated  faculty  as  a full-time  mem- 
ber. Responsibilities  include  in-patient  and  out-patient  teach- 
ing, educational  program  development  and  administrative  du- 
ties. Attractive  salary  and  benefit  package.  Please  send  CV  to 
Harold  T.  Pruessner,  M.D..  Chairman,  Department  of  Family 
Practice  and  Community  Medicine,  University  of  Texas  Medi- 
cal School  at  Houston,  6431  Fannin.  Room  6.100,  P.  0.  Box 
20708,  Houston,  Texas  77225.  The  University  of  Texas 
Health  Science  Center  at  Houston  is  an  Equal  Opportunity 
Employer.  Women  and  minorities  are  encouraged  to  apply. 

Medical  Director  of  Family  Practice  Occupational  Health 
Faculty  Office— Medical  Director  is  needed  lor  an  expanded 
office  lor  the  comprehensive  care  of  private  patients  which 
also  includes  employee  and  student  health  of  the  University  of 
Texas  Health  Science  Center  at  Houston.  The  office  will  be 
the  model  office  for  training  of  family  physicians  in  a newly  ini- 
tiated family  practice  residency  program  and  clinical  research 
by  the  department.  Attractive  salary  and  benefit  package. 
Please  send  CV  to  Harold  T.  Pruessner,  M.D..  Chairman,  De- 
partment of  Family  Practice  and  Community  Medicine,  Uni- 
versity of  Texas  Medical  School,  6431  Fannin,  Room  6.100, 
RO.  Box  20708,  Houston,  Texas  77225.  The  University  of 
Texas  Health  Science  Center  at  Houston  is  an  Equal  Oppor- 
tunity Employer.  Women  and  minorities  are  encouraged  to 
apply. 

Predoctoral  Director — The  Department  of  Family  Practice 
and  Community  Medicine,  University  of  Texas  Medical  School 
at  Houston,  has  immediate  opening  for  a residency  trained, 
board  certified  family  physician  for  the  position  of  Predoctoral 
Director.  Duties  include  teaching,  curriculum  development,  re- 
search and  direct  patient  care  in  an  established  family  prac- 
tice department  with  graduate  and  undergraduate  programs. 
Applicants  should  send  credentials  and  CV  to  Harold  T. 
Pruessner,  M.D..  Chairman,  Department  of  Family  Practice 
and  Community  Medicine,  University  of  Texas  Medical  School 
at  Houston,  6431  Fannin,  Room  6,1090,  P.O.  Box  20708, 
Houston,  Texas  77225.  The  University  of  Texas  Health  Sci- 
ence Center  at  Houston  is  an  Equal  Opportunity  Employer 
Women  and  minorities  are  encouraged  to  apply. 

Family  practice  faculty  needed — The  Department  of  Family 
Practice  and  Community  Medicine  at  the  University  of  Texas 
Medical  School  at  Houston  is  seeking  board  certified  family 
physicians  lor  clinical  faculty  positions.  The  clinical  skills 
needed  are  for  the  comprehensive  practice  of  family  medicine 
and  for  teaching  of  medical  students  and  family  practice  resi- 
dents. Attractive  salary  and  benefit  package.  Please  send  CV 
to  Harold  T.  Pruessner,  M.D.,  Chairman,  Department  of  Fam- 
ily Practice  and  Community  Medicine,  University  of  Texas 
Medical  School  at  Houston,  6431  Fannin,  Room  6.100,  P.O. 
Box  20708,  Houston,  Texas  72225.  The  University  of  Texas 
Health  Science  Center  at  Houston  is  an  Equal  Opportunity 
Employer.  Women  and  minorities  are  encouraged  to  apply. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817  336-8600  or 
write  Emergency  Medicine  (Consultants,  PA:  1525  Merrimac 
Circle,  Suite  107,  Fori  Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group  needs  ex- 
perienced ER  physician.  Fee-for-service  with  guarantee. 
Contact  Greater  Houston  Emergency  Physicians  Associates, 
P.  O,  Box  7445,  Houston.  Texas  77248;  713  869-6235. 

San  Angelo — Outstanding  opportunity  in  minor  emer- 
gency/family  practice  clinics.  Guaranteed  $100,000  for  4-day 
week.  13  hr.  days.  50  weeks/year.  Profit  sharing  above  guar- 
antee. Contact  Wayne  Williams,  MD,  915  942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo,  Texas  76904. 


Texas:  Full-time  and  part-time  emergency  department  posi- 
tions available  at  224  bed  hospital.  Recreational  area  north  of 
Dallas.  Excellent  compensation  including  malpractice  insur- 
ance. Benefit  package  available  to  full-time  physicians.  Con- 
tact: Emergency  Consultants.  Inc.,  2240  S.  Airport  Road, 
Room  29,  Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

Abilene,  Texas  (North) — Excellent  moonlighting  opportunity 
at  low  volume  emergency  department.  Weekends  only.  At- 
tractive rate  and  full  malpractice  insurance  provided.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport  Rd.,  Room  29, 
Traverse  City,  Ml  49684:  1-800-253-1795  or  in  Michigan 
1 -800-632-3496. 

Texas — Full-Time  ED  positions  available  in  North  Texas 
area.  Small  group,  flexible  scheduling,  ACLS  and  US  educa- 
tion required.  Send  CV  to  Ms.  Neu,  Numed  Systems,  P.  O. 
Box  2122,  Denton,  Texas  76202. 

Texas:Dallas  Fort  Worth  and  East  Texas — Full-time  posi- 
tions available  with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine  Op- 
portunities include  staff  and  directorship  positions,  in  high  vol- 
ume, Level  1 Trauma  Centers,  as  well  as  smaller  community 
hospitals.  We  offer  very  desirable  geographic  locations  in- 
cluding the  Dallas'Fort  Worth  area.  East  Texas,  Amarillo,  and 
Austin.  Competitive  compensation  rates  range  from  $85,000 
to  $150,000  annually.  Positions  available  for  both  part-time 
and  full-time  emergency  medicine  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic  settings. 
Contact  Brenda  Lancaster,  Vice  President,  Professional  Ser- 
vices, EmCare,  Inc.,  3310  Live  Oak,  Suite  400,  Dallas,  Texas 
75204  or  call  collect  214  823-6850,  out  of  state  1-800- 
527-2145, 

Emergency  Department:  Wanted — Full  time  emergency 
department  physician  near  Abilene  in  central  Texas.  Malprac- 
tice insurance  paid.  Low  volume  emergency  department. 
Send  CV  or  call  Jackie  Hall,  Emergicare  Systems  Corpora- 
tion, 3101  South  27th  Street,  Abilene,  Texas  79605;  915 
695-3550. 

Regional  Medical  Center  with  30,000  visits,  1 40K  • malprac- 
tice, plus  CME  with  ready  and  accepting  back-up  staff  all 
perched  in  the  beauty  of  East  Texas.  If  you  like  32  hour  cover- 
age per  day  and  wonderful  staff  relations,  call.  The  four  of  us 
are  waiting.  In  Texas,  call  1-800-441-8570  or  214  798-8884; 
1000  Pine,  Texarkana,  Texas  75501 

Texas  Medicus,  P.A..  Houston,  Dallas  & North  Texas 

Emergency  Medicine  medical  directorships  and  staff  positions 
available  in  attractive  metropolitan  and  rural  areas  of  Texas. 
Locations  include  Sherman,  Wichita  Falls,  Palestine.  San  An- 
tonio and  several  openings  in  the  Greater  Dallas  and  Houston 
areas.  Medicus  offers  attractive  compensation  packages  with 
many  fee-for-service  opportunities.  Annual  compensations 
range  from  $90,000 — $1 50,000  i Paid  professional  liability 
insurance.  For  further  information,  please  contact:  Lori  Clay 
or  Anne  Reese,  Texas  Medicus.  PA.,  4514  Cole  Ave.,  Suite 
804,  Dallas.  Texas  75205,  1-800-446-0607  or  214  522-9591 

Tyler — Modern  minor  emergency/ambulatory  care  centers 
seeking  well-rounded  practitioner  for  expansion.  Generous 
modified  fee-for-service  income  package  with  superior  profes- 
sional liability  insurance  included.  Must  have  good  experience 
in  family  medicine.  Industrial  medicine  experience  helpful. 
Send  CV  or  call  Jackie  Hall,  Emergicare  Systems  Corpo- 
ration, 3101  South  27th  Street,  Abilene.  TX  79605,  915 
695-3550. 


Family/General  Practice 

Physician  wanted  tor  busy  Central  Texas  General  Prac- 
tice. Opportunity  for  partnership.  Three  person  clinic.  New  40- 
bed  hospital.  Clinic  & hospital  practice,  obstetrics  included. 
Good  income.  Close  to  Houston.  Austin  & San  Antonio. 
Please  reply  to  Ad  #730,  TEXAS  MEDICINE,  1801  N,  Lamar. 
Austin,  TX  78701 . 

Practice  Opportunity:  Partner — Board  Certified  family 
practice.  Established  practice.  Growing,  New  Facility.  6,600 
population  plus  surrounding  rural  area,  Texas.  Call:  Yvonne 
Haug,  M.D,  512  997-7626  Day,  512  997-2916  Nights 

Family  Practitioner — Memorial  Hospital  of  Nacogdoches  is 
very  interested  in  recruiting  a Family  Practitioner  to  this  East 
Texas  community.  Memorial  Hospital  is  a 204  bed,  general 
acute  care  facility  operated  by  Nacogdoches  County  Hospital 
District.  Nacogdoches  is  located  in  the  beautiful  Piney  Woods 
of  East  Texas  with  Stephen  F.  Austin  State  University  as  the 
center  of  its  activity,  Nacogdoches  is  a beautiful  community  to 
raise  a family  and  is  built  around  a strong  economy  with  low 
unemployment.  Interested  applicants  should  apply  to  Kenneth 
E Worley,  Associate  Administrator,  Memorial  Hospital,  1204 
Mound  Street,  Nacogdoches,  Texas  75961 , 

Family  Practice-BE/BC  Family  practitioners  and  general  in- 
ternists are  needed  for  excellent  practice  opportunities 
throughout  Texas.  Partnerships,  single-specialty,  multispe- 
cialty  and  solo  positions  are  available  in  all  sized  communi- 
ties. Also  practices  for  sale.  For  more  information,  call  Prac- 
tice Dynamics  at  (713)  531-0911,  or  send  C.V.  to  P.  0.  Box 
821398,  Houston,  Texas  77282. 


PRIMARY  CARE  PHYSICIANS 
EAST  AND  WEST  TEXAS 

Family  Practice  Opportunities  Available  in  many 
desirable  East  and  West  Texas  sites;  excellent 
compensation  and  benefits  packages;  solo,  part- 
nership, group  practice  modes;  office  space, 
clerical  support  provided.  Certification  of  board 
eligibilify  required. 

Garofolo,  Curtiss  & Company 

( onsulLanis  lo  Manasrmrni 

355  N.  21st  Street 

Camp  Hill,  PA  17011  (717)975-9974 

Member,  Assodabon  of  Executive  Search  Cor)Suilants.  Inc. 

Member.  Nabooal  Associabon  of  Physidan  Reauiters 
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We  cover  TEXAS” 
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■ywT  hen  you  work  as  a PRN 
locum  tenens  physician, 
you’re  really  working  for  yourself. 
You  enjoy  personal  freedom,  in- 
dividualized flexibility,  and  profes- 
sional satisfaction.  You  tell  us 
when  and  where  you  want  to  work 
and  leave  the  administrative  duties 
to  us. 

O 

The  PRN 

Physicians 

of  Texas 
1-800-531-1122 


Family  Practice-2  BC  FP's  in  North  Dallas  suburb  in  search 
of  BE/BC  FP  to  |oln  busy  practice  in  1990.  Financial  package 
available.  Send  CV  to  Ad  #738,  TEXAS  MEDICINE.  1801  N. 
Lamar  Blvd.,  Austin.  TX  78701. 

West  Texas:  An  exceptional  Family  Practice  opportunity  ex- 
ists in  a friendly  city  of  13K.  Supported  by  a well-staffed,  well- 
equipped,  99-bed,  accredited  hospital  with  a service  area  of 
25  t K and  a diversified  quality  medical  staff.  Friendly  people, 
excellent  schools,  abundant  recreation,  and  outstanding  air- 
port facilities  make  this  the  best  of  both  worlds.  An  unharried 
lifestyle  w an  opportunity  to  practice  quality,  full-service  family 
medicine.  Send  CV  to  Don  Gustavson,  Tyler  & Company, 
Roswell  Rd,  Atlanta,  GA  30350.  Call  404  641  -6411. 

Family  Practice  Physician — Full  or  part  time — To  join  seven 
member  group  operating  two  clinics.  For  details,  submit  re- 
sume to:  San  Benito  Medical  Associates,  Inc.,  351  N.  Sam 
Houston,  San  Benito,  TX  78586,  512  399-2443 — Attn: 
Thomas  S.  LaMotte. 

Family  practice  physician  for  small  central  Texas  town.  40 
hour  week — days  only,  no  hospital  Inpatients.  $85,000  per 
year  guaranteed  with  malpractice  reimbursement.  Send  CV  or 
call  Jackie  Hall,  Emergicare  Systems  Corporation,  3101 
South  27th  Street,  Abilene,  Texas  79605;  915  695-3550. 

Suburban  Austin,  Texas — seeking  BC/BE  FP  for  private 
practice  with  OB.  Family  oriented  community  of  12,0b0  with 
25,000  drawing  area  located  35  miles  NE  of  Austin.  Strong 


Texas  Medicine 


65-bed,  JCAHO-Accrediled  Hospital  with  night  ER  coverage. 
Competitive  income  guarantee.  Contact  E.  Balia,  Administra- 
tor, Johns  Community  Hospital,  305  Mallard  Lane,  Taylor,  TX 
76574:  512  352-7611, 

Family  Physician,  45  minutes  N of  Dailas,  Guaranlee  of 
about  $90K  (negotiable).  Independent  clinic  in  association 
with  other  M.D.  . Fishing,  sailing,  horseriding  and  all  the 
amenities  o(  N,  Dallas.  FMG's  will  be  considered,  1-800- 
234-5471 

General  Family  Practice  Physician  Wanted — Arkansas  low 
malpractice  rates.  Semirural  scenic  Ozark  Mountain  commu- 
nity with  major  recreation  opportunities.  Near  large  lake  and 
trout  river.  Good  schools.  Altraclive  hospital.  Active  medical 
practice  seeking  a Family  Physician,  Investment  required. 
Contact  Ad  #742,  TEXAS  MEDICINE,  1801  N.  Lamar,  Austin, 
TX  78701 


FAMILY  PHYSICIAN 
COASTAL  REGION 

Opportunity  along  the 
Gulf  Coast  for  board  certified 
FP  in  eight-physician  group.  Area  of  60,000. 
Several  ^ecialties  represented  in  the 
community.  75-bed  hospital  has  open  staff. 

Contact: 

Jim  Edwardson,  Adm.,  Medical  Arts  Clinic, 
1731  W.  Wheeler,  Aransas  Pass,  TX  78336. 
(512)758-5326 


Internal  Medicine 

Internal  Medicine — Medical  staff  seeks  a board  certified  or 
eligible  internist  in  Texas  community  of  55,000  i . Office  adja- 
cent to  modern  318-bed  hospital;  solo  or  associate  practice 
opportunities.  Share  call  with  other  internists.  Family  oriented 
community  provides  metropolitan  opportunities,  plentiful  rec- 
reation and  sport.  Costs  of  relocation  to  the  area,  hire  and 
tram  office  staff,  guarantee.  Contact:  David  P.  Brown,  512 
572-5113, 

Texas,  Two  General  Internists  (BC  BE)  needed  to  join  ex- 
panding specialty-oriented  medical  group  in  Texas.  University 
community.  Guaranteed  salary  plus  incentive  arrangement 
and  fringe  benefits  first  year.  Contact  Ad  Box  #733,  TEXAS 
MEDICINE,  1801  N,  Lamar,  Austin,  TX  78701. 

Expanding  17-physician  multi-specialty  Group  has  excel- 
lent opportunity  for  an  Internist,  We  offer  a high  first-year  sal- 
ary in  addition  to  benefits  with  no  first-year  expenses.  It 
interested,  send  CV  to  Malone  and  Hogan  Clinic,  1501  West 
1 1th  Place,  Big  Springs,  TX  79720  or  call  Pam  Shuttlesworth 
at  915-267-6361,  ext  336. 

South  Central  College  Community — Busy  successful  inter- 
nist in  South  Central  college  town  needs  associate.  Excellent 
income  potential.  Service  area  of  1 00,000  r . Community  of 
50,000+  has  almost  every  convenience  of  a big  city  and 
every  comfort  of  a small  town.  Listed  among  50  cities  in  the 
latest  issue  of  "The  Best  Towns  in  America."  Exceptional 
schools,  housing,  climate,  hunting  and  water  sports.  One  hour 
to  major  metro  area.  For  more  information  call  Dawn  O'Steen 
at  (800)221  -4762  or  collect  at  404  354-881 1 . 


Obstetrics/Gynecology 

OB/GYN — Memorial  Hospital  of  Nacogdoches  is  very  inter- 
ested in  recruiting  a BC  BE  OB/GYN  to  this  East  Texas  com- 
munity. Memorial  Hospital  is  a 204  bed,  general  acute  care 
facility  operated  by  Nacogdoches  County  Hospital  District, 
Nacogdoches  is  located  in  the  beautiful  Pihey  Woods  of  East 
Texas  with  Stephen  F.  Austin  State  University  as  the  center  of 
Its  activity.  Nacogdoches  is  a beautiful  community  to  raise  a 
family  and  is  built  around  a strong  economy  with  low  unem- 
ployment. Interested  applicants  should  apply  to  Kenneth  E. 
Worley.  Associate  Administrator,  Memorial  Hospital,  1204 
Mound  Street.  Nacogdoches,  Texas  75961. 

West  Texas:  An  exceptional  opportunity  exists  for  two  OB 
GYNs  to  establish  a practice  in  a friendly  city  of  13K.  Sup- 
ported by  a well-staffed,  well-equipped,  99-bed,  accredited 
hospital  with  a service  area  of  25  i K and  a diversified  & sup- 
portive medical  staff.  Friendly  people,  excellent  schools, 
abundant  recreation,  and  outstanding  airport  facilities  make 
this  the  best  of  both  worlds.  An  unharried  lifestyle  w an  oppor- 
tunity to  provide  quality  medicine  of  needed  care.  Send  CV  to 
Don  Gustavson,  Tyler  & Company.  Roswell  Rd.,  Atlanta,  GA 
30350.  Call  404  641-6411. 

South  Texas  Obstetrician/Gynecologist,  board  eligible  or 
certified,  to  join  an  incorporated  practice  of  2 board  certified 
OB/GYNs.  Subtropical  Gull  Coasf  area  with  excellent  water 
sports,  hunting  and  fishing  all  year  round.  Gender  no  barrier. 
Excellent  salary,  full  range  of  benefits.  Send  C.V.  to  Ad  Box 
#740,  TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701. 

Opportunity  in  New  Mexico — to  build  an  independent  prac- 
tice in  association  with  a successful  OB/GYN.  Excellent  facili- 
ties and  support  In  that  effort.  Medium  sized  community,  high 
desert  area,  mild-seasohs  year  round,  water  sports  & snow 
skiing  close  by.  Call  Jo  Grimm,  1 -800-638-6942. 


Pediatrics 

Pediatrician — Memorial  Hospital  of  Nacogdoches  is  very  in- 
terested in  recruiting  a Pediatrician  to  this  East  Texas  commu- 
nity Memorial  Hospital  is  a 204  bed,  general  acute  care 
facility  operated  by  Nacogdoches  County  Hospital  DistricL 
Nacogdoches  is  located  in  the  beautiful  Piney  Woods  of  East 
Texas  with  Stephen  F Austin  State  University  as  the  center  of 
its  activity.  Nacogdoches  is  a beautiful  communify  to  raise  a 
family  and  is  built  around  a strong  economy  with  low  unem- 
ployment, Interested  applicants  should  apply  to  Kenneth  E. 
Worley.  Associate  Administrator,  Memorial  Hospital,  1204 
Mound  Street,  Nacogdoches.  Texas  75961. 

Parl-Time'Full-Time— Board  Certified,  Board  Eligible  Pedia- 
trician needed  to  assume  active  general  pedialrics  practice  in 
Southwest  Houston,  Excellent  coverage.  Competitive  salary. 
Please  send  C.V.  to  Valerie  C.  Moore,  M.D.,  7777  S.W.  Frwy., 
Suite  1068,  Houston,  TX  77074, 

North  Dallas  Suburban  Pediatric  Practice  seeks  BC  BE 
Full/Part  Time  replacement  for  transferred  physician.  Rapidly 
expanding  six  year  old  practice  with  excellent  staff.  Associ- 
ated with  two  aggressive  OB  units.  CV  and  references  to 
David  E.  Samara,  M.D.,  7120  Campbell  Rd.  #103,  Dallas, 
Texas  75248. 

Locum  tenens  pediatricians  needed.  Good  income  Flex- 
ible scheduling.  Freedom  to  accept  or  reject  any  proposed  as- 
signment. For  more  information  about  the  "p  r o."  concept, 
call  toll-free  1-800-531-1122  or  write  to  Kenneth  W.  Teufel, 
M.D.,  PRN,  Ltd.,  1000  North  Walnut  St.,  Suite  B,  New  Braun- 
fels, TX  78130. 

Pediatrician-Abilene — Unique  opportunity  for  a Pediatrician 
in  offices  next  to  our  new  replacement  hospital  in  the  high- 
growth  section  of  town  with  young  families.  Immediale  refer- 
rals and  very  competitive  financial  assistance.  Send  CV  to: 
Manager,  Professional  Relations,  Humana  Inc.,  Dept.  11-1  IF, 
500  West  Main  Street,  Louisville.  KY  40201-1438.  Or  call 
TOLL-FREE  1-800-626-1590. 


Radiology 

Diagnostic  Radiologist — North  East  Texas.  To  join  4 radi- 
ologists. Family  oriented  community  of  75,000  {service  area: 
200,000).  Excellent  schools.  Growing  practice.  Contact  Ad 
Box  #735,  TEXAS  MEDICINE.  1801  N.  Lamar  Blvd.,  Austin. 
TX  78701 

Expanding  17-physician  multispecialty  group  has  excel- 
lent opportunity  for  a radiologist.  We  offer  a high  first-year  ex- 
penses. If  interested,  send  CV  to  Malone  and  Hogan  Clinic. 
1501  West  11th  Place,  Big  Spring.  Texas  79720  or  call  Pam 
Shuttlesworth  at  915  267-6361 . ext.  336. 

Board  Certified  Radiologist  desires  locum  tenens  within 
100  miles  of  Houston.  Available  November  '89  General  radi- 
ology, ultrasound,  mammography.  Write  to;  Box  31274,  Hous- 
ton. TX  77231-1274 


Other  Opportunities 

Positions  Available-Seeking  BC/BE,  general  internist, 
HEM'ON,  PS,  endocrinologist  to  join  an  established  multi- 
specialty  (non-prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124  Dallas 
Street,  San  Antonio,  Texas  78205. 

We  have  full  and  part-time  locum  tenens  opportunities 
available  in  all  specialties  with  guaranteed  incomes  and  paid 
malpractice.  For  more  information,  contact  John  Smith, 
Locum  Tenens,  Inc.  (A  Division  of  Jackson  and  Coker),  400 
Perimeter  Center  Terrace,  Suite  760  TMLT9.  Atlanta.  GA 
30346,  telephone  1-800-544-1987. 

South  Texas  Multispecialty  Group — 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC  BE  phy- 
sicians. OBG,  pediatrics,  FP  Well-established  25  year  old 
practice  rapidly  expanding  into  multispecialty  group  due  to  in- 
creased patient  base.  Design  award-winning  new  facility 
offering  complete  lab,  x-ray,  family  practice,  general  surgery, 
cardiology,  PM  & R,  and  ophthalmology  services  already  es- 
tablished. Texas  licensed  and  Medicare  certified  out-patient 
surgery  center  on  site.  Enlarging  present  facility  and  will  open 
satellite  office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  administrative  and 
staff  support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities  in 
both  out-patient  and  hospital  practice.  Dedication  to  high 
quality,  excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial  interest  in 
practice  desirable.  Tremendous  growth  potential.  Send  CV 
references  and  current  photo  to  Elizabeth  Perez,  Adminis- 
trator. Gonzaba  Medical  Group,  720  Pleasanton  Road,  San 
Antonio,  Texas  78214. 

General  Surgeon — Board  Certified,  sought  to  establish  pri- 
vate practice  associated  with  99-bed  hospital  in  West  Texas 
town  of  12,000  plus.  Income  guarantee  and  other  financial  in- 
centives are  available  Contact  : Thomas  R.  Hochwalt,  CEO, 
Cogdell  Memorial  Hospital,  Cogdell  Center,  Snyder,  TX 
79549;  915  573-6374, 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specxjtties) 

Texas  & Suntdeft  States 
Coll  1-800-284-4560 

Houston  785-3722  Reuben 

or  serxf  CV:  11140  Westheimer  g ^ o n s t e i n 

Suite  144  

Houston,  TX  77042  Associates 


Texas  Gulf  Coast  Oncologist— BC  BE  Oncologist  sought  to 
join  established  three  physician  oncology  group  located  in 
hospital  affiliated  multidisciplinary  cancer  center.  Medical  sup- 
port includes  all  medical  specialties,  state-of-the-art  radiation 
therapy,  MRI,  CT,  and  apheresis.  City  of  130,000  offers  excel- 
lent lifestyle  and  is  located  near  metropolitan  Houston,  Send 
CV  to  Beaumont  Oncology  Associates.  McFaddin  Ward  Can- 
cer Center.  690  N 14lh  Street,  Beaumont,  Texas  77702. 

Texas,  Expanding  Specialty-Oriented  Medical  Group  seek- 
ing B C,  B E cardiologists,  diabetologist,  gerontologist, 
gastroenterologist,  pulmonologist,  oncologist,  rheumatologist 
and  a physical  medicine  and  rehabilitation  specialist.  Univer- 
sity community.  First  year  salary  guaranteed  plus  incentive 
arrangement  and  fringe  benefits.  Contact  Ad  Box  #733, 
TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701 


cSpo  Consolidated  Physician 
Relocation  Services 

2651  Park  St. 

Jacksonville,  Fl  32204 
1-800-733-7999 

1-904-389-7400 

Recruitment 
Locum  Tenens 
Consulting 


Family  Practitioner,  Orthopaedic  Surgeon,  Urologist,  ENT 

needed  immediately  for  solo  and/or  group  practice  in  Stutt- 
gart, Arkansas,  the  Rice  and  Duck  Hunting  capital  of  the 
world.  Modern  hospital  facilities  and  equipment.  Family  ori- 
ented community.  Excellent  schools.  Call  Jim  Bushmaier  at 
501  673-3511. 

Cardiologist-Abilene — A busy,  well-established  six-physi- 
clan  cardiology  group  here  is  now  seeking  a non-invasive  car- 
diologist. Four  of  the  members  do  PTCA.  Their  offices  are 
near  our  new  replacement  hospital  with  state-of-the  art  equip- 
ment. Send  your  CV  to:  Manager,  Professional  Relations,  Hu- 
mana Inc.,  Dept.  11-1 1G.  500  West  Mam  Street,  Louisville,  KY 
40201-1438.  Or  call  TOLL-FREE  1-800-626-1590. 

Expanding  17-physician  multi-specialty  Group  has  excel- 
lent opportunity  for  an  Anesthesiologist.  We  offer  a high  first- 
year  salary  in  addition  to  benefits  with  no  first-year  expenses. 
If  interested,  send  CV  to  Malone  and  Hogan  Clinic,  1 501  West 
1 1 th  Place,  Big  Spring.  TX  79720  or  call  Pam  Shuttlesworth  at 
915  267-6361,  ext.  336. 

Full  Service,  Central  FI,  JCAHO  Accredited  family  health 
center — Positions  for  FP.  OB  GYN.  BC  BE.  Competitive  com- 
pensation/benefits. Malpractice  covered.  Send  CV:  WOFHA. 
P.O.  Box  1249,  Apopka.  FL  32703 

Southeastern  Oklahoma.  Multispecialty  group  of  22  physi- 
cians seeking  BC  BE  Internist,  Cardiologist,  Hematologist/ 
Oncologist,  Urologist.  Pulmonologist.  Neurologist.  Radiolo- 
gist, Otolaryngologist.  Orthopedist  and  Dermatologist,  Excel- 
lent opportunity.  Please  send  CV  or  contact  Deborah  Dale, 
Recruiting  Coordinator.  The  McAlester  Clinic,  Inc  . P O.  Box 
908.  McAlester.  OK  74502,  918  426-0240, 

Needed  in  Houston.  Anesthesiologist  with  cardiovascular 
and  obstetric  anesthesia  training.  Call  Bonnie  Oats  from  8 
am— 3:30  pm  M-F  713  867-4559. 

Cardiologist — Invasive-El  Paso,  Texas;  Join  2 BC  cardiolo- 
gists; complete  range  of  procedures;  modern  330  bed  hospi- 
tal-active cardial  surgery  program;  new  clinic  in  1990.  Phil 
Kelbe  1-800-338-7107. 

Cardiologist — Non-invasive — Beaumont,  Texas;  Join  4 
BC  Cardiologist;  affiliation  with  4 area  hospitals-complete  di- 
agnostic services;  call  shared  equally;  attractive  compensa- 
tion package:  Phil  Kelbe  1-800-338-7107 

South  Texas  Primary  Care.  PA  needs  motivated  F.P.  s,  In- 
ternists. BE  or  BC.  Guaranteed  salary  (starting  $70-$80.000) 
and  competitive  benefits  including  professional  liability,  ad- 
ministrative and  staff  support,  affiliation  with  large  community 
hospitals  Must  be  comfortable  with  lesser  traumas  in  am- 
bulatory care  setting  as  well  as  hospital  patient  care.  Send 
C.V.  and  current  photo  to  S,  Roberts.  1432T  San  Pedro,  San 
Antonio.  TX  78232. 

Medical  Director— Growing  healthcare  cost  containment 
firm  seeks  medical  director.  The  ideal  candidate  will  be  a 
board  certified'board  eligible  physician  in  primary  care  spe- 
cialty. Utilization  review  experience  is  preferred.  This  position 
initially  will  be  part-time;  within  a year  committment  should 
progress  to  full-time.  Send  resume  with  salary  requirements 
to  Human  Resource  Manager,  Health  Benefit  Management. 
Inc.,  3200  Red  River,  Suite  302,  Austin.  Texas  78705,  An 
Equal  Opportunity  Employer. 

Anesthesiologist-Beaumont — Another  Anesthesiologist  is 
needed  to  establish  practice  here  and  provide  a third  of  the 
coverage  in  the  24-hour  labor  and  delivery  unit  at  our  250-bed 
hospital,  where  OB  services  were  established  in  September 
1988,  This  IS  a fee-for-service  position  with  an  extremely  gen- 
erous income  guarantee.  Send  CV  to:  Manager.  Professional 
Relations,  Humana  Inc..  Dept,  11-11,  500  West  Mam  Street. 
Louisville.  KY  40201-1438.  Or  call  TOLL-FREE  1-800- 
626-1590. 


Volume  85  Novemhtr  1989 


FOR  SALE  OR  LEASE 


Advertising  Directory 


Medical  Equipment 

Ultrasounds — Linear,  Sector  and  Dual.  X-ray.  cell-counters 
(QBC),  chemistry  aniyz,  fiber-optic  scopes  and  much,  much 
more.  MedExchange  214  824-5040  FAX  214  823-9428. 
Buy'Sell'Service. 

Equipment  for  Sale:  3 EGG'S.  Schiotz  Tenonometer.  Rectal 
and  Vaginal  instruments,  Cameron  lights.  Various  lamps. 
Office  furniture  and  Sterilizers.  Contact  Dr.  Love  at  512 
472-0720 

Kodak  Ektachem  DT60  and  DTE  Modular  Analyzers.  Ex- 
cellent condition  Ideal  for  routine  and  emergency  testing.  Up 
to  10  tests  in  7 min.  $3,000.  Some  reagents  available.  Phone 
409  776-7700. 


Practices 

Thriving,  mature  ophthalmology  practice  in  northern 
suburb  of  Dallas-Fort  Worth  metroplex.  Fastest  growing 
county  in  area.  Well-trained  staff.  All  cultural  amenities.  Im- 
portant aspects  negotiable.  Seller  will  work  part-time  1-2 
years  for  smooth  transition.  If  interested,  please  send  CV  and 
any  other  pertinent  information  or  questions  in  cover  letter  to 
George  E.  Holladay,  MD.  525  Bryan  Street.  Denton,  Texas 
76201;  817  383-2607. 

Selling  Your  Practice?  We  offer  on-site  appraisals,  practice 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices. We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write;  Practice  Dynamics.  P.  O.  Box  821398, 
Flouston,  Texas  77282;  713  531-0911 

Family  Medical  Practices  For  Sale:  West  Central  Texas 
near  Abilene  area,  small  community,  excellent  practice;  Dal- 
las Lake  Flighlands  Area,  beautiful  medical  complex,  possible 
associafeship  buy-in.  Contact  Gary  Clinton.  Practice  Sales 
Appraisals  214  327-7765 

Very  active  family  practice  for  sale — Retiring  after  30 
years,  same  location.  Located  in  town  of  25,000-75  miles 
north  of  Dallas.  200  bed  hospifal  with  excellent  consultants  in 
all  fields.  Terms  flexible.  Will  introduce  to  patients.  Contact  Ad 
Box  #741,  TEXAS  MEDICINE.  1801  N.  Lamar.  Austin.  TX 
78701 

Optometry  Practice  For  Sale — LaGrange,  Texas  (County 
Seat).  Hospital  equipped  lor  eye  surgery.  Well-established 
practice.  Call  or  write;  Dr.  Robert  Kohler.  RO.  Box  649, 
LaGrange,  Texas  78945;  409  968-3953. 


American  Physicians  Insurance  Exchange  9 

Apple  Medical  Leasing  37 

Autoflex  1 5 

Bell  Atlantic  Tricon  31 

Computer  Resource  & Support  inside  cover 

Data  Base  Software  1 3 

Diagnostic  Clinic  of  Houston  18 

Hart  Information  Systems  inside  cover 

Integrated  Medical  Systems  33 

Eli  Lilly  & Company  26 

Medical  Protective  10 

R.  W.  Mortimer  & Associates  21 

Palisades  Pharmaceutical  47 

Physician’s  Resource  Network  69 

Roche  Laboratories  1,  2,  32,  33 

Scott  & White  back  cover 

Starlite  Village  Hospital  31 

Texas  Medical  Association 


Memorial  l.ilirary  25 

Texas  Medical  Association  Insurance  Trust  16 

Texas  Medical  Liability  Trust  inside  back  cover 

Timberlawn  Psychiatric  Hospital  back  cover 

U S Air  Force  21 

II  S Air  Force  Reserve  4l 

IIT  Health  Center  at  Tyler  57 


Texas  Physicians’  Directory’  63—68 

Classified  Advertising  70-72 


BUSINESS  AND  FINANCIAL 
SERVICES 


Signature  Loans  $5,000-$60,000  for  Physicians.  Use  for 

any  need.  No  points  or  fees.  Competitive  rates.  Level  pay- 
ments up  to  six  years.  Call  1 -800-331-4952.  MediVersal  Dept, 
114 

Physician’s  signature  loans  to  $50,000,  Up  to  seven  years 
to  repay.  No  prepayment  penalties  Prompt,  courteous  ser- 
vice. Competitive  fixed  rate.  Physicians  Service  Association. 
Atlanta,  Georgia,  Toll  free  1-800-241-6905.  Serving  MDs  tor 
over  10  years. 

'Immigration  Problems?  Contact  the  law  office  of  G Wel- 
lington Smith,  P C.,  702  Colorado  St,,  Suite  102,  Austin, 
Texas  78701,  512  476-7163.  Board  Certified,  Immigration 
and  Nationality  Law,  Texas  Board  of  Legal  Specialization," 

Double  Your  Money  in  8 YearsI  M D is  looking  for  like- 
minded  physicians  to  participate  in  joint  venture  that  could 
double  your  money  In  8 years.  Very  secure  Investment, 
backed  by  Bank  guarantees.  Only  a limited  number  can  be 
accepted.  Send  your  appointment  card  with  the  best  time  to 
call.  Reply  Box  #734,  TEXAS  MEDICINE.  1801  N.  Lamar, 
Austin,  TX  78701. 


Publication  of  an  advert i.sement  in  rKXrVS  MKDICdNH  i,s  not  to 
he  con.sidered  an  endorsement  or  ;ippro\  al  liy  tlie  Texas 
Medical  Associtttion  of  tlie  product  or  service  in\'olved. 


Advertising  Rales  & Data:  Regular  classified  adverfising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,,  per  issue. 
We  do  not  count  articles  (a,  an,  the).  Display  classified  adver- 
fising sells  for  $95.  per  column  inch,  per  month  A variety  of 
typefaces,  logos  and  borders  may  be  used  in  display  classi- 
fied ads.  Ad  box  numbers  can  be  substifuted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address  of 
ad  box  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office  will 
not  contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  fo  race,  color,  religion,  sex,  natural 
origin,  or  age  unless  bona  fide  occupafional  qualificaflons. 
Copy  deadline  Is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Diane  L Bolling.  Classified  Manager,  TEXAS 
MEDICINE,  1 801  North  Lamar  Blvd, . Austin,  Texas  78701 . 


'/'e.\(is  Medicine 


America’s 

Competitive 

Edge... 

You’re 
Looking 
At  It. 


Inside  of  every  hard  worker, 
there’s  a good  thinker.  A person 
who  wants  to  contribute.  Who 
wants  to  make  a difference. 

But  it’s  up  to  you  to  give  them 
that  chance. 

Across  the  U.S.,  companies 
and  unions  haye  dramatically 
improved  productivity,  quality, 
and  employment  security  by 
tapping  the  ideas  of  some  willing 
and  able  partners — ^American 
workers. 

To  learn  how  your  company 
can  tap  this  invaluable  resource, 
write: 


Elizabeth  Dole 
Secretary  of  Labor 
U.S.  Department  of  Labor 
Room  N-5419 
Washington,  DC  20210 


We  think  of  ourselves  as  a nation  of  caring  people.  And,  in  principle,  it’s  absolutely  true. 

Most  of  us  contribute  money  to  at  least  one  cause.  Nearly  half  of  us  contribute  time.  Confronted  with  a direct  ap- 
peal, we  respond  instinctively  with  help. 

The  trouble  is  that,  too  often,  it’s  not  much  more  than  token  help.  A dollar  here,  an  hour  there,  and  then  it’s  back 
to  the  concerns  of  our  own  lives. 

But  think  about  it,  for  a minute.  If  we  all  gave  just  five  hours  a week  to  the  causes  we  care 
about,  it  would  be  like  mobilizing  a force  of  more  than  20  million  full-time  volunteers.  If  we 
all  gave  just  5%  of  what  we  earn,  it  would  come  to  $175  billion  a year. 

It  has  to  start  with  somebody,  though . And  not  somebody  else.  Us. 

So  take  a look  around  your  own  community  and  find  something  that  needs  doing.  Or 
make  that  next  donation  a little  bigger  than  usual.  But,  whateveryoudo,  dosomethmg. 

After  all,  one  person  may  not  be  able  to  make  that  much  difference.  \ What  you  give  is  five 

What^ietback  isimmej^rable. 


But  200  million  people  can  make  all  the  difference  in  the  world. 


cSuicil 


INDEPENDENT  A Pubic  Serv>ce  ot 
SECTOR  This  PuWcaliOrt 


^Lepresent  wur  medical  staff 
Become  an  HMSS  Representatuv 


The  AMA 

Hospital  Medical  Staff  Section 
Fourteenth  Assembly 
November  30  - 
December  4, 1 989 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 


For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  606l0 

Phone  (312)  645-4754  or  645-4761 
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Ooiithnwig  Education  Hi}vcto}y 


COURSES 


DECEMBER 
Anesthesiology 
Dec  2,  1989 

PERlOPERATrV'K  MANACiEMENT  C)E  TAC:m  C;aRD1A,  fO  PERTEN 
SION,  AND  .\IYOC;aRDIAI.  LSCHEMIA.  Doubletree  Hotel  at  Post  Oak, 
Houston  Fee  SSO,  Contact  Tamara  C.  (ireiner,  Baylor  (College  of  Medi- 
cine, Office  of  C.ontinuing  Education,  One  Baylor  Plaza,  Houston,  TX 
77030  (■’US)  ■^98-6020 

Cardiology 

Dec  10-13,  1989 

CORONARS,  H3  PER  TENSIVE,  AND  VAI  Vl'lAR  HEART  DISEASE 
Williamsburg  Lodge,  Williamsburg,  Va.  Fee  S333  American  Catllege  of 
(Cardiology  members,  $-t20  ACCCC  nonmembers.  (Credit  (Categoiy  1,  AMA 
Physician's  Recognition  Award;  18  hours.  (Contact  American  (College 
of  (Cardiology’,  Extramural  Programs.  Dept  3080,  Washington,  D(C 
20061-3080  ( 1-800)  233  -4636 

Dec  13- I”,  1989 

ADVAN(ClN(i  ERON'HERS  IN  (CARD1()VAS(CU1.AR  DIA(,N()SIS  AND 
THERAP')'.  New  Sork  Hilton  Hotel.  New  York.  Fee  5390  American  (Col- 
lege of  (Cardiology  members,  S-430  A(C(C  nonmembers,  5.330  residents 
and  fellows.  (Contact  American  (College  of  (Cardiology-,  Extramural  Pro- 
grams, Dept  3080,  VC'a.shington,  D(C  20061-3080  ( 1-800)  233  -l(>36 

Family  Practice 

Dec  2,  1989 

PRAC  EKCE  UPDATE  •89.  (irand  Kempinski  Hotel,  Dallas.  Fee  TBA.  (Cate- 
gory- 1 . AMA  Physician's  Recognition  Ayvard;  7 hours.  (Contact  Diane 
Pitkin,  (Continuing  Medical  Education,  St  Paul  .Medical  (Center,  3909 
Harry-  Hines  Blvd,  Dallas,  I'X  ■’3233  (214)  8^9-3^89 

General  Medicine 

Dec  2-  3,  1989 

(CHRONIC  PAIN  AND  HIE  PRIMARY  (CARE  PHYSKCIAN— .3RD  AN 
NUAl.  S'^'MPOSIU.M,  .Marriott  Medical  (Center  Hotel,  Houston.  Fee  I'BA. 
(Credit  TBA.  (Ct)ntact  Beverly  Osterloh,  Office  of  (Continuing  Education, 
The  Uniy-ersity  of  Texas  Medical  School  at  Houston,  I 100  Holcombe 
Blvd,  Ste  1 3. 1 309,  Houston,  EX  ’■’0.30  (713)  792-3346 

Dec  9,  1 989 

STRESS,  BEHAVIOR,  AND  M'i  (KCARDIAI,  ISCHE.MIA  Inn  on  the  Park, 
Houston.  Fee  Slot).  (Category-  1,  AMA  Physician's  Recognition  Award; 
3.3  hours.  (Contact  Susan  Murray,  Texas  Heart  Institute,  Box  20.343, 
Houston,  TX  ‘^7223  ( 7 1 3 ) ■’9 1 -2  1 3’ 

Dec  10-11,  1989 

I.OV’E,  ,MIRA(CLES  AND  MEDKCINE.  St  Mary-  of  the  Plains  Hospital,  Lub- 
bock, Tex.  Contact  Vicki  Hollander,  Continuing  .Medical  Education, 
Texas  Tech  University  Health  Sciences  (Center,  Lubbock,  TX  794,30 
(806)743-2929 

Genetics 

Dec  13-16,  1989 

HUMAN  GENOME  WORKSHOP.  (Contact  Lila  K.  Lerner,  Bay  lor  (College 


of  .Medicine,  Office  of  Continuing  Education,  One  Baylor  Plaza,  Hous- 
ton, TX  ”030  (’13)  ’98-6020 

Internal  .Medicine 

Dec  1-2.  1989 

UPDATE  IN  SEXUALLY  TRANSMi  rLED  DISEASES.  Room  D1.600,  The 
University  of  Texas  Southyvestern  .Medical  Center.  Dallas.  Fee  S73. 
(Category-  1 , A.MA  Physician's  Recognition  Award;  1 3 hours.  (Contact 
Rose  Bayles,  Division  of  (Continuing  Education,  UT  Southyvestern  Medi- 
cal (Center.  3,32,3  Harry-  Hines  Blvd,  Dallas,  TX  ’3233  (21-4)688-2166 

MRI 

Dec  4-8.  1989 

p()st(;raduate  vi orkshop  in  ma(;netic  re.s()nan(Ce  imaging 

AND  SPE(C  rROS(COP'i’.  Baylor  (College  of  .Medicine,  Houston.  Fee 
S 1,000  physicians,  5300  residents  and  fellows.  (Category-  1,  AMA  Physi- 
cian's Recognition  Ayvard;  3’  hours.  (Contact  Holly  Ford,  Baylor  (Col- 
lege of  .Medicine,  Office  of  (Continuing  Education,  One  Baylor  Plaza, 
Hou.ston,  TX  ”030 

Neurology- 

Dec  2-3,  1989 

PLEXfiS:  AN  INTER.NATIONAL  (C()NFEREN(CE  ON  COMA  AND  PER 
SISTENT  VE(.ETA'nVE  STATE.  Stouffer  Hotel,  Austin,  Tex.  Fee  5.383. 
(Category-  I , A.MA  Physician's  Recognition  Ayvard;  1 2 hours.  Contact 
Linda  (Creamer,  Healthcare  Rehabilitation  (Center,  I 106  W Dittmar 
Road,  Austin,  TX  ’8^43  (312)  444-48.33,  ext  3 1 1 

Ophthalmology- 

Dec  14-13,  1989 

UPDATE;  PEDIA  l RKC  ()PHTHALMOLO(iY.  Hyatt  Regency  Hotel,  San 
Francisco.  (Contact  University  of  (California  .School  of  Medicine,  Ex- 
tended Programs  in  Medical  Education,  Rm  (C-124,  San  Francisco,  CA 
94  1 43-0742  (413)  476-423  1 

Otolaryngology 

Dec  8-9,  1989 

END()S(C()PI(C  SINUS  SURGERY.  I he  University  of  Te.xas  Medical 
Branch,  “Old  Red  " Bldg,  Galveston,  Tex.  Fee  53’3.  Category  1,  AMA 
Physician's  Recognition  Ayvard;  16  hours.  (Contact  Martha  Berlin,  The 
Uniy-ersity  of  Texas  Medical  Branch,  Office  of  (Continuing  Education, 
7.101  Shearn  .Moody  Plaza,  Rt  )-34,  Galveston,  TX  7'755()  (409) 

’61  2934 

Pediatrics 

Dec  9-  10,  1989 

S'l  ABILIZATION  AND  MANAGEMEN'l  OF  THE  (CRITKCALLY  ILL 
(CHILD.  Laurel  Heights  (Campus,  University  of  (California,  .San  Francisco. 
Fee  5130.  (Credit  (Category-  1,  A.MA  Physician's  Recognition  Award;  9 
hours.  (Contact  University  of  (California,  Extended  Programs  in  Medical 
Education,  Rm  3"’3-U,  .San  Francisco,  (CA  9414,3  (413)  476-3808 

Dec  13-17,  1989 

PEDIAI'RKC  IIPDA  I'E.  Williamsburg  Lodge  and  (Conference  (Center, 
VC’illiamsburg,  Va.  Fee  5.300  American  Academy  of  Pediatrics  Fellows, 
5220  AAP  (Candidate  Fellows,  5200  AAP  Resident  Fellows,  5.363  non- 
member physicians.  (Category-  1 , AMA  Physician's  Recognition  Award; 
16  hours.  Contact  Dept  of  Education,  AAP,  Box  927,  Elk  Grove  Village, 
11.  60009-0927  ( 1-800)433-9016 


Texas  Medicine 


lIrolog>’ 

Dec  H-  10.  1989 

INFKK  I'll  i n’  SHMINAK  Myall  Kcgciicy  Capitol  Hill.  W a.shington.  IX; 
Fee  Si'S  American  Urological  As.soeialion  memhers.  S.^^S  AUA  non 
members.  Oeilit  Cate*gor\  I.  AM.\  Fhysieian's  Keeognition  Award;  17 
hours,  Contaec  Kim  Ishee.  6"’S0  W Loop  South.  Ste  900.  liellaire.  I'X 
■’■’401  Cl.S)  bOS  ■’SOI) 

Dee  9- 10.  1989 

UIFRA.SONOC. RAPID  FOR  I'ROLOCiLSFS  Willi  ' HANDS  ON  KXPFRI 
FNC:F  " workshop  Fee  S600.  C.redit  C:ategor)  1.  AMA  Physician's 
Recognition  Award;  10  hours.  C.ontael  Alice  Henderson,  O^SO  W Loop 
South,  Ste  900,  Bellaire,  FX  ’’■'  tO  1 (^13)  66S-^S00 

JANUARY 

Family  Medicine 

Ian  19-20,  1990 

ADVANCiES  IN  FAMllA  .MFDKdNF.  Southshore  Harbor  Resort,  Hous 
ton.  (iontaet  Famara  (ireiner.  Baylor  (aillcge  of  Medicine,  Oftiee  of 
Ciontinuing  Education,  One  Ba\  lor  Plaza,  Houston,  FX  77030  ( ^ I 3 ) 
-OB-bOiO 

General  Medicine 

Jan  27-28,  1990 

PEDIAFRIC:  DERMAFOLOf.'i  FOR  LHE  PRIMAR’i  CARE  PH3  SICIAN 
Union  Square  Holiday  Inn,  San  Francisco.  Fee  $20S.  Oedit  Category  1, 
AMA  Physician's  Recognition  Award;  9.S  hours,  (aintaet  finiversity  of 
(California,  Extended  Programs  in  Medical  Education.  Room  U-S69.  San 
Francisco.  (CA  94 1 43-0"'42  ( 4 1 S ) 476-42S  1 

Oncology 

Jan  19-20,  1990 

■^TH  W ES'l'ERN  RFX.IONAL  ONCOLCXjY  CONFERENCE.  Aiqiort  Mil 
ton  Hotel,  El  Paso,  Lex.  Fee  SI  SO,  physicians,  SI 00  military.  (Credit 
(Category  1,  AMA  Physician’s  Recognition  Award;  1 I hours.  (Contact  Ka- 
ren (ireenup.  Education  Dept,  Providence  Memorial  Hospital,  2001  N 
Oregon,  El  Pa.so,  TX  "’9902  ( 9 1 S ) S42-6(>60 

Pediatrics 

Jan  4-7,  1990 

(CURRENT  (CONCEP'l'S  IN  PEDIA  l RKCS.  Marriott  .Mark  Resort,  Yail, 
(Colo.  Fee  5300  American  Academy  of  Pediatrics  Fellow  s,  S220  AAP 
(Candidate  Fellows,  S200  AAP  Resident  Fellows,  S36S  nonmember  phy- 
sicians. Category  1,  A.MA  Phy  sician's  Recognition  Award;  16  hours. 
(Contact  Dept  of  Education,  AAP,  Box  92"',  Elk  (irove  V illage,  IL 
60009-092'’  ( 1-800)  4,3,3-9016 


FEBRUARY 
Anesthesiology 
Feb  23- 2S,  1990 

■FA(C()  VI;  (VFH  ANESTHESIA  (CONFFCREN(CE  FOR  OB.SFFTRKCS 
Doubletree  Hotel  at  Post  Oak,  Houston.  Fee  S2S0  physicians,  SI  30 
non-Baylor  residents  and  fellows.  (Category  1,  AMA  Physician's  Recog- 
nition Award;  1 ■ hours.  (Contact  Lila  Lerner,  Baylor  (College  of  .Medi- 
cine, Oftiee  of  (Continuing  Education,  One  Bay  lor  Plaza,  Houston,  FX 
^■0,30  (■’13)  ^98  (i020 

Infectious  Diseases 

Feb  24-23,  1990 

4 FH  INFECl'lOUS  DISEASES  SV  .MPOSIU.VL  El  Paso,  lex.  Fee  S I 30 
(Credit  (Category  1,  AMA  Physician's  Recognition  Award;  13  hours.  (Con- 
tact Karen  (ireenup.  Providence  .Memorial  Hospital,  2001  N Oregon,  El 
Paso,  FX  ^9902  (’’13)  342-6(>60 

Neurology 

Feb  14-16,  1990 

RFC(CEN'l'  ADVAN(CES  IN  NEUROL(XiY  Fairmont  Hotel,  San  Franciseo. 
(Credit  (Category  1,  AMA  Physician's  Recognition  Award;  13  hours  (Con- 


tact Extended  Programs  in  Medical  FCducation,  University  of  (California, 
Room  369-U,  San  Francisco,  (CA  94  14.3-0^42  (413)  4^6-4231 

Obstetrics  and  Gynecology 

Feb  13-1’’,  1990 

ADVAN(CFCS  IN  RFCPRODl i(CFIVFC  MFCDKCINE  AND  .SldX.FRV  A (CO.M 
PREHENSIVE  REVIEW.  .Marriott  .Medical  (Center  Hotel,  Houston,  Fee 
I'BA.  (Credit  I'BA.  (Contact  Lila  Lerner,  Ba\  lor  (College  of  .Medicine, 
Office  of  (Continuing  Education,  One  Ba\  lor  Plaza,  Houston,  I'X  ^7030 
( ■!  3 ) ■’98-6020 

Oncology 

Feb  26- Mar  2,  1990 

(iENLI'OldflNARV  ON(COLO(D  Hyatt  Regency  (Cancun,  (Cancun,  'Vuca- 
tan.  .Mexico  Fee  S2^3  American  Urological  Association  members. 

S3'C'3  nonmembers.  (Credit  (Category  I.  A.MA  Physician's  Recognition 
Award;  16  hours.  (Contact  Alice  Henderson,  (I-30  W Loop  South,  Ste 
900.  Bellaire,  TX  ^7401  (■’13)  663-^300 

Pathology 

Feb  13-18,  1990 

81  H ANNUAL  RFCVIFW  (C(XIRSE  IN  (CYTOP,Vl'H()L(X.V  Doubletree 
Hotel  at  Post  Oak.  Houston.  (Contact  (Carol  Soroka,  Bay  lor  (College  of 
.Medicine,  Oftiee  of  (Continuing  FCducation.  One  Bavlor  Plaza,  Houston, 
FX  ^^0.30  ( ^ I 3 ) ^98-6020 

February  — April,  1990;  Apr  23  — May  4,  1990 

3 1ST  ANNUAL  P()ST(. RADI  ATE  INS'l'ITirFE  FOR  PA  1 HOL(X.LSTS  IN 
CLINKCAL  (CYTOPA 1 HOL(XD  Includes  home  study  (Course  A ( Febru 
ary— April ) and  in-residence  (Course  B (Apr  23  — May  4 ) Registration 
for  (Course  A required  prior  to  February,  1990  (Category  1,  .A.MA  Physi- 
cian's Recognition  Aw  ard;  132  hours.  (Contact  John  K Frost,  MI).  I I I 
Pathology  Bldg,  File  John  Hopkins  Hospital,  Baltimore,  .Ml)  21203 
( 301  ) 933-8394 

Pediatrics 

Feb  16-18,  1990 

PEDlA'l  RKCS  IN  PRO(iRFC.S,S.  Hyatt  Regency  Embarcadero,  San  Francisco. 
Fee  S300  American  Academy  of  Pediatrics,  S220  A.VP  (Candidate  Fel- 
lows, S200  AAP  Resident  Fellows,  S3(i3  nonmember  phvsicians.  (Cate- 
gor\  I,  A.MA  Phvsicians  Recognition  .Award;  16  hours  (Contact  Dept  of 
Education,  AAP,  Box  92^.  Elk  (iro\e  Village,  11.  ()0009-092’’  ( 1-800) 
4,3.3-9016 

Psychiatry' 

Feb  23-24,  1990 

I PDAI'FC  ON  SLEFCP  DLSORDERS.  Pre.sbyterian  Hospital  of  Dallas, 

Dallas  Fee  I'BA  (Credit  I B,A.  (Contact  Sindi  Sonnier,  (Continuing  .Medi 
cal  Education.  Presby  terian  Healthcare  System,  8200  W alnut  Hill  Lane, 
Dallas.  I'X  ^323  I (214)  696-8468 

Sports  Medicine 

Eeb  I 7-24,  1990 

OFFKCFC  BASED  SPOR  ES  MFCDKCINE  (CONFFCRlCN(CFC.  .Sun  Valley,  Idaho 
(Contact  University  of  (California  School  of  Meclicine.  Extended  Pro- 
grams in  Medical  FCducation,  Rm  369-U,  San  Francisco,  ( CA  94  14.3 
(413)  4’’6-423I 

MARCH 

Obstetrics  and  Gynecology 
Mar  13-16,  1990 

2ND  ANNUAL  (CONFERFCN(CFC:  ADV  AN(CFCS  IN  OB.S'FFC  I RKCS  AND 
(D  NE(COL(XiY  Houston  (Contact  Lila  Lerner.  Bay  lor  (College  of  .Vledi 
cine,  Oftiee  of  (Continuing  FCducation,  One  Bay  lor  Plaza,  Houston,  LX 
^■’030  (■1,3)  798  (i020 

Ophthalmology 

Mar  2-4,  1990 

(CLINKCAL  ADVAN(CFCS  IN  OPl 1 1 TIAL.VIOLtXD  FOR  1 HE  PRAC  I KCIN(. 
OPH'l'HAL,\K)LO(ilS'l'  Houston.  (Contact  (Carol  .Soroka,  Ofliee  of  (Con 
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tinuing  Education.  Baylor  College  of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston,  TX  ■’"’030  (”’13)  79B-6020 

Mar  .30-31.  1990 

12  rH  ANNUAL  SPRING  OPHTHALMOLOGY  SYMPOSIl^M.  Dallas.  f;on 
tact  Sindi  Sonnier,  Presbyterian  Healthcare  System,  8200  Walnut  Hill 
Ln,  Dallas,  TX  -^5231  ( 21-4  ) 696-8458 

Otolaryngology 

Mar  24.  1990 

CONTEMPORARY  OT01ARVTXGOLOG\’  Dallas.  Contact  Diane  Pitkin, 
Continuing  Physician  Education,  St  Paul  Medical  Center,  5909  Harrv 
Hines  Blvd,  Dallas,  TX  ‘^5233  (214)  879-3-'89 

Pediatrics 

Mar  2-4.  1990 

PEDIA  TRICS  1 990  Contact  American  Academy  of  Pediatrics.  Dept 
of  Education,  Box  92^,  Elk  Grove  Village,  11.  60009-092^  ( 1 800 ) 
433-9016 

Physical  Medicine  and  Rehabilitation 

Mar  22,  1990 

24TH  COMPREHENSIVE  REVIEW  COURSE  IN  PH3’SK:aL  MEDICINE 
AND  REHABILTLA  LION.  Contact  Holly  Ford,  Baylor  College  of  Medi- 
cine, Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Plastic  Surgery 

Mar  9-11,  1990 

RHINOPI.AS  IY:  AN  EDUCATIONAL  SYMPOSIUM  Dallas  Contact  Divi 
Sion  of  Continuing  Education,  The  (iniversity  of  Texas  Southwestern 
Medical  Center,  5.323  Hariy  Hines  Blvd,  Dallas,  TX  75233  (214) 
688-2166 

Rheumatology 

Mar  10,  1990 

ST  PAUL  TEACHINf.  DA5  IN  RHEl'MA'TIC  DISEASES.  Dallas  famtact 
Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical  Center, 
3909  Hariy  Hines  Blvd,  Dallas,  TX  75233  ( 214  ) 879  .3789 

Urology 

Mar  16,  1990 

TRANSRECTAL  ULTRASONOCjRAPHY  OF  THE  PROS  TATE  Houston 
Contact  Tamara  tireiner,  Baylor  (atllege  of  Medicine,  Office  of  Catn 
tinuing  Education,  One  Baylor  Plaza,  Houstttn,  TX  7"'()3()  ( "'  1 3 ) 
•’98-6020 

Mar  23-23,  1990 

liRE  TEROSC;OP3  'ENDOUROLO{i'V,  Houston,  (iontact  Alice  Ilender- 
,son,  6750  W Loop  South,  Ste  900,  Bellaire,  TX  "’■'401  ( "’1  3 ) 663-"’300 

APRIL 

Family  Medicine 

Apr  30- May  4,  1990 

14  TH  ANNIIAL  REVIEW  COURSE  IN  FAMILY  MEDICINE  Contact 
Tamara  Greiner.  Baylor  fiollege  of  Medicine.  Office  of  Continuing  Edu- 
cation, One  Baylor  Plaza,  Houston,  TX  71030  (7)3)  798-6020 

General  Medicine 

Apr  5-8,  1990 

IN  TERNATIONAL  SYMPOSIUM  ON  VIRAL  HEPA  TTTIS  AND  LIVER  DIS- 
EASE. Dallas.  Contact  (^arol  Soroka,  Ba>'lor  College  of  Medicine,  Office 
of  (iontinuing  Education,  One  Baylor  Plaza,  Houston,  TX  71030  ( il  3 ) 
798-6020 

Apr  7,  1 990 

DIABETES  1990:  NEWES  T DEVELOPMENTS  IN  PATIEN  T t;ARE.  Dallas. 
Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical 
Center,  5909  Harr\  Hines  Blvd,  Dallas,  TX  •’5233  ( 2 14  ) 879-3789 


Obstetrics  and  Gynecology 

Apr  28.  1990 

CURRENT  CLINICAL  PRACTICE  IN  OBSTETRICS  AND  GYNECOLOGY. 
Dallas  Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul 
Medical  Center,  3909  Harry  Hines  Blvd,  Dallas,  TX  75233  (214) 
8'’9-.3789 

Ophthalmology 

Apr  19-21,  1990 

3TH  ANNUAL  NATIONAL  EW.  TRAUMA  SYMPOSIUM,  f.ontact  Eleanor 
Goldsmith.  EdD.  The  liniversity  of  Texas  Southwestern  Medical  Cen- 
ter, Dept  of  Ophthalmology,  3,323  Harry'  Hines  Blvd,  Dallas,  TX  73233 
(214)688-3848 

Apr  2^-28,  1990 

THE  CHILD’S  E^  E,  EACE  AND  BRAIN:  NORMAL  AND  ABNORMAL  DE 
VELOPMENT.  Houston.  Contact  Lila  l.erner,  Baylor  Cktllege  of  Medi- 
cine. Office  of  (Continuing  Education,  One  Baylor  Plaza,  Houston,  TX 
770,30(^13)798-6020 

Pediatrics 

Apr  18-22,  1990 

THER.\PEUTIC  OP  TIONS  FOR  PEDlAl  RIC  INFECTION.  Contact 
Marian  .M.  Troup,  "The  liniversity  of  Te.xas  Southwestern  Medical  Cen- 
ter. Dept  of  Pediatrics,  3,323  Harry  Hines  Blvd,  Dallas,  TX  752,33  (214) 
688-2 1(>6 

Apr  20-21.  1990 

PEDIA  TRIC  POSTGRADUATE  S')’MPOSIUM  Houston.  Contact  Carol 
Soroka,  Baylor  College  of  Medicine,  Office  of  Continuing  Education, 
One  Baylor  Plaza.  Houston,  TX  770,30  (^13)  798-6020 

MAY 

General  Medicine 
May  19,  1990 

CHOLESTEROL.  Dallas.  Contact  Diane  Pitkin,  Continuing  Physician 
Education,  St  Paul  Medical  Center,  3909  Harry  Hines  Blvd,  Dallas,  TX 
^3233  (214)  879-3789 

Internal  Medicine 

.May  29-|un  2,  1990 

13TH  ANNUAL  UPDATES  IN  INTERNAL  MEDICINE.  Contact  Rose 
Bayles,  (xmtinuing  Education.  The  University  of  Texas  Southwestern 
Medical  (Amter,  3323  Harry  Hines  Blvd,  Dallas,  TX  752,33  (21-1) 

688  2166 

Orthopedic  Surgery 

SOUI  HWESTERN  OR  THOPEDIC  SURtiERY  REVIEW.  Contact  .|une 
Bo\  ilL  (amtinuing  Education,  The  University  of 'Texas  Southwestern 
Medical  Center,  3.323  Harry  Hines  Blvd,  Dallas,  I'X  73233  (21-i) 
688-2166 

Pathology 

CURRENT  ISSUES  IN  SURCilCAL  PATHOLOGY,  IX.  Contact  Rose 
Bayles,  Caintinuing  Education,  The  University  of  Texas  Southwestern 
Medical  Center,  3,323  Harry  Hines  Blvd,  Dallas,  TX  752,35  ( 214  ) 

688-2  K>6 

Pediatrics 

May  25-2^.  1990 

ADVANCES  IN  PEDIATRICS  Hilton  Head  Island,  SC.  Contact  American 
Academy  of  Pediatrics,  Dept  of  Education,  Box  927,  Elk  Grove  Village, 
IL  (10009-0927  ( 1 800 ) 4,33-901 6 

Surgery 

May  3-5,  1990 

CURRENT  TOPICS  IN  GENERAL  SURGER'i  Contact  .June  Bovill,  Con 
tinuing  Education,  "The  Liniversity  of  Texas  Southwestern  Medical  Cen- 
ter. 5323  Harry’  Hines  Blvd,  Dallas,  TX  752.33  ( 2 1 4 ) 688-2 166 


Te.xas  Medicine 


\ IDEO  PROGR/VMS  FOR  CMF  C RFDI I 


January 


AMFRIC/VN  MEDIOM.  TEI.EVISION 

Amirican  Mctlical  rclc\  isi()n  is  show  n t \ trv  Sunday  10  am—  12  Noon 
I'S  r on  thf  Discox  cn  Channe  l Instructions  for  obtaining  Caitcgory  I 
credit  arc  provided  during  the  programming  Carntaet  Melissa  Shear, 
American  Medictil  Association,  Division  of  Communications  and  Radio, 
Telex  ision  and  Tilm  Services.  SSS  Dearhorn  St,  f hicago,  II.  60610 
( S12  ) 6 4S-  r.SO.S  A.MA  X'ideo  C:iinic  tapes  also  are  availahle  on  loan 
from  the  Texas  Medical  Association's  Tihrarx.  Contact  C^arolyn 
Thomp.son,  TM.A  Tihrarx , I MO  I N Tamar  BIxd,  Austin,  TX  ^8701  (SI  2) 
-t"'^-(>"’0-t,  ext  I9S 

November 

Nov  S,  19«x>,  I 1 am-  I T.SO  am 

AMA  SPECIAL  REPOR  T:  MANAC.EMENT  OF  HS  PERTENSION  Category 
I,  AMA  Physician's  Recognition  Award;  O S hours 

Nov  S,  1989,  1 I .SO  am—  12  noon 

AMA  I'PDA  TE:  (iALLS  TONE  DISEASE:  ADV  ANCES  IN  PA  I TKK.ENESIS, 
DlACiNOSlS  AND  TREATMENT  Category  I,  AMA  Physician's  Recogni- 
tion Axvard:  O S hours 

Nov  12,  1989,  10  am-  1 1 am 

AMA  VlDEOfd.lNlC:  NEUROLOGIC:  EXAM:  UNDERSTANDING  THE 
NEUROPA  THIES.  C;ategorx  1,  AMA  Physician's  Recognition  Award; 

2 hours 

Nov  12,  1989,  1 1 am-  1 U.SO  am 

THROMBOLV  TIC  THERAPV : AN  IMMEDIA  TE  RESPONSE  TO  ML  C;ate 
gory  1,  AMA  Physician  s Recognition  Axvard;  O S hours 

Nov  19,  1989,  10:,S()am-ll  am 

AMA  SPECIAL  REPOR  T:  MANAGE.MENT  OF  HTPER'TENSION.  C;ategory 
1.  AMA  Physician's  Recognition  Award;  O S hours 

Nov  19,  1989,  I U.SO  am- 12  noon 

AMA  UPDATE;  HORMONE  ELEC;  TR0LVTE  1NTERAC;  TI0NS  IN  f;ON- 
GESTIV'E  HEAR  T FAILURE.  C:ategory  1.  AMA  Physician's  Recognition 
Award;  O S hours 

Nov  26.  1989,  I0:,S0  am-  1 I am 

AMA  UPDATE:  C.ALLS  TONE  DISEASE:  ADVANCES  IN  PA  THOC.ENESIS, 
DIAGNOSIS,  AND  TREA'TIVIENT.  C;ategory  KAMA  Physician's  Recogni 
tion  Award;  O S hours 

TFLFCONFFRFNCF  NETWORK  OF  TEXAS 

November 

Nov  2,  1989 

JOIN  T PAIN  EVALUA  TION  AND  MANAGEMENT:  THE  SFIOliLDER.  Fee 
S"^S  for  I — S people,  SIO  per  each  additional  person.  Category  I.  AMA 
Physician's  Recognition  Award;  I hour.  Contact  Kathx  Dick.  The  Uni- 
x ersity  of  Texas  Health  Sciences  C.enter,  770.S  Floyd  C:url  Dr,  San  An- 
tonio, TX  ^8284-7978  ( S 1 2 ) S6^-2^00 

Nov  16,  1989 

JOINT  PAIN  EVALUATION  AND  MANACiEMENT;  THE  ELBOW  AND 
WRIST.  Fee  S7S  for  I— S people,  SID  per  each  additional  person.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  I hour.  c;ontact  Kathy 
Dick,  The  University  of  Texas  Health  .Sciences  Center,  ‘^703  Floyd  Curl 
Dr,  San  Antonio.  TX  78284-79"’8  ( S I 2 ) S67-270() 

December 

Dec  1989 

JOINT  PAIN  EVALUA  TION  AND  MANAC.EMENT:  THE  HIP.  Fee  S'^S  for 
I— S people,  SIO  per  each  additional  person  Category  1,  AMA  Physi- 
cian's Recognition  Award;  1 hour.  C:ontact  Kathx  Dick,  The  Lhiiversitv 
of  Texas  Health  Sciences  C:enter,  "’"’O.-S  Floyd  Curl  Drive,  .San  Antonio, 
TX  7828-t-79-H  (512)  5(r7-2^00 


Jan  -t,  1990 

JOIN  T PAIN  EVALUA  TION  AND  MANAC.EMEN  T:  THE  KNEE  AND 
ANKLE..  Fee  S^5  for  1—5  people,  SIO  per  each  additional  person  C:ate- 
gory  I.  A.MA  Physician's  Recognition  Award;  1 hour.  C;ontact  Kathy 
Dick,  The  University  of  Texas  Health  .Sciences  Center,  ^^0,5  Floyd  C;url 
Drixe,  .San  Antonio,  TX  ■’8284-'79'’8  (512)  56'’-2^00 

Jan  18,  1990 

CfiRRENT  ISSUES  IN  WOMEN'S  HEALTH;  THE  INI  TIAL  APPROAC;h 
TO  INF'ER'Tll.TI'V  Fee  S^5  for  1-5  people,  SIO  per  each  additional 
person  c:ategory  1.  AMA  Physician's  Recognition  Award;  I hour  Con- 
tact Kathy  Dick,  The  Unixersity  of  Texas  Health  Sciences  Center,  "’■^03 
Floyd  C;url  Drixe,  San  Antonio,  TX  ■’8284-''9~8  ( S I 2 ) 56'’-2^00 

VHS  VIDEOTAPE  PROGRAMS  FROM  THE  TMA  LIBIGVRY 

Folloxving  is  a recently  added  title  to  the  Texas  Medical  .Association  Li- 
brary videotape  collection  C:ontact  Caroix  n Thompson,  T.MA  Library, 
1801  N Lamar  BIxd,  Austin,  TX  •’8^01  ( 5 I 2 ) 477-6'^0-t,  ext  19S 

CONTROVERSIES  IN  HEART  FAILURE.  NC.ME  Tape  #553.  48  min 
Netxx  ork  for  Continuing  Medical  Education.  I98S) 

Proposes  a new  definition  of  heart  failure  that  moves  axvav  from  the 
traditional  focus  on  congestion  Presenters,  using  case  studies,  work 
througli  several  diagnostic  and  treatment  issues  that  remain 
controversial 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  xvorkshops  and  seminars  spon- 
sored by  the  Texas  .Medical  Association  For  further  information,  con- 
tact the  Dept  of  Practice  .Management,  Texas  Medical  Association, 

1801  N Lamar  BIxd,  .Austin,  TX  ^8^01  (S12  ) 4"’'’-6‘’04 

DECEMBER 

HOW  TO  (,ET  S TAR  TED  IN  MEDICAL  PRACTICE 

Dec  1-2,  1989,  Temple 

Dec  14—15,  1989,  San  Antonio 

HOW'  TO  RUN  A MORE  PROFITABLE  PR.AC:  TK:E 

Dec  1989,  Dallas 

Dec  8,  1989,  Austin 

Dec  12.  1989,  Houston 

Dec  13,  1989,  San  Antonio 

JANUARY 

HOW  TO  GET  S TAR  TED  IN  MEDICAL  PR  AC  TICE 
Jan  16-1"’,  1990,  Fort  Worth 
Jan  18—19,  1990,  San  Antonio 


CALENDAR  OF  MEETINGS  ■Denotes  Texas  .Meetings 


NOVEMBER 

■AMERICAN  ACADEMY  OF  PAIN  MEDICINE  ANNUAL  CONFERENCE, 
Dallas,  Nov  2-4,  1989.  Contact  Ellis  .Mur[xh\,  American  Academy  of 
Pain  Medicine.  4.3  E Ohio  St.  Ste  9 1 4,  C:hicago,  11.  6061  I (312) 
6430083 

■AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  REHABII.TTA 
LION  ANNUAL  .MEE'l  IN(,,  San  Antonio.  Tex,  Nov  5-  10.  1989.  Contact 
American  Academy  of  Physical  Medicine  and  Rehabilitation,  1 S Michi 
gan  Axe,  Ste  1,310,  Chicago,  11.  60603  ( ,312)  922  9368 

AMERICAN  COLLEGE  OF  ADVANCEMENT  OF  MEDICINE  FALL  MEE  T 
INCi,  Las  Vegas,  Nov  2 — 5,  1989.  Contact  American  College  of  Advance- 
ment of  Medicine.  2,3121  Verdugo  Dr,  Ste  204,  Laguna  Hills,  CA  92633 
(714)  383-'"b66,  or  ( 1 800  ) 332-.3()88  outside  c;A 
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AMERICAN  C:()ELEC,E  OF  A1.1.ERCj'>  AND  lMMLINOEOC,\  ANNUAL 
MEE  TINCi.  Orlando,  FL,  Nov  1 1 - 1 S,  1989.  (Contact  Anitrican  College 
of  Allerg}-  and  Immunology,  800  F Northwest  Hwy,  Ste  1080,  Palatine, 
II,  0006"’  (312  ) 359-2800 

AMERICAN  COLI.ECjE  OF  CUES  I PHYSICIANS  ANNUAL  MFFTINf,, 
Bo.ston,  Oet  —Nov  3,  1989.  Catntaet  American  College  of  Cdiest  Physi- 
cians, 9 1 I Busse  Hwy,  Park  Ridge.  II,  60068  (312)  698-2200 

AMERICAN  MFDIC;AI,  ASSOCdAI  ION  HOSPH  AI,  .MEDICAL  STAFF  SEC- 
TION l4'TH  ASSEMBI,3’  MEF'TINCi,  Honolulu,  Nov  — Dee  9,  1989  Cam- 
tact  American  .Medical  Association.  Dept  of  H.MSS,  533  N Dearborn  St, 
Chicago,  IT  CiOCtlO  (312)  (>95-9759 

AMERICAN  SOCIE  IT  OF  CYTOTOC.Y  ANNIAI.  .MEETINCi,  Eouisvillc, 
Nov  8—  12,  1989.  Catntact  American  Society  of  (A  tology,  1015 
Chestnut  St.  Ste  1518,  Philadelphia,  PA  1910"'  ( 2 1 5 ) 922-3880 

ASSOCIATION  OF  MILI  TARY  SliRC.FONS  OF  THE  UNI  TED  S TATES 
ANNUAL  .MEF'TINCi,  San  Diego,  Nov  12—  1~.  1989.  Camtact  Association 
of  Military  Surgeons  of  the  United  States,  9320  Old  (icorgetown  Rd, 
Bethesda,  MD  20819  ( 1 ) 89^  8800 

IN  TERS  TATE  POS'TC.RADl  A TE  .MEDICAI.  ASSOCIA  TION  ^9  TH  SCIEN- 
TIFIC; ASSEMBLY.  San  Diego,  Nov  (>-9,  1989.  C;ontact  H B .Maroney, 
Interstate  Postgraduate  .Medical  Association.  Box  .Madison,  VC  I 

53705 (608) 257  1901 

RADlOI.OCilCAL  SOCIE'IT  OF  NOR  TH  AMERICA  SCIEN  TIFIC  .MEE'T- 
INCi,  Chicago,  Nov  2C>— Dec  1.  1989  (amtact  Radiological  Society  of 
North  America.  1 9 1 5 W 22nd  St.  Tower  B.  Oak  Brook,  IT  (>052  1 (312) 
5^I-26T) 

SOU  THERN  .MEDICAL  ASSOCIA  TION  ANNUAL  SCIEN  TIFIC  ASSE.M 
BEY,  Washington,  DC;,  Nov  5-8,  1989.  C;ontact  ICtthy  .McLendon, 
Southern  .Medical  Association,  35  Takeshore  Dr.  Birmingham.  AT 
( 1 -800  ) 923-9992 

■SOUTHWESTERN  CYNECOEOC.IC  ASSE.MBTY,  Dallas,  Nov  -Dec  2, 
1989.  Contact  Richard  I.  Wallner,  ,MD.  2~15  Bolton  Boone.  DeSoto,  TX 
■751  15 

■ TEXAS  ACADEMY  CHAPTER.  A.MERICAN  COTl.EC.E  OF  PHYSICIANS, 
Dallas,  Nov  2-3,  1989.  ('.ontact  D .M  Highbaugh.  .Ml),  3'’10  Swiss  Ave- 
nue, Dallas.  TX  ^5209  (219)823  2199 

■ TEXAS  SOCIE'IT  OF  IN  TERNAL  .MEDICINE  ANNUAL  .MEE  TINC., 
Dallas,  Nov  2-3,  1989.  C;ontact  Donna  Parker,  1801  N Tamar  Bhd, 
Austin,  TX  •’8T)  1 (512)  9'7'’-6709 

■ TEXAS  SOCIE'IT  OF  PSYCHIA  TRIC  PHYSICIANS  ANNUAL  MEE  TINC, 
San  Antonio,  Tex,  Nov  9 — (>.  1989.  (;ontact  Debbie  Sundberg.  900  VC 
15th  St,  Ste  619,  Austin,  TX  ■’8"’01  ( 512  ) 9'^8-0605 

DECEMBER 

AMERICAN  ACADE.MY  OF  DER.MA'TC)T()(,Y  ANNUAL  MEE  TINC,,  San 
Franciseo,  Dec  2 — 7,  1989.  (;ontact  American  Academy  t)f  Der- 
matology, 1 5(>'’  .Maple  Ave.  Box  3 1 16.  Evanston,  IT  (>0209-3 116(312) 
869, 39  59 

JANUARY 

■AMERICAN  COEI.ECiE  OF  SLiRCiEONS,  SOU  TH  TEXAS  CHAP  TER  AN 
NUAE  MEE  TING,  Austin.  Tex,  Jan  25  — 2"’,  1990.  (;ontact  William 
Pokorny,  MD,  6560  Fannin,  Ste  938,  Houston,  TX  770  ("’13)  798-92‘7(> 

■ TEXAS  ACADEM3  OF  EAM1T\  PHYSICIANS  WIN  TER  SKJ  SYM 
POSRIM,  Steamboat  Springs,  (;olo,  Jan  20-21,  1990.  C;ontact  C;arlisle 
Pearson,  8733  Shoal  Creek  Blvd,  Austin,  TX  ■78766  (512)  951  8237 

■ TEXAS  SOCIE'D'  OF  PA  THOEOCdS  TS  ANNUAL  MEE  TING,  Dallas,  Jan 
25  — 28,  1990.  C;ontact  Nancy  Swinney,  1801  N l.amar  Blvd,  Austin,  TX 
■78701  (512)  977-6709 
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. The  key  to  a lasting,  successful  partnership  is  trust. 


Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of  ■: 
the  most  important  business  decisions  you  will  make.  Your  future  may  be 
affected  by  the  choice  you  make  today.  Sobering  statistics  indicate  that  you 
could  be  involved  in  a liability  claim  or  lawsuit  during  the  course  of  your 
medical  career.  You  need  a strong  partner  like  TMLT. 


It  makes  good  sense  to  team  up  with 
TMLT.  Your  concerns  are  our  concerns.  We 
take  very  seriously  the  protection  of  your 
medical  practice,  providing  assurance  and 
strong  claims  defense  with  individual 
attention. 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust. 


In  today’s  complex  legal  environment, 
the  entity  that  insures  your  health  care  lia- 
bility claims  should  not  watch  from  the 
sidelines,  but  be  in  the  game  with  you.  You 
have  t<K>  much  at  stake.  The  criteria  for  se- 
Habdity  protection  should  not  be 
; to  premium  cost  alone— many  times 
W&sit  yoji  pay  for. 


Contact  us  to  learn  more  about  health 
care  liability  protection  plans  for  individu- 
als and  groups,  prior  acts  coverage,  pre- 
mium payment  options  including  monthly, 
quarterly  and  annual,  and  risk  management 
programs.  Let  us  tell  you  more  about 
TMLT’s  “Partners  in  Trust”  philosophy 
and  proven  track  record  of  st^ility  and 
integrity. 


TEXAS  MEDICAL  L^IABILITY  TRUST  . ^ 

P.O.Box  14746  Austin,  Texas  78761 

“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association 

Statewide  Services  Center;  1-800-580-TMLT 


SCOTT  & WHITE 

2401  South  31st  Street  Some  of  the  services  offered  . . . 


Temple,  Texas  76508 
(817)  774-2111 


Serving  Texas  Since  1897 


Bellmead 


W&co 

McGregor  ^ 


Gatcsville 


Killeeni 


Tiylor 


Caldwell 


Hospital  and  Main  Clinic 
ColleRe  Station 


PHYSICIAN  REFERR\LS 
(817)  774-2218  - In  Temple 
(800)  792-3368  - In  Texas 

•(Indicates  Regional  Clinics) 


•ACUTE  CARE  PSYCHIATRIC  UNIT 

•ALCOHOIVDRUG  DEPENDENCE  TREATMENT 

•CARDIAC  REHABILITATION 

•CHRONIC  PAIN  PROGRAM 

•CLEFT  PALATE  TEAM 

•COSMETIC  SURGERY 

•DENTAL  IMPLANTS 

•DIABETES  EDUCATION 

•DIALYSIS 

•DRUG  SCREENING 

•FERTIUTY  PROGRAM 

•HOME  CARE  AGENCY 

•HEMATOLOGY/ONCOLOGY 

•HYPERBARIC  OXYGEN  SERVICE 

•LITHOTRIPSY 

•MAGNETIC  RESONANCE  IMAGING 
•MATERNAIVFETAL  MEDICINE 
•MEDICAL  SUPPLIES  STORE 
•OCCUPATIONAL  MEDICINE 
•PHYSICAL  MEDICINE  AND  REHABILITATION 
•REFERENCE  LABORATORY  SERVICES 
•SLEEP  DISORDERS  CENTER 


Timberlawn  Psychiatric  Hospital 

ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


For  your  patients'  convenience,  evaluations  may  be  done  at  any  of  our  three  locations: 
the  main  hospital  campus  in  Dallas,  the  Timberlawn  Education  Center  in  North  Dallas, 

or  the  Timberlawn  Las  Colinas  Center. 


Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 
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offered  through: 

Ifea.ltliCa.re  Professionals’  , 
Insurance  Services 

API 

• MEDICAL  PROTECTIVE  * H 

CA 

CNA  • TMLT  • ETC. 

llea.ltliCa.re  Professionals’ 
Insurance  Services 

4388  W.  Vickery  Blvd.,  Suite  100 

P.O.  Box  101295 

Fort  Worth,  Tfexas  76185 

Phone:  (817)  377-1028  FAX:  (817)  377-2213 

Exclusive  endorsement  by  the 
Texas  Medical  Association 


The  Texas  Physicians’  Retirement  Planf^  designed  exclu- 
sively for  members  by  Paine Webber/Rotan  Mosle,  is  the 
only  retirement  planning  program  endorsed  by  the 
Association.  Paine  Webber/Rotan  Mosle,  with  an  outside 
consultant,  offer  a full  range  of  retirement  planning 
services:  plan  design,  plan  administration,  asset  man- 
agement, asset  distribution. 

Superior  service  that 
simplifies  your  planning 

A Paine  Webber/Rotan  Mosle  Investment  Executive - 
specially  trained  to  service  the  retirement  planning 
needs  of  Association  members  - will  work  with  you 
to  eliminate  the  confusion  and  shorten  the  process  of  retire- 
ment planning.  It  all  adds  up  to  full  service  retirement  plan- 
ning: quality,  flexibility,  and  a cost  lower  than  you’d  probably 
find  on  your  own.  Call  today  and  find  out  how  we  could  save 
you  time  and  money. 


For  more  information  call  (800)  999-7740. 

PaineV(^bber/  ROIANMOSLE 

A Siibsidiaiy  of  PaineWebber 


Member  SIPC 


IT  MAT  CHANGE  TH  E WAY 
YOUR  PAHENTS  FEEL 

UIN  /\l>linil'tKltl>3IV 

THERAPY 


FOR  MANY  HYPERTENSIVE  PATIENTS 

START  WITH  ONCE-A-DAY 


VASOTEC 


(ENALAPRIL  MALEATE I MSD) 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  next  page  of  this  advertisement 


Copyright  ©1987  by  Merck  & Co.,  Inc 


VASOTEC 


(ENALAPRJL  MALEATE  MSD) 

VASOTEC  IS  available  in  2 5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC®  (Enalapril  Maleale.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ot  angioedema  related  to  previous  treatment  with  ah  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreatedwith  ACE  inhibitors,  including  VASOTEC  lnsuchcases,VASOTECshouldbeprompllydisconlinuedandthe 
patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  contined  lo  the  taceand  lips, 
the  condition  has  generally  resolved  without  treatment  although  antihistamines  have  been  uselul  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  ratal  Where  there  is  Involvement  ol  the  tongue,  glottis,  or 
larvnx  likely  to  cause  airway  oostruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  solution 
1:1D00  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS  i 
Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lust  dose,  but 
discontinuation  ol  Iherapy  lor  conlinuing  symplomalic  hypolension  usually  is  no!  necessary  when  dosing  mstruclions 
are  followed,  caulion  should  be  observed  when  initialing  Iherapy  (See  D(JSAGE  AND  ADMINISTRATION ) Palienis  at 
risk  for  excessive  hypolension,  sometimes  associated  with  oliguria  and/or  progressive  azolemia  and  rarely  with  acute 
renal  failure  and/or  deafh,  include  Ihose  wilh  Ihe  following  condilions  or  characlerislics  heart  failure,  hyponatremia, 
high-dose  diuretic  Iherapy.  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
sail  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  sail  intake  cautiously  belore  initialing  Iherapy  with  VASOTEC  in  patients  at  risk  for  excessive 

Knsion  who  are  able  to  tolerate  such  ad|uslments  (See  PRECAQTIONS.  Drug  Interactions  and  ADVERSE  REAC- 
) In  patients  at  risk  lor  excessive  hypotension,  iherapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  tor  Ihe  first  two  weeks  ot  treatment  and  whenever  Ihe  dose  ot  enalapril 
and/or  diuretic  is  increased  Similar  considerations  may  apply  lo  patients  wilh  ischemic  heart  disease  or  carriiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  m a myocardial  infarction  or  cerebrovascular  accident 
If  excessive  hypolension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline.  A transient  hypotensive  response  is  not  a coniraindicalion  lo  lurther  doses  ol  VASOTEC, 
which  usually  can  be  given  without  dilticulry  once  Ihe  blood  pressure  has  stabilized  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Heutropenia/Agranulocylosis.  Another  ACE  inhibitor,  caplopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment  especially  it  they 
also  have  a collagen  vascular  disease  Available  dala  from  clinical  trials  ol  enalapril  are  msutficlent  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates.  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  lo  enalapril  cannot  be  excluded  Periodic  monitoring  ol  while  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  Generat.  Impaired  Renal  Funcllon  As  a conseguence  ol  inhibiting  the  renin-anglotensin-aldoslerone 
system,  changes  in  renal  lunction  may  be  anticipated  in  susceptible  individuals.  In  patients  wilh  severe  heart  failure 
whose  renal  funclion  may  depend  on  Ihe  activity  ot  the  renin-angiotensm-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASlJTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  Iherapy  In  such  palienis,  renal  lunction  should  be  monitored  during  Ihe  first 
tew  weeks  ot  therapy 

Some  patients  wilh  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  reguired. 

Evaluation  ot  patients  with  hypertension  or  heart  tallure  should  always  include  assessment  ot  renal 
(unction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia:  Elevated  serum  potassium  (>  5 7 mEg/L)  was  observed  in  approximately  1%  ot  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolverl  despite  continued  therapy.  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  Iherapy  in  0.28%  ol  hypertensive  patients.  In  clinical  Inals  in  heart  failure,  hyperkalemia  was 
observed  in  3.8%  ol  patients,  but  was  not  a cause  tor  discontinuation 

Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
ol  potassium-sparing  ijiurelics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all,  wilh  VASOTEC  (See  Drug  Interactions) 

SurgerylAnesIhesia  In  patients  undergoing  major  surgery  or  during  anesthesia  wilh  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  il  lormalion  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  lo  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion. 

Inlormalion  lor  Patients 

Angioedema.  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  lirsi  dose  ot  enalapril 
Pahenls  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ot  lace,  extremities,  eyes.  lips,  tongue,  dilliculty  in  swallowing  or  breathing)  and  lo  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lighiheadedness  especially  during  Ihe  lirsI  lew  days  ol  Iherapy  II 
acfual  syncope  occurs,  the  palienis  should  be  told  to  discontinue  Ihe  drug  until  they  have  consulted  wilh  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  tall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  (3ther  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a tall  in  blood  pressure,  palienis  should  be  advised  to  consult  with  the  physician 

Hyperkalemia:  Patients  should  be  told  not  lo  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ot  inleclion  (e  g , sore  throat,  lever)  which  may  be 
a sign  ol  neutropenia 

NOTE'  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  inlormation  is 
intended  lo  aid  in  the  sale  and  effective  use  of  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions. 

Hypotension:  Patients  on  Diuretic  Therapy  Palienis  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy  with 
enalapril  The  possibility  ot  hypotensive  ellecis  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
increasing  Ihe  salt  intake  prior  to  initiation  ot  treatment  with  enalapril  If  il  is  necessary  lo  continue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour,  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  antihyperlensive  effect  ot  VASOTEC  is  augmented  by  anlihyperlensive  agents  that 
cause  renin  release  (e  g , diuretics). 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  rJigoxin  without  evidence  ot  clinically  significant 
adverse  interactions. 


Agents  Increasing  Serum  Potassium-  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-lype  diuretics  Potas- 
sium-sparing diuretics  (e  g.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signilicant  increases  in  serum  potassium  Therefore,  il  concomitant  use  ot  these 
agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  trequent  monitor- 
ing ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 


Lithium.  A tew  cases  of  lithium  toxicity  have  been  reported  In  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  il  Is  recom- 
mended that  caulion  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 

Pregnancy-Category  C:  There  was  no  letoloxicity  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ol  enalapril 
(333  limes  the  maximum  human  dose).  Felotoxicity,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or 
more  Saline  supplementation  prevented  Ihe  maternal  and  letal  toxicity  seen  at  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mg/kg/day  (50  times  Ihe  maximum  human  dose). 


Radioactivity  was  found  lo  cross  Ihe  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women.  However,  data  are  available  that  show 
enalapril  crosses  the  human  placenta.  Because  Ihe  risk  ot  letal  toxicity  with  the  use  ol  ACE  inhibitors  has  not  been  clearly 
defined,  VASOTEC®  (Enalapril  Maleale,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the 
potential  risk  lo  the  fetus 

Postmarkeling  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  lollowing  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  lo  Ihe  first  trimester  ol  pregnancy  has  not  been  reported  to  affect  letal  outcome  adversely. 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  wilh  fetal  and  neonatal  morbidity 
and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  of  pregnancy,  there  have  been  reports  of  hypolension  and  decreased 
renal  perfusion  in  Ihe  newborn.  OTigohydramnios  in  the  mother  has  also  been  reported,  presumably  representing 
decreased  renal  lunction  in  the  fetus  Tnlants  exposed  in  utero  lo  ACE  inhibitors  should  be  closely  observed  lor  hypoten- 
sion, oliguria,  and  hyperkalemia  II  oliguria  occurs,  attention  should  be  directed  toward  support  ot  blood  pressure  and 
renal  perfusion  with  (he  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with  prematurity  such 
as  pafeni  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  il  is  not  clear  whether 
they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  following  administration  ol  enalapril  maleate.  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caulion  should  be 
exercised  when  VASOTEC  is  given  lo  a nursing  mother 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safely  in  more  than  10.000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1 4%),  cough  (1 3%),  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 

HEART  FAILURE  The  most  trequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were;  dizzi- 
ness (79%).  hypotension  (6  7%),  orthostatic  etiecis  (2  2%).  syncope  (2  2%),  cough  (2  2%),  chest  pain  (2 1%),  and 
diarrhea  (2 1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were  fatigue  (18%),  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1.6%),  orthostatic  hypo- 
tension (1 6%).  vertigo  (1 6%).  angina  pectoris  (15%),  nausea  (1 3%),  vomiting  (1 3%),  bronchifis  (1 3%),  dyspnea 
(1 3%),  urinary  tract  inlection  (13%),  rash  (1 3%),  and  myocardial  infarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  ol  patients  with  hypertension  or  hearlfailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive 
hypotension  in  high-risk  palienis  (see  WARNINGS,  Hypolension):  cardiac  arrest,  pulmonary  embolism  and  infarction; 
rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis. 
NervousiPsychialric.  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm.  rhmorrhea,  asthma,  upper  respiratory  inleclion. 

Skin  Herpes  zoster,  pruritus,  alopecia,  flushing,  pholosensilivity 

Other  Vasculitis,  muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rale  may  be  present  Rash  or  other  dermatologic  manileslalions  may  occur.  These  symptoms  have  disap- 
peared after  discontinuation  of  Iherapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  ol  Ihe  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  insliluled  immediately  (See  WARNINGS.) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  occurred  in  0.5%  ot  patients 
lollowing  Ihe  initial  dose  or  during  extended  therapy  Hypolension  or  syncope  was  a cause  lor  discontinuation  ot  therapy 
in  0 1%  ol  hypertensive  patients.  In  heart  failure  pafienis,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  ITh 

01  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy  in  1 9%  ol  patients  wilh  heart  failure, 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings: 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen-  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine, reversible  upon  disconfinuation  of  Iherapy,  were  observed  in  about  0.2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS.)  In  patients  with  heart  failure  who  were  also  receiving  diuretics  wilh  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASOTEC  and/or  other  concomitant  diuretic  Iherapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately  0.3  g % 
and  1 0 vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  lailure  patients  treated  with  VASOTEC  but  are 
rarely  ot  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  Inals,  less  than  0 1%  ot  patients  discon- 
tinued therapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  wilh  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC,  The  diuretic  should.  If  possible,  be  discon- 
tinued lor  two  lo  three  days  belore  beginning  therapy  with  VASOTEC  to  reduce  Ihe  likelihood  ot  hypotension  (See 
WARNINGS ) II  the  patient  s blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  Iherapy  may  be  resumed. 

It  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS,  Drug 
Interactions.) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according  lo 
blood  pressure  response  The  usual  dosage  range  is  10  to  4()  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  the  antihypertensive  etfeci  may  diminish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  II  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adiustmenl  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  tor 
patients  wifh  a creatinine  clearance  >30  mL/min  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  s3  mg/dL),  Ihe  lirsi  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  Is  controlled  or  to  a maximum  ol  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  adiunclive  Iherapy  with  diuretics  and  digitalis.  The  recommended  starling  dose  is 

2 5 mg  once  or  twice  daily  Alter  the  initial  dose  ot  VASGTEC,  Ihe  patient  should  be  observed  under  medical  supervision 
tor  at  least  two  hours  anti  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions ) II  possible,  Ihe  dose  ot  Ihe  diuretic  should  be  reduced,  which  may  diminish  Ihe  likelihood 
ol  hypolension.  The  appearance  ot  hypolension  alter  Ihe  initial  dose  of  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  wilh  Ihe  drug,  lollowing  effective  management  ol  the  hypolension  The  usual  Iherapeutic  dosing  range  lor 
the  treatment  ot  heart  lailure  is  5 to  2(f mg  daily  given  in  two  divided  doses.  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  etiective  in  a controlled  study  out  nearly  all  palienis  in  this  study  were  given  40  mg.  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  In  patients  with  severe  hearf  failure  (NYHA  Class  IV),  patients  were 
treated  wilh  2 5 lo  40  mg  per  day  ot  VASOTEC,  almost  always  administered  in  two  divided  doses.  (See  CLINICAL  PHAR- 
MACOLOGY, Pharmacodynamics  and  Clinical  Ellecis.)  Dosage  may  be  adjusted  depending  upon  clinical  or  hemody- 
namic response,  (See  WARNINGS ) 

Dosage  Adjusimeni  in  Heart  Failure  Palienis  with  Renal  Impairment  or  Hyponatremia.  In  heart  failure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  >1 6 mg/dL,  therapy  should  be  initialed  at  2.5  nig 
daily  under  close  medical  supervision  (See  DOSaGE  AND  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PREl 
CAUTIONS.  Drug  Interactions. )M\e  dose  may  be  increased  lo  2 5 mg  b 1 d..  then  5 mg  b id  and  higher 
as  needed,  usually  at  intervals  ol  tour  days  or  more,  il  at  Ihe  lime  ol  dosage  adjusimeni  there  is  not 
excessive  hypotension  or  signilicant  deterioration  ol  renal  lunction.  The  maximum  daily  dose  is  40  mg 

For  more  detailed  inlormalion  consul!  your  MSD  Representative  or  see  Prescribing  Inlormation.  Merck 
Sharp  & Dohme.  Division  ol  Merck  & Co , Inc  . West  Point.  PA  19486.  jevsiBRdrsiz) 
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ON  THE  COVER  This  month's  cover  iocu.ses  on  cholesterol 

education.  An  article  by  .Scott  .M,  Grundy, 
MD.  PhD,  and  David  'X'  Bilheimer,  MD, 
"Chole.sterol  education  implications  lor 
clinical  practice, " begins  on  page  23. 
Daniel  A.  Cioldman,  Mi).  Xii’i  i,  pro\  ides  a 


quick  reference  to  National  Cholesterol 
F.ducation  i’rogram  Adult  Cholesterol 
Treatment  (.Juidelines  on  p.ige  28.  An 
.iccompan\'ing  editorial,  by  Clift  Price.  .Ml), 
and  l.aurance  N.  Nickey,  .Ml),  appears  on 
p.ige  -1.  Co\'er  design  Isy  Fd  Triggs. 


COMING  Scheduled  for  tliejanu.ii-y  issue  of  Texas 

NEXT  MONTH  Medicine  are  articles  on  placenlal 

e.xamination  as  an  aid  in  determining 
causation  in  the  brain  dam.iged  infant, 


alprazolam  withdrawal  .seizures  and  death, 
treatment  and  outcome  of  pediatric  AIIXS, 
ami  back  p.iin  and  tlie  cancer  patient. 


Editorials 


Cholesterol  education  program 
offers  guidelines 

Practicing  physicians  may  be  confronted  with  a myriad  of  in- 
formation on  the  detection  and  treatment  of  high  blood  cho- 
lesterol levels.  ITiis  information  comes  from  many  different 
sources  ( eg,  medical  journals,  colleagues,  .special  reports, 
books,  magazines,  pharmaceutical  representatives ) and  may 
offer  different  recommendations  about  screening  and  treat- 
ment. Patients  are  also  exposed  to  many  different  messages 
about  cholesterol  and  may  develop  erroneous  expectations. 

The  National  Cholesterol  Education  Program  ( NCEP ) is 
working  to  consolidate  reliable  information  and  make  sound 
recommendations  to  physicians  and  other  health  professionals, 
based  on  best  current  knowledge.  Last  year,  the  NCEP  issued 
guidelines  for  the  detection  and  treatment  of  high  blood  cho- 
lesterol levels  in  adults  ( 1 ).  The  Texas  Department  of  Health, 
Texas  Medical  As.sociation,  and  American  Heart  Association, 
Texas  Affiliate,  endorse  the  recommendations  of  the  NCEP. 

Our  goal  is  to  present  these  recommendations  in  a useful  form 
to  Texas  physicians. 

Both  the  underlying  problem  and  potential  benefits  are  im- 
mense. Coronary  heart  disease  is  the  leading  cause  of  death  in 
the  United  States,  and  elevated  blood  cholesterol  is  one  of  the 
strongest  risk  factors.  It  is  estimated  that,  in  individuals  with  a 
blood  cholesterol  level  greater  than  250  mg/dl.  (6.4‘^  mmol/L), 
each  1%  reduction  in  cholesterol  reduces  the  risk  of  death 
from  coronary-  heart  disease  by  2% . 'Hie  prevalence  of  elevated 
blood  cholesterol  is  high:  the  NCEP  reported  that  approxi- 
mately 25%  of  the  US  adult  population  has  a total  cholesterol 
level  greater  than  240  mg/dL  (6.21  mmol/L),  which  puts  that 
group  at  a relatively  high  risk  of  coronary-  heart  disease. 

The  initial  screening  test,  measurement  of  total  blood  cho- 
lesterol. is  relatively-  inexpensive  and  can  be  done  on  a nonfast- 
ing patient.  A lipid  profile  is  more  expensive  and  must  be  done 
after  a 1 2-hour  fast,  but  is  only  needed  in  patients  who  have  an 
elevated  total  cholesterol.  Once  the  lipid  profile  has  been  done 
and  it  has  been  determined  that  treatment  is  indicated,  total 
cholesterol  measurements  can  be  used  to  monitor  the  patient. 

Accuracy-  of  cholesterol  testing  can  be  a problem,  due  to 
d both  biological  variation  and  measurement  error.  It  is  impor- 

tant  that  the  testing  method  use  quality  control  measures  to 

ensure  reliability  of  test  results.  A high  blood  cholesterol  read- 
ing .should  be  confirmed  with  a repeat  test,  and  the  average 
used.  Also,  the  determination  of  LDL  cholesterol  should  be 
done  at  least  tyy-ice  to  determine  an  average  value. 

Sorting  out  different  recommendations  for  testing  and 
therapy  for  elevated  cholesterol  can  be  confusing.  The  NCEP 
guidelines  are  a consensus  that  represent  a reasonable  pro- 
tocol to  follow,  while  still  alloyving  for  the  exercise  of  clinical 


judgment.  The  guidelines  are  described  in  an  accompanying 
article  by  Drs  Grundy  and  Bilheimer  (p  23).  In  addition,  Dr 
Goldman  has  prepared  a set  of  summary-  descriptions  to  make 
the  guidelines  more  convenient  for  busy  practitioners  (p  28). 
You  can  also  expect,  in  the  near  future,  to  receive  a modi- 
fied version  of  this  material,  as  part  of  a mailing  to  all  Texas 
physicians. 

Setting  the  limits  of  normal  can  be  difficult.  Coronary  risk  in- 
creases most  rapidly  at  blood  eholesterol  levels  above  240  mg/ 
dL  (6.21  mmol/L).  However,  risk  continues  to  diminish  stead- 
ily as  blood  cholesterol  levels  drop  below  200  mg^dL  (5.17 
mmol/L ).  Therefore,  moderation  in  intake  of  cholesterol,  satu- 
rated fat,  and  calories  is  wise  for  everyone,  not  just  those  with 
elevated  cholesterol. 

ITte  NCEP  guidelines  are  for  individuals  over  age  20.  The 
issue  of  screening  children  is  less  clear.  How  ever,  it  is  gener- 
ally agreed  that  children  with  a family  history’  of  hypercholes- 
terolemia or  premature  mortality-  from  coronary-  heart  disease 
probably  should  be  screened. 

Diet  is  the  primary’  treatment  method  for  elevated  cho- 
lesterol. Diet  therapy  should  be  combined  with  increased  ac- 
tivity- and  reduction  of  weight  to  a desirable  level.  Physieians 
may  decide  to  delegate  part  of  this  counseling  to  nurses,  dieti- 
cians, nutritionists,  and  others.  It  should  be  kept  in  mind  that 
changing  habits  requires  persistence,  effective  methods,  and 
support.  Regional  offices  of  the  American  Heart  Association 
have  good  patient  and  professional  education  materials.  The 
Texas  Dietetic  Association  (940  E 51st  St,  Austin,  TX  78751 ) 
can  tell  you  if  there  is  a dietician  in  your  area. 

Only  when  diet  therapy-  alone  is  inadequate  should  drug 
therapy  be  considered.  Drugs  are  relatively  expensive  and 
have  side  effects.  Also,  their  long-term  effects  are  not  well 
understood.  It  should  be  emphasized  that  most  of  the  coronary 
risk  factors  are  also  modifiable  (smoking,  hypertension,  dia- 
betes, obesity’,  and  low  HDL  cholesterol).  Also,  these  risk  fac- 
tors contribute  to  a great  deal  of  morbidity  and  mortality-  aside 
from  coronary-  heart  disease  ( lung  disease,  cancer,  stroke,  etc ). 

ITiere  is  suggestive  evidence  that  physical  activity  and  exer- 
cise lower  the  risk  of  eoronary-  heart  disease.  Regular  exercise 
helps  to  prevent  obesity,  which  is  a contributing  factor  to  the 
development  of  hypertension,  diabetes,  and  hyperlipidemia. 
However,  exercise  will  not  prevent  the  progression  of  athero- 
sclerosis in  the  presence  of  a high-fat  diet. 

As  pointed  out  in  the  NCEP  report,  “ . . . age  is  a compli- 
cated factor  to  consider.”  The  strength  of  the  association  be- 
tween cholesterol  and  heart  disease  deereases  with  age,  and 
intervention  studies  have  concentrated  on  ages  60  and  below. 
Atherosclerosis  develops  over  a period  of  decades,  and  preven- 
tion beginning  early  in  life  will  have  the  greatest  benefit. 

Environmental  factors  ( food  supply,  societal  attitudes ) may 
make  it  relatively  difficult  for  an  individual  to  lower  coronary 
risk.  However,  attitudes  in  the  US  have  moved  toward  an  ac- 
ceptanee  of  healthy  behaviors  (exercise,  not  smoking),  and 


Texas  Medicine 


there  will  probably  be  continued  efforts  to  change  food  mar- 
keting practices  to  make  it  easier  for  people  to  eat  healthier 
diets. 

By  working  as  a team  and  using  a reasoned  approach  to  the 
problem,  we  can  lower  the  prevalence  of  elevated  cholesterol, 
and  reduce  the  risk  of  coronary  heart  disease  and  other  out- 
comes of  atherosclerosis. 

CLIFT  PRICE,  MD 

Associate  Commissioner,  Personal  Health  Services,  Texas  Department  of  Health, 

1 100  W -l9th  Street,  Austin,  TX  78''56. 

LALIRANCE  N.  NICKED  , MD 

Director,  El  Paso  Citv  -Countv  Health  District,  222  S Campbell,  El  Paso,  TX 
79901,  and  Chairman,  Council  on  Public  Health,  Texas  Medical  Association.  Send 
reprint  requests  to  Dr  Nickey 
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Physician  reflects  on  changing 
lifestyle 

There  was  a time  in  my  life  when  I believed  it  was  healthy  to 
eat  a hardy  breakfast  of  bacon,  eggs,  butter,  and  biscuits.  For 
lunch  or  dinner  a thick  steak  marbled  with  fat  would  help  me 
to  keep  fit,  I thought. 

In  1953  I w'as  a sophomore  pathology-  student  at  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston.  Dr  Vernie 
Stembridge  w-as  my  teacher.  I was  shown  some  yellowish 
plaques  in  the  lumen  of  arteries  and  1 was  told  that  these  were 
cholesterol  deposits.  If  the  cholesterol  deposits  completely  oc- 
cluded the  lumen  of  the  artery’,  the  tissues  supplied  by  that  ar- 
tery- were  likely  to  infarct  and  die.  Of  all  the  countries  of  the 
world.  I was  told,  the  United  States  was  the  place  where  heart 
attacks  and  strokes  were  most  common.  W hy  w;us  this  happen- 
ing to  us? 

Researchers  have  reported  that  the  diet  of  the  people  of  the 
US  was  high  in  cholesterol.  Hot  dogs,  apple  pie,  and  ice  cream 
were  loaded  with  it.  In  addition  to  the  high  cholesterol  diet,  in 
the  US  there  was  much  emphasis  on  competition.  For  those 
with  a type  A personality,  competing  and  winning  were  very- 
important.  This  resulted  in  stress,  yy  hich  constricted  the  ar- 
teries and  increased  the  blood  clotting  mechanism.  The  com- 
bination of  the  high  cholesterol  diet  and  the  stressful  lifestyle 
were  believed  to  be  the  reasons  why  heart  attacks  and  strokes 
were  so  frequent  in  the  United  States. 

In  recent  years  I have  been  aware  of  progress  in  treating  and 
preventing  heart  attacks  and  strokes.  Bypass  surgery-  can  re- 
place clogged  arteries  with  patent  ones.  It  is  po.ssible  to  pass  a 
catheter  into  a partially-  clogged  artery-,  inflate  a balloon  at  the 
tip  of  the  catheter,  and  withdraw  the  catheter.  This  compresses 
the  cholesterol  to  the  walls  of  the  artery-  and  allows  the  blood 
to  flow  through  again.  Unfortunately  these  surgical  procedures 
are  not  without  risk,  and  they  may-  have  to  be  repeated  every- 
few  years. 

1 now  believe  an  alternative  to  surgical  treatment  is  a change 
in  lifestyle.  If  I eat  a low-cholesterol  diet,  exercise  regularly  to 
tolerance,  avoid  stressful  situations,  and  keep  a pleasant  dis- 
position, it  will  help  me  avoid  a heart  attack  or  a stroke.  Some- 
times I wonder  why  I should  go  to  all  this  trouble.  1 can  eat 
whatever  1 want  today  for  I'm  going  to  die  of  some  cause  any- 
way. But  if  my  goal  as  a physician  is  to  prolong  life  and  to  pro- 
mote health,  the  health  1 can  do  the  most  about  is  my  own.  If  I 
don’t  discipline  myself,  I may  not  be  around  very  long  to  pro- 
vide treatment  for  my  patients. 

HORACE  A.  DeFORD,  MD 
PO  Box  29S88,  Dallas.  TX  '’5229. 
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EMERGING  ISSUES  OF  THE  1990s 

Saturday,  February  17  Stouffer  Austin  Hotel 


^ Hear  U.S.  Senator  Phil  Gramm 
and  other  outstanding  speakers. 

^ Prepare  for  medicine's  future 
through  informative  sessions. 

• Attend  a risk  management  seminar. 

• \s  a TAAA  member,  receive 
tree  conference  registration. 

Don't  nniss  this  opportunity  to  hear  what's 
in  store  for  medicine  in  the  1990s! 

Be  watching  your  mail  for  more  details! 
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Dr.  Dennis  Dalton 


DR.  DENNIS  DALTON 
JOINS  STAFF 

► rookhaven's  Adult  Recov- 
ery ProOTam  is  pleased  to 
announce  the  addition  of 
Dennis  Dalton,  M.D.  to  the 
staff.  Dr.  Dalton  was  former- 
ly associated  with  Parkland 
Memorial  Hospital  as  a psychia- 
trist, and  Assistant  Professor  of 
Psychiatry  for  University  of 
Texas  Southwestern  Medical 
Center.  ■ 


MILIEU  THERAPY  — 
COMPREHENSIVE  TREATMENT 
FOR  PERSONALITY  DISORDERS 
By  Ronald  Fleischmann,  M.D. 
Director,  Adult  Psychiatric  Program 

The  approach  of  gaining 
full  understanding  of  the 
patient  individually  and  within 
a particular  culture  is  central  to 
many  established  treatment 
programs,  and  is  utilized  by  the 
Adult  Psychiatric  Program  at 
Brookhaven,  which  has  a par- 
ticular interest  in  personality 
disorder  patients  (those  with 
a history  of  dysfunctional 
behavior  and  feeling  states.) 


Milieu  therapy  utilizes  both 
the  dynamics  of  the  treatment 
team  and  the  in-patient  group 
helping  patients  understand 
ana  emotionally  experience  the 
causative  factors  to  their  prob- 
lems, thereby  providing  an 
environment  for  changing  life- 
long maladaptive  patterns. 

MILIEU  THERAPY  AT 
WORK:  CASE  EXAMPLE 

The  patient  was  a 23  year  old 
single  woman  with  a history 
of  alcoholism,  anorexia  and 
bulimia.  Legal  problems  such 
as  DWl's  and  'mot  checks" 
were  often  handled  by  her 
overly  supportive  parents. 


The  treatment  team  represents  all  professional  disciplines. 


She  had  been  previously 
treated  for  alcoholism,  and  at 
another  time  for  bulimia  in  an 
"eating  disorders  program." 
During  her  stay  at  Brookhaven, 
the  patient  made  good  progress; 
left  prematurely  against  medical 
advice,  with  the  support 
of  other  patients  in  the  milieu 
who  felt  she  was  "cured." 

One  week  later,  she  returned  to 
the  unit  via  a drug  overdose. 
The  patient  was  confronted  by 
the  ^oup  and  disclosed  that 
her  earlier  self-discharge  was 
due  to  escalating  anxiety  over 
her  own  inappropriate  behavior 
toward  a male  patient  and  his 


resulting  anger.  The  group  was 
angry  at  being  deceived,  but 
benefited  enormously  from 
learning  of  their  own  investment 
in  pronouncing  the  patient 
"cured" — as  this  "miracle" 
held  ramifications  for  their  own 
pathology.  Confrontations  by 
the  group  about  her  problems 
with  personal  integrity  became 
central  to  this  patient's  treatment, 
and  in  an  environment  with 
greatly  reduced  opportunities  for 
defenses  such  as  deceit,  subter- 
fuge and  denial,real  progress  was 
possible  for  this  young  woman.  ■ 

rookhaven  Psy- 
chiatric Pavilion 
offers  the  following 
treatment  promams: 
Adult  Psychiatric,  Adult  Alcohol- 
ism & Chemical  Dependency, 
Medical  Stress  & Chronic  Pain, 
Adolescent  Psychiatric  & Chemical 
Dependency.  For  information, 
contact  Brookhaven  at  (214) 
247-3090  or  Metro  (214)  263-8030. 


M Brookhaven 

\\\\  PSYCHIATRIC  PAVILION 

Five  Medical  Parkway  (l.li)  ai  Webbs  Chape!) 
Dallas,  Texas  75234,  2 14/247-3(190 
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Every  Sunday  lo  a.m.  — 12  noon  et 
Only  On  The  Discovery  Channel 


A M E R ] C A N 
M E D I C A L 


Medical  News  That  Makes  Waves 


• The  Latest  Clinical  Advances 

• CME  Credit* 

• Legislative  And  Socioeconomic  News 


*For  more  information,  call  1-800-289-6000.  Check  local  listings  for  programming  in  your  area. 
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Winter  conference  features 
Phil  Gramm,  Tom  Phillips 

US  Sen  Phil  Gramm  ( R-College  Station ) 
and  Texas  Supreme  Court  Chief  Justice 
Tom  Phillips  are  among  the  featured 
speakers  at  Texas  Medical  Association’s 
1990  Winter  Leadership  Conference,  Sat- 
urday, Feb  17,  1990,  at  the  Stouffer  Aus- 
tin Hotel.  The  conference  focuses  on  the 
theme  “Emerging  Issues  of  the  1990s” 

Another  highlight  of  the  conference  is 
a seminar  on  risk  prevention  skills.  The 
seminar,  combined  with  other  study 
materials  that  will  be  provided,  allow 
physicians  to  complete  the  1 5-hour  con- 
tinuing education  requirement  of  the 
Omnibus  Health  Care  Rescue  Act  ( House 
Bill  18).  Physicians  who  complete  the 
educational  requirement  and  meet  other 
standards  are  eligible  for  a discount  on 
their  professional  liability  insurance  pre- 
miums. The  seminar  is  scheduled  from 
2 pm  to  6 pm,  Saturday. 

A pre-conference  “Dawn  Duster”  gets 
underway  at  7:30  am  with  a session  titled 


us  Sen  Phil  Gramm  (R -College  Station)  will  speak 
during  Texas  Medical  Association  's  1990  Winter 
Leadership  Conference.  Saturday.  Feb  1 7 


“Update  on  Staying  Out  of  the  Court 
house;  Defense  and  Plaintiff  Perspec- 
tives.” The  conference  program  will  be 
held  from  9:30  am  until  12:30  pm,  fol- 
lowed by  a luncheon  sponsored  by  the 
Texas  Medical  Association  Insurance 
Trust.  The  day  ends  with  a reception 
from  6 pm  to  7:30  pm.  Additionally,  most 
of  the  association’s  40  boards,  councils, 
and  committees  meet  during  the  confer- 
ence weekend. 

There  is  no  registration  fee  for  TMA 
members  and  association  guests  who  at- 
tend the  leadership  conference  program 
or  luncheon,  but  a S195  fee  will  be 
charged  for  the  risk  prevention  workshop. 

Further  information  on  the  Winter 
Leadership  Conference  is  available  from 
Jon  Hornaday,  Director,  Special  Services, 
TMA,  1801  N Lamar  Blvd,  Austin,  FX 
78701,  phone  (512)  477-6704,  exten- 
sion 104. 


Drug  Free  Week  unites 
citizens  across  Texas 

All  over  Texas,  bank  employees,  state 
office  workers,  television  news  anchors, 
city  employees,  and  individuals  wore  red 


ribbons  proclaiming,  “Join  me — I’m  drug 
free!”  during  Drug  Free  America  Week. 
Texas  Medical  Association  and  the  TMA 
Auxiliar\'  distributed  almost  1.3  million 
ribbons,  along  with  400,000  informa- 
tional brochures  and  500,000  hot-line 
cards  with  toll-free  phone  numbers  “for 
kids  in  crisis.”  Media  attention  was  out- 
standing, as  newspaper  and  television 
messages  helped  spread  the  word  that 
Texas  medicine  cares  about  a drug-free 
Texas. 

Cities  large  and  small  had  rallies, 
parades,  walks,  balloon  launches,  and 
proclamations  declaring  Oct  22-29 
Drug-Free  Week.  In  many  cities,  every 
student  in  ever\'  school  wore  a red  rib- 
bon, making  a visible  statement  on  behalf 
of  organized  medicine. 

A few  examples  are: 

BEAUMONT — Approximately  2,500 
participants  joined  a three-mile  “Join 
me — I'm  drug-free!”  walk  that  ended 
with  a rally  at  a local  park.  The  manager 
of  a local  television  station  led  the  pa- 
rade. Red  ribbons  were  widely  dis- 
tributed in  schools,  churches,  cafeterias, 
auto  dealerships,  in  city  employees’  pay 
envelopes,  in  bank  lobbies,  hospitals,  and 
many  retail  stores.  Entries  in  a related 


Texas  Medical  Association  s Executive  Vice  President  Mickey  is  TMA  .\iLxiliary  President  Betty  Haisten. 
Robert  G.  Mickey  dons  a red  ribbon  in  support  of  Beaumont 
[Drug  Free  America  Week.  Oct  22-29  Assisting  Mr 
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cartoon  contest  for  students  were  dis- 
played in  city  buses,  and  will  be  printed 
on  book  covers.  Physicians  presented 
drug  awareness  talks  in  the  schools. 

Five  billboards  publicized  the  week 
and  the  rally.  Auxiliary'  members  wore 
and  sold  red  T-shirts  with  the  drug- 
free  logo. 

PASADENA — Pasadena  blanketed 
schools  with  1 10,000  ribbons,  supple- 
mented by  a number  of  brochures.  Se- 
nior citizens’  groups  were  enlisted  to  cut 
the  ribbons,  l^arge  red  ribbons  adorned 
trees,  light  poles,  and  buildings.  Members 
of  the  popular  CHICKEN  Club  (Cool, 
Honest,  Intelligent,  Clear-headed,  Keen, 
Energetic,  Not-interested-in-drugs ) added 
red  ribbons  to  their  yellow  club  T-shirts 
and  participated  in  a rally  and  launched 
red  balloons  with  the  “Join  me — I’m 
drug-free!”  message.  Local  city  officials 
and  sports  celebrities  joined  the  event. 

SAN  ANTONIO— A rally  at  the  Ar- 
neson  River  Theatre  on  the  River  Walk 
drew  more  than  1 ,000  people  and  kicked 
off  a week-long  series  of  events  that 
carried  the  message  all  over  town  to 
shopping  center  marquees  and  entire 
neighborhoods  with  red-ribboned  trees. 
More  than  1 20,000  red  ribbons  were 
used  in  area  schools. 

EL  PASO — El  Paso  gained  all-out  sup- 
port from  the  local  military  base  and  all 
area  hospitals,  and  was  the  first  city  to  in- 
clude red  ribbons  in  hospital  employees’ 
pay  envelopes.  Red  ribbons  along  the 
Texas-Mexico  border  made  a strong 
statement  against  drug-smuggling. 

VICTORIA — An  auxiliary-sponsored 
dance  for  the  local  group  called  YOU 
(Youth  Opposed  to  Using)  required  a red 
ribbon  for  admission.  The  city  dis- 
tributed almost  30,000  ribbons  in 
schools  and  across  the  city. 

AMARILLO — The  local  auxiliary 
gained  wide  cooperation  from  all  physi- 
cians, and  used  54,000  ribbons  in  school 
districts  across  the  area. 

LUBBOCK — Eifty-four  thousand  rib- 
bons were  used  primarily  in  the  schools, 
with  assistance  from  the  Secret  Service, 
which  took  responsibility  for  delivery  to 
a select  number  of  schools. 

DIBOLL — In  the  tiny  city  of  Diboll,  an 
impressive  parade  using  red-lighted  flash- 
lights drew  attention  to  the  drug-free 
message  and  was  a front-page  feature  of 
their  newspaper. 


Educational  programs  address 
physicians’  substance  abuse 

Texas  Medical  Association’s  Committee 
on  Physician  Health  and  Rehabilitation 
has  formed  seven  regional  teams  to  edu- 
cate physicians,  TMA  Auxiliary'  members, 
hospital  administrators,  and  others  about 
substance  abuse  among  physicians.  Team 
members  are  available  to  give  presen- 
tations at  meetings  of  county  medical 
societies,  hospitals  medical  staffs,  auxili- 
aries, and  others,  at  no  cost  to  the  group. 

The  committee  has  developed  an  edu 
cational  module,  including  slides,  which 
teams  may  use  when  presenting  a 
program. 

The  committee  believes  that  education 
is  the  path  to  recognition  of  anyone 
needing  assistance.  Drug  or  alcohol  de- 
pendence, depression,  senility,  stress,  or 
overwork  may  disrupt  professional  and/ 
or  personal  lives.  ITie  committee  is  an 
advocate  for  these  physicians,  and  all  re- 
ferrals are  confidential. 

Additional  information  regarding  the 
educational  program  and  scheduling  a 
presentation  is  available  from  Linda 
Kuhn,  Texas  Medical  Association,  1801  N 
lamar  Blvd,  Austin,  TX  7870 1 , phone 
(512)  477-6704,  extension  l4l. 


TMA  employees  celebrate 
20-year  anniversaries 

Three  members  of  the  Texas  Medical  As- 
sociation staff  celebrated  20  years  of  em- 
ployment with  the  association  in  1989: 
Iris  Wenzel,  Dan  Lehman,  and  Chuck 
Staedtler. 

Mrs  Wenzel  is  director  of  the  Adminis- 
trative Office  for  Specialty  Societies;  Mr 
Lehman  is  associate  administrator  of  the 
association’s  insurance  service  office;  and 
Mr  Staedtler  is  assistant  manager  of 
TMA’s  Printing  and  Mailing  Department. 

The  three  employees  received  dia- 
mond 20-year  pins  during  a staff  party  in 
October. 


Jan  15  is  deadline 

for  Anson  Jones  Award  entries 

Physicians  may  wish  to  encourage  media 
representatives  to  submit  stories  in  Texas 
Medical  Association’s  33rd  annual  Anson 
Jones  Award  competition.  The  award  rec- 
ognizes excellence  in  communicating 
health  information  to  the  public.  Any 
Texas  media  outlet  ( newspaper,  radio, 
television ),  magazine,  or  company,  trade, 
association,  or  chamber  of  commerce 


Iris  Wenzel  (left).  Dan  Lehman,  and  Chuck  Staedtler 
have  been  employed  by  the  Texas  Medical 
Association  for  20  years. 
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publication  may  enter.  I’he  deadline 
is  I an  15,  1990.  for  work  produced  dur- 
ing 1989. 

Persons  in  the  medical  Held  or  from 
medical  and  health-related  institutions 
are  not  eligible  for  the  competition. 

Named  after  a pioneer  Texas  physician 
who  also  was  a journalist  and  who  served 
as  the  last  president  of  the  Republic  of 
Texas,  the  competition  has  developed 
into  one  of  the  premier  journalism 
awards  in  the  state.  It  offers  a S5()0  cash 
award  and  framed  certificate  to  a winner 
in  each  of  ten  categories  and  framed  cita- 
tions of  merit  certificates  to  others  with 
notable  entries. 

A new  category’  has  been  added  this 
year  for  stories  on  medical  economics 
issues. 

Two  panels  of  communication  profes- 
sionals judge  the  entries,  with  two  mem- 
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bers  of  TMA's  Council  on  Communi- 
cation a.ssisting  as  medical  advisors.  The 
council  makes  final  judging  decisions. 

Council  Chairman  F.  Warren  I’ingley’, 
Jr,  MD,  Irving,  will  present  awards  to 
winners  during  the  1990  Annual  Session 
in  Corpus  Christi,  May  10—  13-  County 
medical  societies  will  award  citations  of 
merit.  Additional  information  and  entry’ 
forms  are  available  from  the  TMA  Public 
Relations  Department,  1801  N Lamar 
Hlvd,  Austin,  TX  -’870 1 , phone  (512) 
477-6704,  extension  121. 
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Jan  15  is  deadline  to  apply 
for  Morris  Fishbein  Fellowship 

rhe  application  deadline  for  the  1 1th  an- 
nual Morris  Fishbein  Fellowship  in  Medi- 
cal Journalism  is  Jan  15,  1990.  The 
American  Medical  As.sociation  invites 
phy’sicians  interested  in  making  a sub- 
stantial commitment  to  medical  journal- 
ism to  apply  for  the  one-year  program, 
which  begins  July  2,  1990,  and  ends  June 
28,  1991. 

The  successful  candidate  will  work 
with  the  editorial  and  production  st;iff  of 
the  Jounicil  of  the  American  Medical  As- 
sociation (JAMA). 

At  the  completion  of  the  program,  it  is 
expected  that  the  candidate  will  be  profi 
cient  in  all  aspects  of  manu.script  selec- 
tion. issue  makeup,  copy  editing  and 
styding,  art  and  layout  of  articles,  issue 
planning  and  managing,  and  other  ele- 
ments of  journal  publication.  He  or  she 
also  will  be  conversant  with  marketing 
and  advertising  procedures. 

ITie  candidate  must  have  proven  writ- 
ing ability’  and  be  able  to  work  indepen- 
dently. Ability’  to  use  a resource  library’  is 
a strong  plus. 

A stipend  of  830,000  will  be  provided 
to  cover  the  year. 

Applications  are  available  from  Helene 
M.  Cole,  MD,  senior  editor,  director.  De- 
partment of  Editorial  Affairs, /AAM,  535 
N Dearborn  St,  Chicago,  11.  60610.  'Flic 
AMA  w ill  notify  the  succes.sful  candidate 
by  April  2,  1990. 


Guide  explains  advantages, 
disadvantages  of  incorporating 

A Physician  s Guide  to  Professional  Cor- 
porations,  a publication  from  the  Ameri- 
can Medical  Association's  Department  of 
Practice  Development  Resources,  is  avail- 
able for  purchase. 

The  53-page  booklet  explains  the  tax 
advantages  and  other  advantages,  such  as 
centralized  management,  of  incorporat- 
ing a professional  practice,  as  well  as  the 
disadvantages,  such  as  incorporation  ex- 
penses and  higher  corporate  t;ix  rates.  It 
also  answ’ers  questions  such  as  how  to  se- 
lect a corporate  retirement  plan  and 
w hat  an  “s " corporation  is. 

The  guide  explains  the  rules  of  operat- 
ing a professional  services  corporation 
and  addresses  issues  such  as  documenta- 
tion and  possible  limited  liability’. 

Written  by  attorney  s who  specialize  in 
professional  corporations  and  related 
topics,  the  guide  al.so  w’as  re%'iew’ed  by 
members  of  the  association’s  legal  st;iff. 
ITie  legal  and  tax  a.spects  are  discussed  in 
practical,  every  day  terms. 

Hie  price  is  S18  for  AMA  members, 

$27  for  nonmembers.  Physicians  may 
order  by  credit  card  by  calling 
1-800-621-8335  and  mentioning  publica- 
tion number  OPl  1 5. 


AMA  replaces  commemorative 
stone  in  Washington  Monument 

Fhanks  to  the  generous  support  of  physi- 
cians, the  American  Medical  Association 
has  exceeded  its  goal  of  raising  $33,000 
to  replace  the  badly  deteriorated  AMA 
commemorative  stone  in  the  Washington 
Monument.  The  association  reports  that 
more  than  $53,000  has  been  contributed 
for  the  project. 

The  AMA  stone  is  one  of  192  “tribute- 
blocks  " that  line  the  interior  of  the 
monument.  Sculpted  in  1856.  the  stone 
is  one  of  the  most  elaborate  in  the  monu- 
ment. It  depicts  Hippocrates  rejecting  a 
bribe  from  Persian  emi,ssaries  who  arc- 
eager  to  obtain  his  medical  services  for 
the  Persian  Army-. 

The  association  will  donate  the  excess 
funds  to  the  National  Park  Ser\  ice  for 
other  improvements  to  be  made  within 
the  monument. 

The  AMA  extends  its  thanks  to  all 
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medical  societies  and  individuals  who 
contributed  to  the  restoration  project 
under  the  auspices  of  the  National  Park 
Service. 

A rededication  ceremony  for  the 
AMA's  new  stone  was  scheduled  for  Oct 
25  at  the  monument. 
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Warning  issued  about 
Alupent  metered  dose  inhaler 

At  the  end  of  October,  the  AMA  Division 
of  Drugs  requested  publication  of  the  fol- 
lowing Important  Drug  Warning  from 
Boehringer  Ingleheim  Pharmaceuticals. 

Alupent  ( metaproterenol  sulfate ) 
metered  dose  inhaler  ( MDl ) has  been  re- 
formulated with  soya  lecithin  replacing 
sorbitan  trioleate  as  the  suspending 


agent.  Soya  lecithin  has  been  used  in  Alu- 
pent MDl  in  other  countries  for  many 
years  and  was  substituted  in  the  US  in 
order  to  enhance  product  stability. 

However,  when  this  formulation  was 
introduced  in  September  into  the  US,  an 
increase  in  the  frequency  of  selected  ad- 
verse events  was  noted  by  the  company 
among  some  long-time  users  of  Alupent 
MDl.  Most  frequently  noted  was  an  in- 
crease in  cough  which,  at  times,  was  as- 
sociated with  a choking  or  gagging 
sensation.  In  addition,  some  patients  have 
reported  a decrease  in  therapeutic  re- 
sponse associated  with  the  cough.  There 
also  have  been  several  reports  of  exacer- 
bation of  asthma  symptoms  in  patients 
who  had  previously  responded  well  to 
this  product.  These  adverse  events  were 
usually  reported  after  the  first  puff  of  a 
new  inhaler. 

It  is  important  to  note  that  these  ad- 
verse events  are  of  the  type  listed  in  the 
package  insert.  However,  Boehringer  In- 
gleheim Pharmaceuticals,  Inc,  has  volun- 


tarily decided  to  withdraw  the  affected 
lots  of  Alupent  MDl  from  the  market.  The 
company  believes  this  action  to  be  in  the 
best  interest  of  the  patients  who  may 
have  difficulty  with  the  new  formulation. 

Patients  who  have  experienced  their 
usual  response  to  therapy  should  con- 
tinue to  use  that  canister.  Patients  who 
have  not  used  the  new  formulation 
should  not  do  so.  For  patients  who  have 
experienced  a decrease  in  therapeutic  re- 
sponse, asthma  exacerbation,  or  other 
unacceptable  effect,  Alupent  MDl 
therapy  should  be  discontinued  and  al- 
ternative treatment  instituted. 

ITie  lots  withdrawn  are:  890648A, 
89()649A,  890650A,  89()652A,  890654A, 
89()655A,  89()656A,  890657A,  891047, 
891048,  880918,  890852,  and  890853. 

In  addition,  all  Alupent  MDl  samples 
should  be  put  aside  and  returned  directly 
to  a Boehringer  Ingleheim  Pharmaceu- 
ticals sales  representative. 

It  is  the  company’s  intention  to  begin 
manufacturing  new'  lots  of  Alupent  MDl 


State  and  national  toll-free  hotlines  offer  quick  access  to  AIDS  information 

Sponsor 

Information 

Answered 

Number 

ITie  University  of  Texas 

School  of  Public  Health 

For  health  care  professionals  in  Texas 
and  Oklahoma 

8 am -5  pm  CT* 
Monday -Friday 

(800)  548-4659 

National  Institute  of  Allergy'  and 
Infectious  Disca.ses  and  Centers 
for  Disease  Control 

AIDS  clinical  trials 

9 am- 7 pm  ET* 
Monday- Eriday 

(800)  TRIAI^-A 

Project  Inform 

Experimental  drugs  for  AIDS,  ARC7  and 

HfV'  infection 

10  am- 2 pm  PT* 

(800)  822-7422 

Burroughs-Wellcome  Drug 
Information  Service 

Eor  physicians  only — information  about  AZT 
Information  about  AZT  use  in  children 

8:15  am— 4:15  pm  ET* 
Monday— Friday 

(800)  433-6763 
(800)  829-PEDS 

US  Public  Health  Service 

National  AIDS  Hotline 

Answered  by  AIDS  information  specialists 

Eor  Spanish  speakers 

Eor  hearing  impaired 

24  hours  a day 

(800)  342-aids 
(800)  344-SIDA 
(800)  AIDS-TTY 

National  AIDS  Information 
Clearinghouse 

Reference  assistance  and  to  order  publications 

9 am  — 7 pm  ET* 
Monday — Friday 

(800)  458-5231 

Texas  Department  of  Health 

Texas  AIDS  News  Line  (English  and  Spanish) 
Hearing  impaired 

To  report  AIDS  cases 

To  order  films  and  videotapes  from  TDH  library 

8 am- 5 pm  CT* 

(800)  248-1091 
(800)  252-8012 
(512)  458-7504t 
(512)  458-7260t 

*CT — Central  time;  ET — Eastern  time;  PT — Pacific  time 
tNot  toll-free 
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in  the  original  formulation  as  soon  as 
possible,  but  meanwhile  shortages  may 
develop.  Boehringcr  Ingleheim  will  in- 
form physieians  routinely  as  to  the  status 
of  the  renewed  availability. 

ITiis  reformulation  and  these  responses 
involve  only  Alupent  metered  dose  inha- 
lers. No  other  Alupent  dosage  forms  are 
involved.  Questions  regarding  the  refor- 
mulation or  reports  of  serious  adverse 
experiences  should  be  directed  to  the 
Boehringer  Ingleheim  Medical  Services 
Department  at  203-798-9988. 


Cancer  resource  database 
recognizes  1,000th  user 

Who  are  the  oncology-certified  nurses  in 
Amarillo?  Where  is  the  nearest  hospice  to 
my  patient’s  hometown?  Do  deaths  from 
prostate  cancer  occur  more  often  in 
certain  areas  of  Texas?  Where  is  the 
nearest  hospital  that  offers  outpatient 
chemotherapy? 

ITie  Texas  Cancer  Data  Center 
( TCDC ) has  the  answers  to  these  and 
hundreds  of  other  questions  to  help  im- 
prove the  availability',  accessibility',  and 
quality  of  cancer  care  at  the  community 
level. 

Located  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center  under  the 
direction  of  Jack  Franklin,  PhD,  the  com- 
puter database  center  gathers  informa- 
tion about  cancer  resources,  services, 
and  programs  in  Texas.  Thirty  percent  of 
the  users  are  physicians,  while  others  in- 
clude medical  groups,  hospital  discharge 
planners,  researchers,  and  nurses. 

Funded  by  the  Texas  Cancer  Council, 
the  TCDC  has  been  on-line  at  no  charge 
to  the  user  for  2 years  and  recently  rec- 
ognized its  1,000th  user.  Dr  Lawrence 
Whitehead,  a.ssociate  professor  of  envi- 
ronmental health  at  The  University  of 
Texas  School  of  Public  Health.  Dr  White- 
head  used  the  service  to  explore  cancer 
mortality  rates  in  Texas  by  specific  can- 
cer sites. 

“I’m  still  learning  what  is  in  the 
database,  and  it  is  constantly  being  up- 
dated,” Dr  Whitehead  said.  “It  has  been  a 
tremendous  resource  as  1 search  for  site- 
specific  cancer  information.” 

Dr  Franklin  explained  that  people  all 
across  Texas  can  log-on  to  the  central 
database,  provided  they  have  a personal 


computer  and  a modem.  “We  are  like  the 
Yellow  Pages  for  cancer  resources,  but 
because  the  information  is  on  the  com- 
puter and  not  printed,  it  can  be  updated 
at  any  time,”  he  said.  “Our  users  always 
have  the  most  up-to-date  material.” 

Information  available  in  the  TCDC  in- 
cludes listings  of  acute  and  general  hospi- 
tals, hospices,  free-standing/integrated 
cancer  programs,  nursing  homes,  home 
health  agencies,  mammography  services, 
speakers  bureaus,  physicians  in  oncolog>', 
oncology-certified  nurses,  and  tumor 
registrars.  The  TCDC  also  has  informa- 
tion on  Texas  cancer  deaths,  populations, 
oncology  -related  training  opportunities, 
and  Texas  Cancer  Council  projects. 

For  information  on  how  to  access  the 
TCDC,  call  (713)  792-2277  and  request 
a fact  sheet  that  describes  the  databa,ses 
and  how  to  connect  to  TCDC  free  of 
charge. 


POEP  requests  that  physicians 
return  ReCAP  questionnaires 

The  staff  of  the  Physician  Oncology'  Edu- 
cation Program  of  the  Texas  Medical  As- 
sociation reminds  primary  care 
physicians  who  have  received  Recom 
menciations  for  Ccuicer  Prevention 
( ReCAP ) to  return  the  post  card  ques- 
tionnaire that  was  included  with  the  ref- 
erence book.  ITie  information  gathered 
through  the  survey  will  be  u.sed  for  fu- 
ture revisions  and  updates. 

ReCAP  helps  primary  care  physicians 
integrate  primary  and  secondary  cancer 
prevention  into  their  practices  with  up- 
to-date  cancer  risk  factor  information  and 
a consensus  of  recommended  cancer 
screening  guidelines. 

It  has  been  provided  to  physicians 
without  charge  through  a grant  from  the 
Texas  Cancer  Council  to  the  Physician 
Oncology  Education  Program  of  the 
Texas  Medical  Association. 


‘Killer  bees’  present  minimal 
health  threat  to  Texans 

Despite  media  publicity  surrounding 
“killer  bees,”  experts  at  the  Texas  De- 
partment of  Health  (TDH  ) assert  that  Af- 
ricanized honeybees  present  a minimal 
health  threat  to  humans.  The  bees  have 


slowly  migrated  northward  from  Brazil 
and  are  expected  to  reach  the  Texas/US 
border  within  the  next  1 to  2 years. 

According  to  an  article  in  the  Sept  30, 
1989,  issue  of  Texas  Preventable  Disease 
News,  the  Africanized  honeybee’s  poten- 
tial threat  to  humans  is  only  through  two 
mechanisms:  ( a ) a direct  toxic  effect 
through  envenomation  resulting  from 
multiple  stings,  and  ( b ) a severe  allergic 
or  anaphylactic  response  to  one  or  more 
bee  stings  in  a sensitized  individual. 

TTie  article’s  authors,  Thomas  G.  Betz, 
MD,  former  chief.  Bureau  of  Disease  Con- 
trol and  Epidemiology’,  TOH,  and  Bobby  L. 
Davis,  RS,  RPE,  director.  General  Sanita- 
tion Division,  TDH,  pointed  out  that  few 
if  any  deaths  in  the  US  result  from  direct 
toxic  effects  of  honeybee  venom.  In  a 
nonsensitized  person,  500  to  2,000  stings 
are  required  to  produce  a potentially  le- 
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thal  outcome,  and  most  investigators  do 
not  think  the  toxicity  or  quantin’  of 
venom  delivered  via  an  Africanized  hon- 
eybee is  significantly  different  from  that 
of  the  European  honeybee. 

Estimates  are  that  from  0.4%  —0.8%,  or 
approximately  920,000  to  1 ,840,000  per- 
sons in  the  I’S  hav  e a historv’  of  systemic 
allergic  reactions  to  bee  stings.  Though 
frequent,  these  reactions  are  generally 
self-limiting.  Assuming  that  all  of  the  an- 
nual deaths  attributed  to  bee  stings  are 
the  result  of  hypersensitivitv'  reactions 
( some  argue  about  half  actually  are ).  the 
annual  risk  of  a fatal  bee  sting  in  this 
population  w’ould  be  between  one  in 
23.000  and  one  in  46,000.  By  com- 
parison, the  annual  risk  of  sustaining  a fa- 
tal vehicle  injurv’  is  one  in  4,600. 

Given  this  situation,  the  authors  rec- 
ommended that  persons  w ith  a docu- 
mented historv’  of  severe  reactions  to  bee 
stings,  or  who  have  skin  test  or  RAST 
documentation  of  IgE-mediated  llyme- 
noptera  venom  allergv,  should  consult  a 
knowledgeable  specialist  concerning  im- 
munotherapy. Skin  or  RAST  testing  and 
immunotherapy  were  not  recommended 
for  others  in  the  general  public. 

With  regard  to  public  servants  such  as 
EMS,  police,  and  firemen,  and  private 
workers  involved  in  activities  where  they 
may  be  exposed  to  Africanized  honeybee 
stings,  the  authors  recommended  skin  or 
RAS  T testing  prior  to  exposure  to  the 
honeybees.  ITiose  who  test  positive  for 
IgE-mediated  sensitivitv'  to  bee  stings, 
even  if  a succe.s.sful  course  of  immuno- 
therapy is  completed,  should  not  be  em- 
ployed in  situations  where  they  miglit  be- 
at risk  of  exposure  to  the  honeybees. 

There  are  currently  no  indications 
warranting  development  of  Africanized 
honeybee  venom-specific  antivenin.  The 
vast  majority  of  life-threatening  reactions 
are  expected  to  remain  those  of  IgE- 
mediated  hypersensitivity.  Treatment  of 
these  should  follow  standard  protocols 
for  this  type  of  reaction,  including  epi- 
nephrine and  life-system  supportive  care. 

The  authors  conclude  that  no  special 
training  of  EMS  or  medical  personnel  will 
be  required,  since  management  of  reac- 
tions of  the  type  seen  w ith  Africanized 
honeybee  stings  is  already  part  of  their 
standard  medical  training. 


Hearing  impaired  children 
identified  late  in  US 

Hearing  impaired  children  are  not  iden 
tified  in  the  L'nited  States  until  an  average- 
age  of  2 1/2  years.  By  contrast,  the  aver- 
age age  of  identification  in  Israel  and 
Great  Britain  is  ~ to  9 months. 

Before  he  left  office.  Surgeon  General 
G.  Everett  Koop  set  a goal  that  by  the 
year  2000,  90%  of  all  IIS  children  w ith 
significant  hearing  impairments  will  be 
identified  by  12  months  of  age. 

Dr  Koop  pointed  out  that  early  identifi- 
cation of  hearing  impaired  children  is  vi- 
tal because,  if  not  detected  early,  hearing 
impairment  interferes  dramatically  w ith 
language  development,  w hich  occurs  pri 
marily  w ithin  the  first  few  months  of  life. 
Early  intervention  also  saves  money, 
since  hearing-impaired  children  w ho  re- 
ceive early  help  require  less  costly  spe- 
cial education  services  later. 

The  Surgeon  General  identified  three 
groups  of  people  who  must  work  to- 
gether if  the  goal  is  to  be  reached:  par- 
ents, physicians,  and  state  agencies. 


Parents  are  in  the  best  position  to  iden- 
tify their  child’s  hearing  difficulties;  they 
need  to  be  educated  about  the  danger 
signals  of  impaired  hearing.  Dr  Koop 
asked  physicians  to  become  more  re- 
sponsive to  parents’  concerns  about  their 
child’s  hearing.  He  referred  to  a recent 
study  that  found  that  parents  of  hearing- 
impaired  children  knew  about  their 
baby’s  hearing  loss  an  average  of  7 
months  before  it  was  diagnosed,  but  al- 
most half  were  given  poor  advice,  such 
as  “don’t  worr\'  about  it”  or  “wait  until 
the  child  starts  school.  ” 

In  addition  to  its  education  campaign, 
the  federal  government  has  funded  a re- 
search and  demonstration  project  to  in- 
vestigate and  refine  the  most  effective 
procedures  for  early  identification  of 
hearing  impaired  children.  An  Infant  and 
Child  Health  Hotline  ( 1-800-922-9234) 
has  been  established  to  an.swer  questions 
about  infants’  hearing. 

I’he  list  of  questions  suggested  by  the 
Surgeon  General  for  parents  to  use  in 
checking  their  baby’s  hearing  is  printed 
below. 


Parents  are  the  first  to  know  if  their  infants  cannot  hear. 

When  you  check  your  baby  ’s  hearing,  he/ she  should  be  happy  and  the  room  cpiiet. 

DOES  YOUR  BAID'  SOMETIMES: 

By  Age  Birth  to  3 Months — 

Startle  or  jump  when  there  is  a sudden  loud  sound? 

Stir  or  wake  up  and  cry  when  someone  talks  or  makes  a noise? 

Recognize  and  be  quieted  and  sometimes  pacified  by  the  sound  of  your  voice? 

By  Age  3 to  6 Months — 

Turn  his/her  eyes  to  look  for  an  interesting  sound? 

Respond  to  mother’s  voice? 

Turn  his/her  eyes  toward  you  w hen  you  call  his/her  name? 

By  Age  6 to  1 2 Months — 

Turn  toward  interesting  sound  and  toward  you  when  his/her  name  is  called  from  be- 
hind? (Sounds  need  NOT  be  loud. ) 
linderstand  “no”  and  “bye-bye”  and  similar  common  words? 

Search  or  look  around  when  hearing  new  sounds? 


If  your  baby  cannot  do  these  things,  check  with  your  doctor. 


Texas  Medicine 


mf.dic:al  economics 


Tape,  booklet  replay 
TMA’s  medical  legal  seminar 

Peer  review,  informed  consent,  and  the 
legal  and  ethical  aspects  of  birth  and 
death  are  among  the  discussions  available 
on  audiotape  from  the  recent  medical 
legal  seminar  sponsored  by  Texas  Medi- 
cal Association  and  the  State  Bar  of 
Texas.  Booklets  containing  most  of  the 
presentations  also  are  available  for 
purchase. 

ITie  conference  was  held  Oct  6-7 
at  the  Dallas  Marriott  Mandalay  at  Las 
Colinas,  Irving.  Among  the  other  topics 
considered  at  the  conference  were:  hos- 
pital transfer  rules,  patients'  rights,  public 
health  issues,  competitive  and  tort  issues, 
hospital  medical  staff  bylaws,  creden- 
tialling,  discipline,  medical  staff-ho,spital 
relation,ship,  liability,  medical  waste  dis- 
posal, fraud  and  abuse  amendments  of 
1987,  physician  recruitment,  recent 
Medicare  developments,  and  state  civil 
monetary  penalties. 

The  audio  tapes  cost  S8.95  each  and 
are  available  from  Reliable  Communica- 
tions. 1925-J  Rutland  Dr.  Austin,  ^ 
78758,  phone  (512)  834-9492. 

ITie  printed  materials  may  be  pur 
cha,sed  for  S75.  Orders  should  be  di- 
rected to  April  Metcalf  Texas  Medical 
Association,  1801  N Lamar  Blvd,  Austin, 
TX  ■^8701,  phone  (512)  477-6704,  ex- 
tension 145. 


JCAHO  standards  address 
patient  complaints,  children 

The  Joint  Commission  on  Accreditation 
of  Healthcare  Organizations  has  estab- 
lished new  standards  addre.ssing  patient 
complaint  management  and  the  special 
needs  and  rights  of  children  and  ado- 
lescents. I’he  new  standards  take  effect 
Jan  1.  1990. 

New  standards  for  patient  complaint 
management  provide  guidance  for  for- 
malizing the  procedures  many  organiza- 
tions already  have  in  place,  according  to 
Dennis  O’Learv’,  MD.  Joint  Commission 
president.  They  require  that: 


1.  A mechanism  exist  for  receiving 
complaints; 

2.  The  patient  be  informed  of  the 
mechanism  and  of  his  or  her  riglit  to  file 
a complaint; 

3.  The  organization  respond  to  signifi- 
cant complaints  and  take  appropriate  ac- 
tions; and 

4.  The  patient  not  be  penalized  for 
filing  a complaint. 

The  new  standards  regarding  the  .spe- 
cial needs  of  children  and  adolescents  re- 
quire that: 

1.  Staff  members  be  specifically 
trained  in  treating  children  and 
adole.scents; 

2.  Patient  care  be  coordinated  with 
the  family  throughout  the  ho.spitalization; 

3.  The  organization  provide  an  en- 
vironment that  supports  the  patient  s 
need  for  normal  day-to-day  activities; 

4.  The  organization  provide  access  to 
educational  .services  when  treatment  re- 
quires extended  absence  from  school; 
and 

5.  I’he  organization  a.ssess  the  need  for 
continuing  treatment  and  education  if 
the  patient  is  to  be  transferred. 

Founded  in  1951,  the  Joint  Commis- 
sion on  Accreditation  of  Healthcare  Or- 
ganizations is  a private,  nonprofit 
corporation  that  evaluates  and  accredits 
more  than  5,400  hospitals  and  3,200 
other  healthcare  programs  nationwide. 


‘He's  a first  opinion  doctor  ” 


CAINTAl.  COMMENTS 


HB  18  indemnification  begins 
Jan  1 for  eligible  physicians 

A state  indemnification  program  autho- 
rized by  the  Omnibus  Health  Care  Res- 
cue Act  (House  Bill  18)  begins  Jan  1, 
1990.  State  indemnification  offers  limited 
liability  protection  for  physicians  and 
other  health  care  professionals  who 
participate  in  selected  charity  care 
programs. 

Although  obstetricians-gynecologists, 
family/general  practitioners  who  do  de- 
liveries, and  emergency'  physicians  are 
the  prime  beneficiaries  of  the  program,  it 
assists  other  physicians  as  well. 

State  indemnification  requires  the  state 
to  pay  the  first  SI 00,000  per  occurrence 
from  an  eligible  medical  malpractice 
claim  from  prenatal  care,  care  during  la- 
bor and  delivety-  and  30  days,  postnatal 
care.  In  addition,  the  program  covers 
claims  arising  as  a result  of  emer- 
gency care. 

The  state  is  responsible  for  the  first 
525,000  of  any  other  professional  lia- 
bility' claim  against  a physician  who  par- 
ticipates in  the  state  indemnification 
programs,  regardless  of  .specialty  or  ser- 
vice rendered. 

Indemnification  coverage  from  the 
state  is  not  restricted  to  claims  from 
charity  patients  as  long  as  the  physician 
meets  the  eligibility  requirements  for  the 
state  indemnification  program.  However, 
the  program  does  not  cover  claims  in- 
volving an  intentional  act  or  gross  negli- 
gence on  the  part  of  the  physieians,  nor 
does  it  cover  physicians  at  institutions  of 
higher  education  who  are  not  insured  by 
admitted  carriers,  the  Texas  Medical  Lia- 
bility Trust,  or  the  Joint  Underw  riting 
Association. 

To  be  eligible  for  state  indemnification, 
a physician  must  have  a valid  profe.ssional 
liability  insurance  policy  for  medical  mal- 
practice with  limits  of  SIOO.OOO  per  oc- 
currence and  5300,000  aggregate  for  the 
policy  period.  He  or  she  also  must  com 
plete  15  hours  of  recognized  eontinuing 
education  on  risk  reduction  and  patient 
safety  subjects  related  to  the  physician’s 
practice  during  the  term  of  the  policy. 
The  physician  also  must  deliver  charity 
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care  during  at  least  10%  of  patient 
encounters. 

(Sharin’  care  includes  services  deliv- 
ered to  patients  under  Medicaid,  the  Ma- 
ternal and  Infant  Health  Improvement 
Act  (MIIllA),  County  Indigent  Health 
(3are  Program  ((dHCP ),  Texas  Primary 
Health  Care  Services  Program  (PHCSP), 
Texas  Department  of  Health  Chronically 
111  and  Disabled  (Children’s  Services  Pro- 
gram, and  a contract  with  a federally 
funded  migrant  and/or  community  health 
center  receiving  funds  under  42  CSC 
254b  and  254c. 

To  participate  in  the  indemnification 
program,  a physician  or  his  agent  must 
deliver  to  the  Attorney  General  of  Texas 
a copy  of  any  written  notice  of  profes- 
sional liability  claim  and  any  summons  or 
citation  not  later  than  45  days  ;ifter  re- 
ceipt. ITie  physician  also  must  keep  the 
Attorney  General  “reasonably  informed" 
of  significant  developments  of  the  claim. 

TMA  played  a key  role  in  the  interim 
task  force  that  recommended  most  of  the 
provisions  in  HB  18  and  helped  draft  the 
legislation.  The  association  also  worked 
with  hospitals,  community  health  clinics, 
trial  lawy'crs,  and  others  to  reach  a com- 
promise on  liability  and  other  i.ssues. 

Further  information  on  the  indem- 
nification program  and  a discount  on  pro- 
fessional liability  insurance  premiums  for 
eligible  physicians  is  available  from  Kim 
Koschemann  in  the  TMA  Division  of 
Medical  Ikonomics,  1801  N Tamar  Blvd, 
Austin,  TX  7870 1 , phone  (512) 
477-6704,  extension  209. 


Mini-internships  pair 
legislators  with  physicians 

Texas  Medical  As.sociation's  Board  of 
Trustees  has  approved  a Legislative  Mini- 
Internship  Program  in  Texas.  The  pilot 
program  is  expected  to  involve  five 
counties  during  the  spring  of  1990.  Lead- 
ing the  way  in  Texas  is  Bexar  Count}’ 
Medical  Society,  where  the  Auxiliary'  will 
assist  incoming  President  Brant  S.  Mittler 
to  begin  a Mini-Internship  Program 
across  a broad  range  of  San  Antonio’s 
leadership.  The  Auxiliary'  will  help  Dr 
Mittler  as  needed  to  plan,  schedule,  and 
implement  the  program. 

Patterned  after  successful  programs  in 
other  states,  the  mini-internships  pair  in- 


dividual physicians  with  legislators,  busi- 
ne.ss  leaders,  media  representatives,  and 
other  community  leaders  for  one  day  or 
a half  day.  I’he  intern  accompanies  the 
physician  to  hospital  and  office  visits,  sur- 
gery’, meetings,  and  other  activities.  The 
programs  are  expected  to  strengthen  re- 
lationships bete\’een  medicine  and  these 
other  segments  of  the  community. 

Further  information  on  mini- 
intern.ships  is  available  from  TMA  Auxil- 
iary’ State  Legislative  Chairman  Loretta 
Banowsky  at  (512)  820-39^2. 


NEWSMAKERS 


MICHAEL  A.  BERRY,  MD,  Houston,  has 
been  elected  first  vice  president  of  the 
Aerospace  Medical  Association,  and  is 
slated  to  become  president  of  the  or- 
ganization in  1991.  Dr  Berry  ’s  father, 
CHARIJ’S  A.  BERRY,  MD,  Houston,  served 
as  the  organization’s  president  in  1969. 

Dr  Michael  Berry’  also  was  recently  elec- 
ted board  member  and  trustee  of  the 
American  Board  of  Preventive  Medicine. 

DAVID  W.  BILHEIMER,  MD,  Dallas,  re- 
cently received  the  Southern  Medical  As- 
sociation’s Original  Research  Award.  ITie 
award  was  given  in  recognition  of  Dr 
Bilheimer’s  contribution  to  the  modern 
understanding  of  lipoprotein  physiology’ 
in  man.  He  is  professor  of  internal  medi- 
cine and  a.ssociate  dean  for  academic  af- 
fairs at  'Hie  University  of  Texas  South- 
western Medical  .School  at  Dallas. 

GEC4RGE  VALTER  BRINDLEY,  JR,  MD, 
Temple,  executive  director  of  the  Texas 
State  Board  of  Medical  Examiners,  has  an- 
nounced his  plans  to  retire  from  that 
position  effective  December  31.  A past 
president  of  the  Texas  Medical  Associa- 
tion ( 1968-1969),  Dr  Brindley  has  been 
the  chief  executive  officer  of  the  TSBME 
since  September  1984. 

DANIEL  A.  CHESTER,  MD,  McAllen,  has 
been  chosen  president  of  the  Texas  Asso- 
ciation of  Obstetricians  & Gynecologists 
(TAOG)  for  1989—1990.  Other  recently 
elected  TAOG  officers  are  DUDLEY 


BAKI^R,  MD,  Temple,  president-elect; 
CARl,  J.  PAUERSTEIN,  MD,  San  Antonio, 
vice-president;  and  HAROLD  ).  MILLER, 
MD,  Houston,  .secretary -treasurer. 

SETH  B.  COWAN,  MD,  Garland,  was  hon- 
ored recently  as  1989  Texas  Eamily  Phy- 
sician of  the  Year  by  the  Texas  Academy 
of  Family  Physicians.  Dr  Cowan  was  se- 
lected for  his  activity  in  the  academy,  the 
community,  and  his  rendering  of  care  to 
patients. 

The  Texas  Medical  Foundation  has  an- 
nounced the  1989—1990  appointments 
of  several  of  its  members  to  the  Ameri- 
can Medical  Peer  Review  Association 
(AMPRA).  ALLEN  M.  FAIN,  MD,  Dallas, 
was  appointed  to  the  AMPRA  National 
Executive  Commtitee  as  a result  of  being 
elected  secretary'  of  the  Medical  Direc- 
tors Section.  He  also  will  serve  on  the  Ex- 
ternal Relations  Committee  and  the 
National  Editorial  Board.  CHARLES  R. 
CAIN,  MD,  Dallas,  was  reappointed  to  the 
Quality  A.s.surance  Committee.  DONALD 
PETERSON,  DO,  Dallas,  was  reelected  to 
his  .second  1 -year  term  on  the  Board  of 
Trustees.  JAMES  EORREST  FITCH,  MD, 
McAllen,  will  serve  on  the  Continuing 
Medical  Education  Committee.  JOHN  W. 
MFD'ER,  MD,  Hondo,  was  appointed  to 
the  Finance  Committee.  JOHN  M.  SMITH, 
JR,  MD,  San  Antonio,  was  appointed  to 
the  Legislative  Committee.  And  JOHN  H. 
BOYD,  DO,  Eden,  will  serve  on  the  By- 
laws Committee. 

DAVID  N.  HERNDON,  MD,  Galveston, 
will  direct  one  of  the  first  permanent  na- 
tional disaster  teams  in  the  US.  His  team 
is  one  of  four  being  funded  by  the  US 
Public  Health  Service  as  part  of  the  Na- 
tional Disaster  Management  System.  Each 
team  of  two  physicians  and  three  nurses 
will  be  prepared  to  travel  on  6 hours’  no- 
tice to  any  disaster  site  in  the  US,  and 
selected  sites  outside  of  the  US.  Dr 
Herndon  is  chief  of  staff  at  the  Shriners 
Burn  Institute  at  Galveston  and  professor 
of  surgery  and  director  of  burn  services 
at  The  University  of  Texas  Medical 
Branch  at  Galveston. 

SANDRA  LEE  HOFFMAN,  MD,  Dallas,  has 
been  named  the  first  Merck  Scholar  at 
The  University  of  Texas  Southwestern 
Medical  School.  Merck  Sharp  & Dohme 
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No  Other  PhysiGian-Supervised  Weight  Control 
Program  Delivers  This  Winning,  Combination 
...and  that  makes  M 


Physician-Supervised  Protein-Sparing  Modified  Fast  For  the  Safe  • Rapid  • Medical  Treatment  of  Obesity 


Doctor,  one  of  every  four  of  your 
patients  has  overweight  problems 
that  need  medical  help...  the  help  of 
Medifast®. 

A comprehensive  program  for 
rapid  weight  loss  and  lifelong  weight 
control,  Medifast  has  proven  itself 
For  more  than  10  years!  To  more 
than  10,000  physicians!  To  more  than 

25(),()()0  patients! 

Medifast  will  work  for  you,  too. 

Patients  lose  weight  with  a 
program  of  physician-supervised 
modified  fasting  and  behavior 
modification.  And  they  keep  it  off 
with  our  exclusive  Lifestyles  Program. 


I RAININti  MANUALS 

The  Medifast  Program  includes: 

★ Training  - Comprehensive  training 
manuals  written  by  physicians,  for 
physicians.  Address  all  clinical  and 
administrative  aspects. 


★ Medifast  Supplements  - Extremely 
high  quality.  Medically  formulated. 
Nutritionally  complete. 


LifeStyU-s;  PATH- N T SUPI'OR  T 


★ Lifestyles  - I’he  Medifast  Program 
of  Patient  Support™.  Teaches  patients 
the  way  to  long-term  weight  control 
and  healthful  living. 

★ Clinical  Considtation  - Medical 
and  technical  support  specialists 
available  daily  at  our  toll-free  number. 

★ Practice  Promotion  Portfolio  - 
(Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 

★ Natiomd  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 

You  know.  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 


are  simply  ineffective.  And,  severe 
overweiglit  threatens  your  patient’s 
health.  Primary'  Care  Physicians  of 
every  specialty'  recognize  Medifast  to 
be  an  important  addition  to  their 
prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 


PROMO  riON  PORTFOLIO 


For  complete  information  call  toll  free 

1-800-638-7867 

Or  write: 

The  Nutrition  Institute  of  Maryland 

William.).  Vitale,  M l). 

Director,  (finical  Services 
1840  York  Road,  Suite  H 
Timonium,  MD  2109.3 


The  I’liysidaiis'  Answer  In  \Vei(^lit  Odiilnil. 
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IS  YOUR  SPEO  ALTY  WORTH 
AN  EXTRA  $8,000 AYEAR7 


If  you  are  a resident  in  anesthesiology,  orthopedic 
surgery,  or  general  surgery— which  includes  neurosurgery,  colon/rectal, 
cardiac/thoracic,  pediatric,  peripheral/vascular  or  plastic 
surgery— you  could  be  eligible  for  an  $8,000 
annual  stipend  in  the  Army  Reserve  s New  Specialized 
Training  Assistance  Program. 

Your  skills  in  one  of  these  specialties  are  worth  a lot  to  us, 
so  we  are  offering  you  the  opportunity  to  use  them  in  a variety  of 
challenging  settings,  from  major  medical  centers 
to  held  hospitals.  In  addition  to  your  salary  as  an  Army  Reserve 
Officer,  you  will  also  receive  a monthly  stipend. 

We  realize  that  a resident’s  schedule  is  hectic,  so  we  will  be  flexible 
about  the  hours  you  serve.  You  could  serve  as 
little  as  two  weeks  a year  now,  with  a small  obligation  later  on. 

If  you  would  like  more  information 
about  this  stipend  program,  or  about  other  medical  opportunities 
in  the  Army  Reserve,  call  toll-free,  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 

BE  ALLYOU  CAN  BE. 


Research  Laboratories  recently  an- 
nounced the  Merck  Scholars  program. 

JAMES  C.  MARTIN,  MD,  San  Antonio,  has 
been  installed  as  president  of  the  Texas 
Academy  of  Family  Physicians  ( TAFP). 
Other  newly-elected  TAFP  officers  are: 

C.  TlMOTIiS'  LAMBERT,  MD,  El  Paso, 
president-elect;  KENNETH  DAVIS,  MD, 
Conroe,  vice  president;  LEWIS  FOXHALL, 
MD,  Houston,  treasurer;  and  ROLAND  A. 
GOERTZ,  MD,  Corpus  Christi, 
parliamentarian. 

ROBERT  M\  ERS,  MD,  Temple,  has  been 
elected  president  of  the  Texas  Associa- 
tion of  Public  and  Nonprofit  Hospitals.  Dr 
Myers,  who  will  serve  as  TAPNH  presi- 
dent for  2 years,  is  president  and  chief 
executive  officer  of  Scott  and  White  Me- 
morial Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation. 

CHARLES  E.  OSWALT  III,  MD,  Graham, 
recently  was  elected  president  of  the 
Texas  Division  of  the  American  Cancer 
Society  (ACS).  GEORGE  N.  PETERS,  MD, 
Dallas,  was  chosen  president-elect  of 
ACS.  Dr  Oswalt  and  Dr  Peters  are  general 
surgeons. 

JANE  PRESTON,  MD,  Austin,  has  been 
awarded  a grant  from  the  Hogg  Founda- 

Robert Myers,  MD 


VICTOR  G.  VOGEL,  MD,  Houston,  was 
awarded  a fellowship  from  the  Susan  G. 
Komen  Foundation,  a Dallas-based  na- 
tional organization  dedicated  to  breast 
cancer  awareness,  education,  research, 
screening,  and  treatment.  Dr  Vogel  is 
assistant  professor  of  medicine  and 
epidemiolog)'  in  the  department  of  on- 
cology' at  'Hie  Liniversity  of  Texas  M.D. 
Anderson  Cancer  Center. 

STEVEN  ZIMMET,  MD,  Austin,  recently 
completed  the  ITiird  US  Phlebology' 
Workshop,  held  in  Paris,  France.  Dr 
Zimmet  was  one  of  1 2 US  doctors  se- 
lected to  participate  in  the  workshop. 


DEATHS 


HAROLD  B.  ANDERSON,  MD,  retired 
Temple  internist.  Died  Oct  10,  1989;  age 
85.  Dr  Anderson  graduated  in  1927  from 
Baylor  University  College  of  Medicine. 
He  served  his  internship  at  Scott  and 
White  Hospital.  Dr  Anderson  was  an 
honorary  member  of  Texas  Medical 
Association. 


George  N Peters.  MD 


tion  for  Mental  Health.  The  funding  is  for 
the  second  planning  phase  of  the  Texas 
Lelemedicolegal  Project,  a telecom- 
munication project  involving  two-way 
audio-video  transmission  of  services 
via  satellite.  Dr  Preston  is  director  of 
the  project,  which  involves  providing 
medical-legal  services  to  rural  commu- 
nities. Dr  Preston  is  clinical  associate 
professor  of  psychiatry'  at  Baylor  Univer- 
sity College  of  Medicine.  She  also  is 
chairman  of  the  American  Psychiatric  As- 
sociation Committee  on  Telemedicine 
and  serves  on  the  advisory  board  of 
Texas  Tech’s  MEDNET  Telecommunica- 
tions Project. 


MARIO  E.  RAMIREZ,  MD,  Rio  Grande 
City,  received  an  “Outstanding  Texas 
Leader  Award”  from  The  John  Ben  Shep- 
perd  Leadership  Forum,  an  assembly  of 
100  of  Texas’  young  leaders.  Dr  Ramirez 
is  a member  of  the  Board  of  Regents  for 
The  University  of  Texas  System  and  a 
former  president  of  Texas  Medical 
Association. 


DEL  BARKER  STIGLER,  MD,  Caldwell,  re- 
cently received  the  1989  C.  Frank  Web- 
ber Family  Practice  Award  for  Excellence 
in  Oncology.  The  award  was  given  by 
The  University  of  Texas  M.D.  Ander.son 
Cancer  Center. 


Charles  £ Oswalt  III,  MD 
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HOWARD  AXENROD.  MD.  Mineral  Wells 
urologist.  Died  Oct  4,  1989;  age  59.  Dr 
Axenrod  was  a 1966  graduate  of  the  Uni- 
versity of  Louvain  in  Belgium.  He  served 
an  internship  at  Lutheran  Medical  Center 
in  New  York,  and  a residency  at  the  Uni- 
versity of  Manitoba  in  Canada. 

LAMAR  C.  BEVIL,  MD,  retired  Beaumont 
general  practitioner.  Died  Eeb  22.  1989; 
age  79.  In  1934  Dr  Bevil  graduated  from 
Baylor  University  College  of  Medicine. 

He  served  an  internship  at  Louisiana  State 
Charity  Hospital  in  Shreveport.  During 
World  War  11,  Dr  Bevil  served  with  the 
US  Army.  He  was  a life  member  of  Texas 
Medical  Association. 

JAMES  M.  BROWN,  MD,  Marlin  radi- 
ologist. Died  Sept  15,  1989;  age  81.  Dr 
Brown  received  his  medical  degree  in 
1933  from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston.  He  served  his  in- 
ternship and  one  year  of  residency  at 
Cleveland  (Ohio)  City  Hospital.  He  com- 
pleted his  residency  at  San  Erancisco 
General  Hospital.  During  World  War  II 
Dr  Brown  served  as  a medical  officer  at- 
tached to  the  US  Army  Air  Eorce.  He  was 
an  honorary’  member  of  Texas  Medical 
Association. 

HARVEY  H.  GOLDBLUM,  MD,  retired 
Port  Arthur  family  practitioner.  Died  Feb 
6,  1989;  age  78.  In  1935  Dr  Goldblum  re- 
ceived his  medical  degree  from  the  Uni- 
versity of  Basel  in  Switzerland.  He  served 
an  internship  in  the  Jewish  Hospital  of 
Brooklyn  and  a residency  in  the  Missouri 
Pacific  Hospital  in  Palestine,  Tex.  Dr 
Goldblum  was  a life  member  of  Texas 
Medical  Association. 

20  WILLIAM  R.  HAMPTON,  MD,  Houston 

orthopedic  surgeon.  Died  Oct  21,  1989; 

age  62.  Dr  Hampton  was  a 1958  graduate 
of  Ehe  University  of  Texas  Medical 
Branch  at  Galveston.  He  served  an  intern- 
.ship  and  a residency  at  Hermann  Hospital 
in  Houston. 

SOL  HEINEMANN,  MD,  retired  El  Paso 
urologist.  Died  Sept  17,  1989;  age  74.  In 
1939  Dr  Heinemann  graduated  in  medi- 
cine from  the  University  of  Tennessee  in 
Memphis.  He  served  an  internship  and 
one  year  of  residency  at  John  Gaston 
Hospital  in  Memphis,  and  completed  his 


residency  at  Jewish  Hospital  in  St  Louis. 

Dr  Heinemann  practiced  in  Missouri  and 
New  Mexico  before  moving  to  El  Paso  in 
1960. 

PETER  L.  KOCHMAN,  MD,  Waco  pedi- 
atrician. Died  Oct  18,  1989;  age  48.  Dr 
Kochman  received  his  medical  degree  in 
1966  from  Tulane  University'  School  of 
Medicine  in  New  Orleans.  He  served  an 
internship  at  Los  Angeles  County  General 
Hospital  and  his  residency  at  the  Univer- 
sity of  Southern  California  Medical  Cen- 
ter in  Los  Angeles.  Dr  Kochman  served 
tw  o years  in  the  US  Air  Force. 

ARCH  C.  KOONTZ,  MD,  retired  Woods- 
boro  family  practitioner.  Died  Oct  1 , 
1989;  age  80.  In  1935  Dr  Koontz  gradu- 
ated from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston.  He  served  an 
internship  and  residency  at  ITie  Univer- 
sity of  Michigan  Hospital  in  Ann  Arbor, 
During  World  War  II,  Dr  Koontz  served 
with  the  US  Army.  Dr  Koontz  was  an 
honorary  member  of  Texas  Medical 
Association. 

KENNETH  S.  KURITA,  MD,  retired 
obstetrician  in  Glencoe,  NM;  formerly  of 
El  Paso.  Died  Oct  20,  1989;  age  70.  Dr 
Kurita  received  his  medical  degree  in 
1943  from  Creighton  University  School 
of  Medicine  in  Omaha,  Neb.  He  served  an 
internship  at  St  Joseph  Hospital  in 
Omaha,  a residency  at  Mercy  Hospital  in 
Des  Moines.  Dr  Kurita  was  a life  member 
of  Texas  Medical  Association. 

CORNELIUS  S.  MEEKER,  MD,  retired  Port 
Arthur  pediatrician.  Died  Oct  2,  1989; 
age  77.  Dr  Meeker  was  a 1938  graduate 
of  Washington  University  School  of  Medi- 
cine in  St  Louis.  He  served  internships  at 
Barnes  Ikxspital  in  St  Louis  and  Children’s 
Hospital  in  Boston,  and  a residency  at  St 
Louis  Children’s  Hospital  and  St  Louis 
City  Hospital.  During  World  War  11,  he 
served  with  the  US  Navy’.  Dr  Meeker 
was  a life  member  of  Texas  Medical 
Association. 

ISRAEL  RONALD  SONENTHAL,  MD, 
Houston  psychiatrist.  Died  Sept  27,  1989; 
age  79.  In  1935  Dr  Sonenthal  graduated 
from  Northwestern  University  Medical 
School  at  Evanston,  111.  He  served  an  in- 
ternship at  Cook  County  Hospital  in  Chi- 


cago, and  a residency  at  the  Research  and 
Education  Hospital  of  the  University  of  Il- 
linois at  Chicago.  During  World  War  II, 

Dr  Sonenthal  served  with  the  US  Navy. 

ROBERT  B.  STEVENS,  MD,  retired  Beau- 
mont pediatrician.  Died  Jan  14,  1989;  age 
89.  Dr  Stevens  was  a 1927  graduate  of 
Washington  University  School  of  Medi- 
cine in  St  Louis,  Mo.  He  served  an  intern- 
ship at  Geisinger  Medical  Center  in 
Danville,  Penn,  and  did  postgraduate 
work  in  pediatrics  at  the  Mayo  Clinic.  Dr 
Stevens  was  an  honoraiy’  member  of 
Texas  Medical  Association. 

FELIX  JOSEPH  VENDRELL,  MD,  retired 
Dallas  therapeutic  radiologist.  Died  Oct 
2,  1989;  age  67.  Dr  Vendrell  received  his 
medical  degree  in  1948  from  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  at  Dallas.  He  served  an  internship 
at  Parkland  Hospital  and  a residency  at 
Baylor  University  Medical  Center  in 
Dallas. 

HORACE  GLENN  WALKER,  MD,  retired 
Dallas  internist,  formerly  of  Houston.  Re- 
ported deceased.  Dr  Walker  was  a 1935 
graduate  of  Baylor  finiversity  College  of 
Medicine.  He  served  an  internship  at 
Methodist  Hospital  in  Dallas,  and  a resi- 
dency at  the  VA  Ho,spital  in  New  Orleans. 
Dr  Walker  served  with  the  US  Air  Force 
during  World  War  11. 

JAMES  B.N.  WALKER,  MD,  retired  Brown- 
wood  general  practitioner.  Died  Oct  1 5, 
1989;  age  84.  Dr  Walker  received  his 
medical  degree  in  1930  from  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston. He  served  an  internship  at  John 
Sealy  Hospital.  During  World  War  II,  Dr 
Walker  served  with  the  US  Navy.  Dr 
Walker  was  a life  member  of  Texas  Medi- 
cal As.sociation. 

JAMES  E.  WOOD,  MD,  retired  Tyler  gen- 
eral practitioner.  Died  Sept  23,  1989;  age 
63.  Dr  Wood  was  a 1952  graduate  of  The 
University  of  Texas  Southwestern  Medi- 
cal School  at  Dallas.  He  served  an  intern- 
ship at  University  Ho.spital  in  Oklahoma 
City.  During  World  War  II,  he  served 
with  the  US  infantry'. 
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For  treatment  of  diabetes; 
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Human  Insulin 
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With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


HwmiHn'® 

human  insulin 
[recombinant  DNA  origin] 
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A PRESCRIPTION 
FORPimiCIANS 

BOTHERED  BY:  — — — 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  tor  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  tor  professional  development? 

JOIN  THE  AIR  FORCE  MEDICAL  TEAM;  

WE’LL  PROVIDE  THE  FOLLOWING: 

★ Competent  and  dedicated  professional  staff. 

★ Time  tor  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

USAF  HEALTH  PROFESSIONS  

1 -800-423-USAF 

Toll  Free 


SC;OTT  M.  GRUNDY,  MD,  PHD 
DAVID  W.  BILHEIMER,  MD 


Cholesterol  education 
implications  for  clinical 
practice 


It  is  well  established  that  an  elevated  plasma  cho- 
lesterol level  is  a major  risk  factor  for  coronary 
heart  disease  (CHD).  Furthermore,  results  from 
several  clinical  trials  indicate  that  therapeutic 
reduction  of  high  -risk  plasma  cholesterol  levels 
is  followed  by  a reduction  in  CHD  risk.  The  Na- 
tional Cholesterol  Education  Program  (NCEP)  was 
launched  to  enhance  the  detection  of  indwiduals 
with  increased  risk  for  CHD  due  to  elevated 
plasma  cholesterol  levels,  and  to  provide  guide- 
lines to  clinicians  for  the  detection,  evaluation 
and  treatment  of  these  high-risk  individuals.  The 
key  features  of  the  NCEP  are  described  and  the 
guidelines  for  the  detection,  evaluation  and  treat- 
ment of  high  blood  cholesterol  in  adults  are 
summarized.  Appropriate  treatmerjt  of  high-risk 
individuals  includes  reduction  of  elevated  cho- 
lesterol levels  and  control  of  other  cardiovascular 
risk  factors.  Diet  therapy  is  the  first  step  in  control 
of  elevated  plasma  cholesterol  levels.  In  high  risk 
individuals  who  do  not  respond  adequately  to  diet 
therapy,  drug  treatment  should  be  considered. 
Clinical  judgment  must  be  used  to  individualize 
treatment  in  each  patient  Better  detection  and 
control  of  elevated  cholesterol  levels  and  other 
cardiovascular  risk  factors  should  spare  high-risk 
individuals  from  morbidity  and  mortality  associ- 
ated with  premature  CHD. 

KEA'  WORDS:  CARDIOVASCULAR  RISK  FACTORS,  ID  PHR 
CHOLESTEROLEMIA,  LOW  DENSITY  LIPOPROTEINS,  HIGH  DEN- 
SITY UPOPROTEINS,  NATIONAL  CHOLESTEROL  EDUCATION 
PROGRAM,  COLFATIPOL,  CHOLESTYRAMINE,  NICOTINIC  ACID, 
LOVASTATIN,  GEMFIBROZIL,  PROBUCOL. 


In  1985,  the  National  Heart  Lung  and  Blood  In 
stitute  (NHLBI)  of  the  National  Institutes  of 
Health  (NIH  ) organized  the  National  Cho- 
lesterol Education  Program  ( NCEP ).  This  program 
is  a counterpart  of  NHLBI’s  National  High  Blood 
Pressure  Education  Program,  which  was  started  in 
1973-  The  decision  to  initiate  the  cholesterol  educa- 
tion program  was  ba,sed  on  a solid  base  of  data  that 
elevated  blood  ( ,serum ) cholesterol  is  a major  risk 
factor  for  coronary  heart  disease  (CHD ) and  that 
therapeutic  reduction  of  cholesterol  levels  will 
lower  the  risk  for  CHD.  lire  involvement  of  NHLBI 
in  cholesterol  education  followed  the  NIH-spon- 
sored  consensus  development  conference,  called 
“Lowering  Blood  Cholesterol  to  Prevent  Heart  Dis- 
ease,” which  recommended  that  Americans  actively 
reduce  their  cholesterol  levels. 

The  NCEP  is  directed  by  a coordinating  commit- 
tee that  meets  two  to  three  times  each  year  and 
includes  representatives  from  the  major  health  organ- 
izations that  have  an  interest  in  the  prevention  of 
heart  disease,  lire  willingness  of  these  organizations 
to  participate  in  the  NCEP  testifies  to  their  accep- 


tance of  the  importance  of  high  serum  cholesterol 
in  causation  of  CHD.  One  of  the  first  actions  of  the 
coordinating  committee  was  to  appoint  four  panels 
to  develop  key  reports  on  the  cholesterol  issue.  The 
panels  were  the  Expert  Panel  on  Detection,  Evalua- 
tion, and  Treatment  of  High  Blood  Cholesterol  in 
Adults  ( the  Adult  Treatment  Panel );  the  Laboratorv’ 
Standardization  Panel;  the  Population-Ba.sed  Panel; 
and  the  Treatment  Panel  on  Children  and  Adoles- 
cents. In  addition,  the  coordinating  panel  has  com- 
missioned various  groups  and/or  individuals  to 
prepare  “position"  papers  on  topics  not  covered  in 
the  major  panels,  finally,  the  NCEP  will  attempt  to 
provide  information  about  cholesterol  to  physicians 
through  a variety  of  mechanisms  and  to  the  general 
public  via  the  media,  public  education,  and  in  the 
work  place. 

Because  of  the  participation  of  25  major  health- 
related  organizations  in  the  NCEP,  cholesterol  edu- 
cation can  be  carried  out  at  the  state  level  through  a 
variety  of  means,  for  example,  in  Texas,  organiza- 
tions that  are  or  should  become  involved  include 
the  Texas  Medical  A.ssociation.  the  Texas  Depart- 
ment of  Health,  and  state  and  local  chapters  of  the 
American  Heart  Association.  Texas  is  fortunate  to 
have  verv’  strong  programs  in  research  and  treat- 
ment of  cholesterol  problems  in  its  medical  schools, 
particularly  at  'ITie  L'niversity  of  Texas  Southwestern 
Medical  School.  Baylor  College  of  Medicine,  and 
'Hie  University  of  Texas  Health  Science  Center  at 
San  Antonio.  If  these  various  associations  and  in 
stitutions  can  be  unified  in  their  efforts  for  cho- 
lesterol education,  the  beneficial  results  for  the 
citizens  of  Texas  should  be  substantial. 

Already  several  important  NCEP  reports  have- 
been  issued,  or  are  being  developed,  and  they  will 
need  to  be  promulgated  at  the  state  level.  Each  of 
these  will  be  di.sciLSsed  briefiy  as  they  pertain  to  the 
needs  and  opportunities  for  Texas. 

Adult  Treatment  Panel  report 

ITiis  report  was  prepared  for  the  purpose  of  guiding 
the  physician  in  treatment  of  high  serum  choles- 
terol in  adults  ( 1 ).  It  is  not  intended  to  provide 
rules  that  set  standards  of  practice.  Rather,  it  repre- 
sents a reasoned  approach  to  detection  and  manage- 
ment of  high  cholesterol  levels.  Hie  document  is 
based  on  the  concept  that  one  arm  of  cholesterol 
control  is  the  “high-risk  strategv’,”  ie,  the  identifica- 
tion of  individuals  at  high  risk  for  CHD  who  should 
receive  “active  medical  therapy"  for  cholesterol 
lowering.  The  concept  is  analogous  to  the  well- 
established  approach  for  clinical  management  of 
hypertension  in  adults.  Whereas  most  physicians  arc- 
now  comfortable  with  the  need  to  treat  established 
hypertension,  a similar  level  of  acceptance  currently 
does  not  exist  in  the  medical  community  for  higli 
serum  cholesterol.  ITiis  discrepancy  is  of  concern 


Scott  M Grundy.  MD, 
PhD,  and  David  W 
Bilheimer,  MD,  The 
University  of  Texas 
Southwestern  Medical 
Center  at  Dallas,  S323 
Harry  Hines  Blvd, 
Dallas,  TX  'S23S-90S2 


^^3 


Volume  85  December  1989 


Cholesterol  education 


24 


because  elevations  in  serum  cholesterol  carry'  risk 
for  CHD  similar  to  that  of  blood  pressure  elevations. 
Indeed,  clinical  trial  evidence  for  the  benefit  of  cho- 
lesterol loyvering  for  prevention  of  CHD  is  stronger 
than  for  reduction  of  CHD  risk  by  blood-pressure 
lowering. 

ITie  Adult  Treatment  Panel  report  recommends 
that  classification  and  treatment  decisions  for  an 
adult  ( defined  as  over  age  20 ) with  a high  serum 
cholesterol  level  should  depend  on  that  individual’s 
LDL  cholesterol  level.  Hiis  recommendation  results 
from  strong  evidence  that  an  elevated  LDL  con- 
centration is  the  major  factor  contributing  to  high 
risk  for  CHD  in  patients  with  elevated  total  cho- 
lesterol concentrations.  The  initial  stratification  of 
an  individual  for  further  evaluation  should  be  based 
first  on  determination  of  total  cholesterol  levels  and 
a clinical  assessment  of  the  patient’s  overall  risk  for 
CHD  based  on  the  total  risk-factor  profile.  ITie  ini- 
tial measurement  of  total  cholesterol  does  not  re- 
quire fasting  serum.  The  panel  identified  three 
levels  of  serum  cholesterol:  (a)  desirable  serum 
cholesterol  (less  than  200  mg/dl.  [fi  l"’  mmol/L|); 
(b)  borderline  high  serum  cholesterol  ( 200  to  239 
mg/dL  (5.17—6.18  mmol/L]),  and  (c)  high  scrum 
cholesterol  (over  240  mg/dL  [6.21  mmol/L |).  Since 
coronary’  risk  factors  are  additive  and  perhaps  even 
synergistic,  other  risk  factors  should  be  taken  into 
consideration  when  deciding  how  far  to  carry  an 
evaluation  of  a given  person’s  total  cholesterol  level. 
'Hie  report  defines  major  CHD  risk  factors:  definite 
CHD  in  the  patient;  a history  of  premature  CHD  in 
first-degree  relatives;  other  forms  of  atherosclerotic 
disease  in  the  patient;  cigarette  smoking;  high  blood 
pressure;  diabetes  mellitus;  reduced  levels  of  higli 
density  lipoproteins  (HDL)  (less  than  35  mg/dl, 

[0.91  mmol/L]);  severe  obesity  (over  130%  of  desir- 
able body  weight );  and  male  sex. 

According  to  the  report,  if  an  adult  has  a total 
cholesterol  level  below  200  mg^dL  (5.17  mmol/L), 
the  level  is  defined  as  desirable,  and  no  specific 
therapy  is  recommended  other  than  the  general  ad- 
monition to  adopt  a lifestyle  that  will  otherwise 
minimize  risk  for  CHD.  Repeat  measurement  of 
serum  total  cholesterol  should  be  made  in  5 years. 

If  the  cholesterol  level  is  high,  a second  measure- 
ment and,  if  necessary,  a third  measurement,  are  in- 
dicated to  confirm  the  presence  of  an  abnormality'. 

If  the  total  cholesterol  of  two  (or  three)  determina- 
tions averages  over  240  mg/dL  (6.21  mmol/L),  or 
is  in  the  range  of  200  to  239  mg/dL  (5.17-6.18 
mmol/L)  in  the  presence  of  definite  CHD  (or  two 
other  CHD  risk  factors),  a lipoprotein  analysis  is  in- 
dicated. If  the  level  lies  between  200  and  239  mg/ 
dl,  ( 5. 1 7- 6. 1 8 mmol/L ) in  the  absence  of  CHD  or 
two  other  CHD  risk  factors,  a lipoprotein  analysis  is 
not  required,  although  some  investigators  believe 
that  it  is  wise  to  make  such  a measurement  to  deter- 


mine whether  a reduced  level  of  HDL  cholesterol  is 
present.  If  the  HDL  level  is  not  low,  the  patient 
should  be  advised  to  adopt  a cholesterol-lowering 
diet,  and  a follow-up  measurement  of  total  cho- 
lesterol should  be  made  in  1 year.  It  is  not  necessary, 
however,  for  the  individual  to  enter  “aetive  medical 
therapy.”  If  the  HDL  level  is  low,  the  NCEP  guide- 
lines recommend  that  it  be  raised  mainly  by 
“hygienic  means”  (ie,  smoking  cessation,  weight 
loss,  and/or  aerobic  exercise  as  tolerated  ) ( 3 )- 

If  lipoprotein  analysis  is  required,  fasting  serum  is 
needed.  The  essential  measurements  are  total  cho- 
lesterol, triglycerides,  and  HDL  cholesterol;  the  LDL 
cholesterol  level  is  calculated  indirectly  from  these 
three  measurements.  ( LDL  cholesterol  = total  cho- 
lesterol - HDL  cholesterol  — triglycerides/5;  this  for- 
mula is  valid  only  when  fasting  plasma  triglyeerides 
are  less  than  400  mg/dL).  Four  ranges  of  LDL  cho- 
lesterol are  defined:  (a)  desirable  (LDL  cholesterol 
below  130  mg/dl,  [3-36  mmol/L[);  (b)  borderline- 
high  risk  ( 130  to  159  mg/dl,  [3  36— 4.1 1 mmol/L]); 
(c)  high  risk  ( 160  to  189  mg/dl,  [4.14-4.89 
mmoLL[);  and  (d)  very  high  risk  (over  190  mg/dL 
[4.91  mmol/L]).  If  a patient  is  found  to  have  a high- 
risk  or  very'  high-risk  LDL  cholesterol  level,  he  or 
she  should  undergo  screening  for  secondary  causes 
of  elevated  LDL  ( ie,  hypothyroidism,  nephrotic  syn- 
drome, liver  disease,  diabetes  mellitus,  and  certain 
drugs ).  Moreover,  testing  for  lipids  in  first-degree 
relatives  is  indicated  to  determine  whether  the  pa- 
tient has  a genetic  form  of  hyperlipidemia  and  to 
detect  other  individuals  who  may  be  at  risk.  Al- 
though the  panel  recognized  that  various  demo- 
graphic factors,  such  as  race,  sex,  and  age  may 
influence  levels  of  lipids  and  lipoproteins,  these  fac- 
tors were  not  employed  to  modify  the  cutoff  points 
for  classification  of  high  levels  of  total  or  LDL 
cholesterol. 

For  patients  with  very  high-risk  and  high-risk  LDL 
cholesterol  levels,  or  borderline  high-risk  LDL  cho- 
lesterol levels  in  the  presence  of  other  CHD  risk  fac- 
tors, active  medical  management  is  indicated.  The 
first  mode  of  treatment  is  dietary  therapy.  Factors 
identified  as  the  major  dietary  causes  of  high  levels 
of  LDL  cholesterol  include:  increased  intakes  of 
saturated  fatty  acids,  cholesterol,  and  the  presence 
of  obesity.  Consequently,  dietary  therapy  is  de- 
signed to  decrease  intakes  of  cholesterol-raising  nu- 
trients and  to  reduce  body  weight  to  the  desirable 
range.  Two  steps  of  dietary  therapy  are  recom- 
mended ( Fig  1 ).  The  physician  and  immediate  staff 
should  advise  the  patient  on  the  essentials  of  the 
Step-One  diet.  If  the  goals  of  cholesterol  lowering 
are  not  achieved  after  3 months  of  this  diet,  the  pa- 
tient should  progress  to  the  Step-Two  diet;  at  this 
point,  it  may  be  helpful  to  obtain  consultation  from 
a registered  dietitian.  In  general,  patients  should  be 
treated  with  diet  for  at  least  6 months  before  resort- 
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ing  to  drug  therapy.  ITie  importance  of  exercise  as 
an  adjunct  to  dietary  treatment  must  not  be  over- 
looked. A vigorous  exercise  program,  carried  out 
prudently  with  respect  to  a patient's  overall  cardio- 
vascular status,  can  promote  weight  reduction,  re- 
duce triglyceride  levels,  rai.se  HDL  cholesterol  levels, 
and  in  some  cases,  lower  LDL-cholesterol  levels. 

ITie  goals  of  dietaiA'  therapy  arc  to  reduce  the 
LDL  cholesterol  level  to  below  160  mg/dL  (4.14 
mmol/L ) in  a patient  without  other  risk  factors,  or 
to  below  130  mg/dL  ( 3. 36  mmol/L)  in  the  presence 
of  two  other  risk  factors.  If  dietary  therapy  fails  to 
reduce  the  level  to  within  30  mg/dL  (0.78  mmol/L) 
of  these  goals,  the  physician  should  consider  pre- 
scribing cholesterol-lowering  drugs.  The  essential 
characteristics  of  these  drugs  are  outlined  in  Fig  2. 
I’he  drugs  of  first  choice  are  identified  as  bile  acid 
sequestrants  ( cholestyramine  or  colestipol  hydro- 
chloride ) and  nicotinic  acid.  Lovastatin  and  related 
drugs  are  recognized  as  valuable  agents  for  treat- 
ment of  hypercholesterolemia,  although  long-term 
experience  to  date  is  limited  with  these  drugs;  at 
present  they  tend  to  be  used  in  patients  with  vcty' 
high  levels  of  LDL  cholesterol  who  fail  to  respond 
adequately  to  first-line  drugs.  As  information  on 
long-term  safety'  evolves,  these  agents  may  be  used 
more  widely.  One  fibric  acid  derivative,  gemfibrozil, 
recently  was  shown  to  reduce  risk  for  CHD  in 
hypercholesterolemic  patients  in  a clinical  trial; 
however,  this  agent  has  only  limited  potential  for 
lowering  LDL  cholesterol  levels,  and  part  of  its  ben- 
eficial effect  may  be  the  result  of  its  actions  to  lower 
serum  triglycerides  and  raise  HDL-cholesterol  con- 
centrations. 'I’he  place  of  gemfibrozil  in  treatment  of 
patients  with  elevated  LDL  cholesterol  has  not  been 
defined  adequately.  Lhe  same  is  true  for  another 
cholesterol-lowering  agent,  probucol.  These  latter 
two  agents  probably  should  be  reserved  for  pa- 
tients who  cannot  tolerate  either  first-line  drugs  or 
lovastatin. 

NCEP  position  statement  on  cholesterol 
screening 

The  NCEP  program  does  not  advocate  universal 
“screening”  for  elevated  cholesterol  levels  ( 1 ).  It 
has  been  estimated  that  approximately  70%  of  the 
population  visits  a physician  at  lea,st  once  per 
year,  and  physician  testing  of  patients  in  a quality- 
controlled  laboratory  should  be  adequate  and  even 
preferred  for  detection  of  cholesterol  abnormalities. 
Essentially,  the  NCEP  recommends  “case-finding” 
rather  than  “universal  screening”  for  detection  of 
individuals  at  risk.  The  case-finding  approach  pro- 
vides an  environment  to  make  a complete  clinical 
evaluation  of  an  individual’s  overall  CHD  risk  status, 
and  it  affords  the  opportunity  for  patient  education, 
therapeutic  intervention,  and  long-term  follow-up. 

In  spite  of  the  preference  of  the  NCEP  for  the 


case-finding  approach,  the  program  recognizes  that 
screening  for  high  serum  cholesterol  levels  is  attrac- 
tive to  many  organizations,  (eg,  the  Red  Cross,  pub- 
lic health  departments,  American  Heart  Association 
affiliates,  etc ).  'Thus  large-scale  screening  probably 
will  be  carried  out  regardless  of  NCEP  preferences. 
For  this  reason,  the  NCEP  has  developed  guidelines 
for  screening  in  an  attempt  to  ensure  high  quality 
results.  A position  paper  on  this  topic  was  devel- 
oped by  the  NCEP  (2).  Suggestions  have  been  made 
for  improving  the  quality  of  measurements,  ensur- 
ing safety'  of  the  procedures,  and  how  to  provide  ap- 
propriate information  to  individuals  who  have  their 
cholesterol  levels  measured  in  mass  screenings. 
Practical  systems  of  referral  are  needed  to  ensure 
that  individuals  detected  through  mass  screening  re- 
ceive appropriate  medical  evaluation  and  treatment. 
The  advantage  of  screening  is  that  it  enhances  pub 
lie  awareness  of  the  overall  need  for  concern  about 
cholesterol,  and  it  may  detect  some  individuals  with 
elevated  cholesterol  who  otherw  ise  might  go  un 
detected.  It  is  important  to  emphasize  that  the 
chances  for  error  of  measurement  and  misinforma- 


/ Dietary  guidelines  for  therapy  of  hypercholesterolemia  using  a two-step  diet 


Recommended  Intake 


Dietary  Constituent 

Step-One  Diet 
% of  Total  Calories 

Step-Two  Diet 
% of  Total  C.alories 

Total  Hat 

S.SO 

s.SO 

.Saturated  fatty  aeid,s 

<10 

<7 

Pol)Tjnsatiirated  fatty  acids 

sit) 

<10 

Monounsaturated  fatty  acids 

10-  IS 

10-lS 

Carbohydrates 

SO-00 

SO-60 

Protein 

10-20 

10-20 

Cholesterol 

<.S0O  mg/dL 

<200  mg  dL 

Total  calorics 

To  achieve  and  maintain 

To  achieve  and  maintain 

desirable  body  weight 

desirable  body  weiglit 

2.  Summary  of  major  drugs  for  treatment  of  hypercholesterolemia 


Drugs 

Reduce 

CUD*  Risk 

Long-term 

Safety 

LDL  Cholesterol 
Lowering  (%  ) 

Special  Precautions 

C^holestyramine, 

Ca)lestipol 

■^'es 

Ses 

IS- SO 

Alters  absorption  of  other  drugs; 
may  increase  triglyceride  levels 

Nicotinic  acid 

Yes 

\’cs 

IS -30 

May  induce  hyperuricemia, 
hyperglycemia,  liver  function 
abnormalities,  cutaneous 

Hushing 

Lovastatin 

Unknown 

Unknown 

2S--40 

May  cause  abnormal  liver  func- 
tion, myositis, 

(iemlibrozil 

^'es 

Yes 

S-  IS 

May  increase  LDL  in  hyper- 
triglyceridemic  patients,  and 
may  cause  lithogenic  bile. 

Probucol 

Unknown 

Unknown 

10-  IS 

Lowers  HDL  cholesterol,  but 
significance  of  this  is  not  known; 
may  prolong  Q L inteiA  al 

*(;HD — Coronary  heart  disca.se 
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tion  are  high.  Therefore,  if  screening  is  to  be  carried 
out,  it  must  be  done  in  a way  to  maximize  the 
benefits. 

NCEP  statement  on  HDL-choIesterol  in 
cholesterol  management 

ITie  NCEP  has  been  criticized  by  some  because  the 
Adult  Treatment  Panel  report  did  not  pay  enough 
attention  to  HDL  and  its  role  in  pathogenesis  of 
CHD.  For  this  reason,  the  NCEP  coordinating  com- 
mittee commissioned  several  members  of  the  Adult 
Treatment  Panel  to  prepare  a position  statement  on 
HDL  that  would  reflect  the  intentions  of  the  panel 
regarding  HDL  cholesterol  management.  This  up- 
date on  HDL  was  recently  published  and  can  be 
summarized  briefly  ( 3 )•  The  guidelines  developed 
by  the  panel  identified  LDL  as  the  major  atherogenic 
lipoprotein,  and  high  levels  of  LDL-cholesterol  as 
the  primary'  target  for  cholesterol-lowering  therapy. 
Nonetheless,  low  levels  of  HDL-cholesterol  were 
recognized  as  a major  risk  factor  for  coronary'  heart 
disease.  Since  the  report  on  HDL  ( 3 ) was  published, 
two  major  questions  have  arisen  that  need  to  be 
addres.sed:  (a)  Should  HDL-cholesterol  levels  be 
measured  in  all  adults,  as  recommended  for  total 
cholesterol?  and  ( b ) Should  patients  found  to  have  a 
low  serum  HDl.-cholesterol  level  ( <33  mg/dL)  en- 
ter medical  therapy  to  raise  the  level?  Hie  guide- 
lines do  not  advocate  universal  screening  for  low 
HDL.  Instead,  they  recommend  that  HDL-cholesterol 
levels  be  determined  in  patients  deemed  to  be  at 
high  risk  for  coronary  heart  disease  and  suggest  that 
HDL  cholesterol  measurements  be  optional  for  indi- 
viduals with  borderline  high  total  cholesterol  levels. 
Furthermore,  the  guidelines  recommend  that  low 
HDL-cholesterol  levels  be  rai.sed  mainly  by  hygienic 
means  ( ie,  smoking  cessation,  weight  loss,  aerobic 
exercise).  When  drug  therapy  is  required  for  high 
LDL-cholesterol  levels  in  the  presence  of  low  HDL 
levels,  cholesterol-lowering  drugs  that  concomi- 
tantly raise  HDL  should  be  given  first  priority  (eg, 
nicotinic  acid,  gemfibrozil ) ( 1 ). 

Laboratory  Standardization  Panel  report 

If  the  NCEP  is  to  be  successful,  laboratories  pro- 
viding measurements  of  cholesterol  and  lipopro- 
teins to  physicians  must  produce  accurate  results. 

At  present,  there  appear  to  be  widespread  inac- 
curacies in  the  measurement  of  cholesterol  and 
lipoprotein  fractions.  Many  rea.sons  for  these  inac- 
curacies can  be  identified,  and  efforts  must  be  made 
to  improve  quality'.  To  this  end,  the  NCEP’s  Labora- 
tory' Standardization  Panel  prepared  a report  to 
assist  laboratories  and  other  components  of  the 
cholesterol-testing  system  in  the  improvement  of 
quality'  (4).  The  process  will  require  development 
of  appropriate  reference  laboratories  and  the  will- 
ingness of  clinical  pathologists  to  make  use  of  these 


laboratories.  Already  there  is  evidence  that  the 
quality  of  cholesterol  measurements  is  being  im- 
proved. Since  Adult  Treatment  Panel  recommenda- 
tions of  therapy  are  based  on  precise  levels  of  total 
cholesterol  and  LDL  cholesterol,  the  intentions  of 
the  panel  cannot  be  carried  out  without  accurate 
determinations.  Thus,  improvement  of  quality  must 
go  hand  in  hand  with  physician  education  about 
cholesterol  management.  It  must  be  emphasized 
that  more  precise  cholesterol  measurements  must 
be  accompanied  by  rigorous  quality  control  that 
encompasses  total  handling  of  the  specimen  from 
collection  of  the  sample  to  final  reporting  of  test 
results. 

Population-Based  Panel  report 
Another  major  panel  of  the  NCEP  is  the  Population- 
Based  Panel.  Its  charge  is  to  provide  recommenda- 
tions for  the  “public  health”  approach  for  preven- 
tion of  CHD.  ITie  primary  focus  of  the  panel  will  be 
to  develop  recommendations  about  diet  for  the  gen- 
eral public.  This  focus  is  based  on  the  assumption 
that  diet-induced  elevations  of  LDL  cholesterol  are 
the  major  cause  of  the  “mass  hypercholesterolemia” 
existing  in  the  l.Inited  States  today.  If  this  is  true,  it 
may  not  be  possible  to  produce  a dramatic  reduc- 
tion in  CHD  rates  in  the  US  without  a major  change 
in  eating  habits  of  Americans.  Such  a change  can 
come  about  only  if  there  is  a national  commitment 
to  make  it  happen.  Food  policies  in  agriculture,  food 
manufacturing  and  processing,  and  governmental 
regulation  will  be  required  to  bring  about  a signifi- 
cant modification  of  eating  habits.  To  effect  such  a 
change  is  one  of  the  greatest  challenges  facing  the 
NCEP.  It  must  be  recognized  that  there  is  not  uni- 
versal acceptance  of  the  “diet-heart”  theory  and  that 
many  vested  and  commercial  interests  stand  in  the 
way  of  widespread  diet  modification  in  the  United 
States.  ITiis  problem  is  compounded  by  a lack  of 
knowledge  among  Americans  about  the  elements  of 
nutrition.  In  spite  of  these  barriers  to  change,  strong 
indications  exist  that  many  Americans  already  have 
modified  their  diets  in  an  attempt  to  reduce  cho- 
lesterol levels,  and  some  authorities  believe  that  this 
change  is  a contributing  factor  to  the  decline  in 
CHD  that  has  been  experienced  in  the  US  over  the 
past  two  decades. 

Treatment  Panel  on  ChOdren  and  Adolescents 
report 

One  panel  that  has  just  been  started  is  concerned 
with  the  treatment  of  hyperlipidemia  in  children.  In 
the  population-based  panel,  dietary  recommenda- 
tions for  the  whole  family  ( including  children  over 
age  2 years)  are  being  put  forward.  There  is  a grow- 
ing recognition,  however,  that  many  children  and 
adolescents  have  relatively  high  cholesterol  levels. 
Further,  an  increasing  number  of  children  are  being 
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tested  for  cholestert)!.  In  any  case,  high  cholesterol 
levels  in  children  may  have  a genetic  basis,  although 
even  in  this  age  group  dietary'  excesses  can  contrib 
ute  to  elevated  serum  cholesterol  levels.  This  panel 
will  set  forth  specific  guidelines  for  management  of 
young  people  with  distinctly  elevated  concentra- 
tions. ITieir  report  will  be  published  in  about  2 
years. 

Summary 

The  NCEP  has  taken  a major  step  forward  in  making 
both  the  general  public  and  physicians  aware  of  the 
significance  of  elevated  serum  cholesterol  levels  for 
CHD  risk.  ITiis  awareness  of  cholesterol  is  becom- 
ing increasingly  widespread  throughout  the  coun- 
try. ITie  time,  therefore,  has  come  when  we  should 
move  into  the  pha.se  of  “.specifics.”  Control  of  ele- 
vated cholesterol  must  go  beyond  “concern”  and 
perhaps  “ fear.”  Rather,  the  problem  should  be  ap- 
proached in  a measured  and  reasoned  manner.  This 
should  accelerate  the  decline  in  CHD  the  US  is  now 
experiencing.  Both  physicians  and  the  public  must 
learn  more  about  the  nature  of  the  cholesterol 
problem  and  appropriate  therapy.  What  is  needed  is 
a balanced  approach.  At  one  extreme,  high  cho- 
lesterol should  not  be  ignored  completely,  as  some 
physicians  advocate.  Neither  is  it  necessary  to 
recommend  extremes  of  diet  and  widespread  use 
of  cholesterol-lowering  drugs.  Still,  great  benefit 
should  result  from  appropriate  detection  and  con- 
trol of  elevated  cholesterol  levels  in  the  public. 
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For  additional  resources  on  this  topic,  see  the  MORli  ON 
THE  SUBJECTS  department  in  this  issue. 
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plan  on  having  a child 
someday,  you  should  be 
using  latex  condoms  when 
you  have  sex  now. 

It’s  the  best  protection  a 
sexually  active  woman  has 
against  the  AIDS  virus.  A 
virus  that  has  a 50-50  chance 
of  passing  from  an  infected 
mother  to  her  child  during 
pregnancy  or  birth. 

And  babies  with  AIDS 
rarely  live  to  see  their  second 
birthday. 

So  take  steps  to  make 
sure  you  don’t  get  infected. 
Until  you’re  ready  to  get 
pregnant,  use  a latex  condom 
with  spermicide.  Use  them 
every  time,  from  start  to  hn- 
ish,  according  to  the  manu- 
facturers’ directions. 

Don’t  make  exceptions. 
And  don’t  start  next  week  or 
next  month. 

Because  no  matter 
when  you  plan  on  having  your 
baby,  you  have  to  start  being 
a good  mother  right  now. 
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Quick  reference  to  National  Cholesterol  Education  Program: 
Adult  Cholesterol  Treatment  Guidelines 


Daniel  A Goldman,  MD,  MPH,  Chronic  Disease  Prevention 
Program,  Texas  Department  of  Health,  1 100  W 49th,  Austin, 
TX  78756. 

The  purpose  of  this  brief  communication  is  to  provide  a “quick 
reference”  guide  to  parts  of  the  adult  cholesterol  treatment 
guidelines. 

It  is  well  established  that  elevated  blood  cholesterol  levels 
lead  to  atherosclerosis,  that  blood  cholesterol  is  raised  by  a 
diet  high  in  saturated  fat  and  cholesterol,  and  that  lowering  el- 
evated blood  cholesterol  levels  reduces  the  risk  of  cardio- 
vascular disease.  Now,  the  task  is  to  apply  this  knowledge  to 
the  large  numbers  of  people  at  risk. 

Of  course,  setting  the  exact  limits  of  when  and  how  to  treat 


may  require  clinical  judgment.  And  future  research  findings 
may  indicate  a need  to  modify'  the  guidelines.  However,  the 
guidelines  are  a good  basis  for  treatment  decisions.  They  are 
based  on  the  best  available  evidence,  take  risk  factors  into  ac- 
count, and  seek  to  reduce  risk  to  more  acceptable  levels.  Over- 
all, the  guidelines  are  the  best  current  standard  for  the  detec- 
tion and  treatment  of  elevated  cholesterol  levels. 

The  table  on  this  page  starts  with  the  measurement  of  total 
blood  cholesterol  and  continues  to  the  point  of  setting  mini- 
mum treatment  goals.  The  same  information  is  presented  in  a 
flowchart  on  the  next  page. 

The  Texas  Department  of  Health,  Texas  Medical  Association, 
and  American  Heart  Association,  Texas  Affiliate,  will  mail  a 
cholesterol  education  packet  to  all  Texas  physicians  in  the 
near  future. 


Classification 

Desirable 

Boderline 


High 


LDL  Cholesterol 

Below  130  mg/dL 
1 30  to  1 59  mg/dL 
160  mg/dL  and  above 


Total  Blood  Cholesterol 

Below  200  mg/dL 
200  to  239  mg/dL 
240  mg/dL  and  above 


Follow-up  based  on  total  cholesterol  (TBC)  (average  of  2-3  readings): 


Below  200  mg/dL 
200  to  239  mg/dL 
Not  “high  risk” 
“High  risk” 

240  mg/dL  and  above 


Risk  factor  education;  repeat  TBC  within  5 years 

Diet  counseling  and  exercise;  repeat  TBC  in  1 year 
Do  lipoprotein  analy,sis;  base  follow-up  on  LDL  level 
Do  lipoprotein  analysis;  base  follow-up  on  LDL  level 


Follow-up  based  on  LDL  cholesterol  (average  of  2-3  readings): 

Dietary  treatment  (includes  exercise  and  weight  normalization) 

LDL  cholesterol  160  mg/dL  or  above;  not  “high  risk”;  minimum  goal;  LDL  cholesterol  below  160  mg/dL. 
LDL  cholesterol  1 30  mg/dL  or  above;  “high  risk”;  minimum  goal:  LDL  cholesterol  below  1 30  mg/dL. 

Dietary  treatment  and  consider  adding  drug  treatment  after  maximal  efforts  at  diet  treatment 

LDL  cholesterol  190  mg/dL  or  above;  not  “high  risk”;  minimum  goal:  LDL  cholesterol  below  160  mg/dL. 
LDL  cholesterol  160  mg/dL  or  above;  “high  risk”;  minimum  goal:  LDL  cholesterol  below  130  mg/dL. 


Definition  of  “high  risk”  category: 

Definite  coronary  heart  disease  OR  at  least  2 of  the  following. 

Male  sex 

Myocardial  infarction  or  sudden  death  before  age  55  in  parent  or  sibling 
Cerebrovascular  or  occlusive  peripheral  vascular  disease 

* Smoke  more  than  1 0 cigarettes  a day 

* Hypertension 
‘Diabetes  mellitus 

‘More  than  30%  overweight 

‘HDL  cholesterol  less  than  35  mg/dL  by  repeat  measurement 
‘ Modifiable  risk  factors 


Texas  Medicine 


29 


Volume  85  Dece/nber  1989 


National  Cholesterol  Education  Program  Adult  Treatment  Panel 
Cholesterol  Guidelines  for  Adults 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 
John  W.  Kirk,  MD 
Jackie  Mullins,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Margaret  E.  Bridges,  MD 
Daniel  E.  Whitman,  MD 

GERIATRICS 

Eugene  M.  Hoyt,  MD 


30 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
James  V.  Ryan,  MD 
Theresa  Vicroy,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Reed  B.  Young,  MD 

NUCLEAR  MEDICINE 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Joe  B.  Wilson,  MD 
Richard  J.  Frachtman,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R,  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Richard  J.  Frachtman,  MD 
Susan  S.  Pinero,  MD 
Gregory  S.  Chapman,  MD 
Josie  S.  Timm,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 


Texas  Medicine 


A Few  Doctors  Still  Think 
It's  Smart  To  Own  A Car! 


BUY:  ^ "^LEASE: 


PRICE: 

PURCHASE 

OPTION: 


MONTHLY 

PAYMENT: 

(approximate) 


»25,000 

NA 

*822 


™cB *  *25,000 

PURCHASE  1 1 QAA 
OPTION: 

(at  36  mos.  lease) 

MONTHLY  $^QA 

PAYMENT:  •X’OV/ 

(approximate) 


YOU  SAVE  $342  PER  MO.  X 36  MOS.  = $12,312 


*14,074 

Savings  To  Lease 


FUTURE  VALUE  OF  LEASE  PAYMENT  SAVINGS  ASSUMING  9%  RETURN: 


Some  Of  Autoflex’s  Exclusive  Features 


★ Delivered  to  your  home  or 
office 

★ No  down  payment 

★ No  security  deposit 

★ Closed  end  lease 

★ Trade  Ins/We  will  purchase 
your  present  vehicle. 


ASK  FOR  LOUIS  MURAD 

1 •800-678-FLEX 

(3  5 3 9) 

IN  DALLAS:  (214)  234-0304 


Auto/fe 


rir" 

E 

D 

1 

C 

A 

. a 

E 

A 

s 

1 

N 

Q 

J 

J 


JOHN  A.  MANGOS.  MD 
TERENC;E  DORAN,  MD,  PhD 
BARBARA  ARANDA-NARANJO,  .MSN 
YOIANDA  RODRKHIF.Z  ESCOBAR,  ,MS\X 
ANTHOm'  SCOT  T.  PhD 


Pediatric  AIDS:  clinical 
presentation  and 
diagnosis 


John  A .Mangos,  MD, 
Terence  Doran.  ,MD. 
PhD:  Barbara  Aranda- 
.Naranjo,  .MSN:  Yolanda 
RodriguezEscobar, 

.MSVt : and  Anthony 
Scott,  PhD:  South  Te.xas 
Children's  AIDS  Center, 
Department  of  Pedi- 
atrics, The  Cnir  ersib  of 
Texas  Health  Science 
Center.  '’■’03  Hoyd 
Curl  Drive,  San 
Antonio,  T.\ 

^8284— 7S02.  Send  re- 
print requests  to  Dr 
Mangos 


HFV  infection/AlDS  in  infants  and  children  under 
the  age  of  If  years  expresses  itself  clinically  so  dif- 
ferently from  the  same  infection  in  adults  that  a 
separate  classification  of  the  symptomatology  has 
been  adopted.  Recunent  bacterial  infections,  as 
well  as  various  opportunistic  infections  predomi- 
nate, and  U’bile  Kaposi's  sarcoma  is  itifrecpient  in 
pedicdric  patients,  lymphomas  occur  with  high  fre- 
quency.  The  diagnosis  ofHI\'  infect  ion/ AIDS  in 
children  is  presented. 

KFi  V(T)RDS  HI\'  INFECTION,  CHILDREN.  AIDS  REIATED  COM- 
PLEX, ARC,  AIDS,  DISEASE  CLA.SSIEICATION. 


HI\’  infectioivAlDS  presents  itself  in  infants 

and  young  children  differently  enough  from 
that  in  adults  to  necessitate  the  Centers  for 
Disease  Control  ( CDC; ) to  adopt  a different  ciassift- 
eation  of  the  clinical  expressions  of  the  disease  ( 1 ). 

ITie  HIY  infection  in  infants  and  children  under 
13  years  of  age  has  three  classifications  as  shown  in 
Fig  1:  cla.ss  F-(),  undetermined  infection;  class  P-1, 
asymptomatic  infection;  class  P-2,  symptomatic 
infection. 

ITie  utility  of  this  system  of  classification  is  being 
tested,  and,  if  proven  suitable,  it  will  be  used  as  the 
basis  for  upcoming  controlled  treatment  trials.  Let 
us  see  now  who  are  the  pediatric  patients  that  fit 
into  each  of  the  above  classes. 


Class  P-0 

Patients  in  class  P-O  are  those  whose  infection  is 
still  in  an  indeterminate  state,  such  as  the  patient 
who  has  clinical  findings  of  lllV  infection  or  belongs 
to  a high  risk  group,  but  who  has  not  been  tested  or 
whose  serologic  test  results  are  not  conclusive.  This 
cla,ss  also  includes  the  infant  of  an  HIV  -infected 
mother.  The  baby  is  seropositive  for  lllV  antibodies, 
but  it  is  not  clear  whether  he  or  she  is  HIV -infected. 
ITiat  approximately  50%  (35% -65%  ) of  the  chil- 
dren of  HIV-infected  mothers  escape  infection  is 
one  of  the  most  amazing  epidemiologic  observa- 
tions in  recent  years.  These  babies  are  born  HIV 
seropositive,  but  it  appears  that  this  is  due  to  pas- 
sively acquired  antibodies  of  the  mother  via  a trans- 
placental route.  These  antibodies  disappear  slowly, 
and  it  is  the  general  consensus  that  they  are  com- 
pletely eliminated  by  the  15th  to  18th  month  of  age 
( 2 ).  ITiercfore,  infants  who  remain  seropositive 
after  age  18  months  of  age  are  considered  HfV- 
infected.  However,  recent  reports  warn  that  sero- 
positivity  may  recur  in  some  of  the  seroconverted 
infants  months  or  years  after  their  first  seroconver- 
sion, and  lead  to  symptomatic  HIV  infection  (2). 
These  initial  observations  reported  in  the  spring  of 
1989  remain  unconfirmed,  but  demand  caution  in 
interpreting  laboratory  test  results.  It  is  unfortunate 


that  we  do  not  have  suitable  diagnostic  tests  to  sep- 
arate the  infants  who  simply  carry  maternal  anti- 
bodies against  HIV'  from  those  who  are  truly  in- 
fected. ITiis  results  in  health  care  deliver)'  problems, 
and  social  and  economic  difficulties,  which  add  to 
the  overall  problems  of  care  of  infants  and  children 
with  HIV'  infection/AIDS,  Intensive  research  is  con- 
ducted in  this  area  using  methods  of  HIV  culture, 
gene  amplification  techniques,  and  antigen-based 
tests  to  separate  the  simple  carriers  of  maternal  anti- 
bodies against  HfV'  from  the  truly  HIV-infected 
infants. 

Class  P-1 

Included  in  class  P- 1 are  infants  and  children  whose 
IirV'  infection  has  been  proven  by  repeatedly  positive 
serologv’,  but  who  present  no  clinical  abnormalities. 
When  the  immune  function  of  these  patients  is  stud- 
ied, it  may  be  found  to  be  normal  (subclass  P-IA), 
or  abnormal  (subclass  P-IB).  The  immune  function 
impairments  may  include  any  or  all  of  the  following: 
hypogammaglobulinemia  or  hypergammaglobu- 
linemia, r,  lymphopenia  or  total  lymphopenia,  re- 
versed T,/r„  lymphocyte  ratio,  neutropenia,  anemia. 

For  all  practical  purposes,  however,  these  infants 
and  children  are  clinically  indistinguishable  from  in- 
fants and  children  who  are  not  infected  with  HfV. 

Class  P-2 

Class  P-2  of  HIV  disease  occurs  when  the  immune 
deficiency  has  advanced  significantly  enough  to 
lower  the  patient’s  immune  defenses.  The  patient 
begins  to  demonstrate  clinical  symptoms  which  are 
either  directly  attributable  to  HIV  or  to  secondary' 
viral,  bacterial,  fungal,  or  parasitic  (opportunistic) 
infections. 

Directly  attributable  to  HfV  appear  to  be  progres- 
sive encephalopathy,  lyniphoid  interstitial  pneu- 
monitis,  wasting  syndrome,  lymphadenopathy, 
cardiomyopathy,  hepatosplenomegaly,  renal  disease, 
and  malignancies;  it  is  not  clear,  however,  what  syn- 
ergistic effects  other  secondary  infections,  particu- 
larly viral,  may  have  in  the  pathogenesis  of  these 
pathologic  syndromes. 

Syndromes  that  are  attributed  to  opportunistic  in- 
vasion of  the  patient’s  body  by  pathogens  are; 

(a)  recurrent  bacterial  infections  (pneumonia,  sep- 
sis, meningitis,  cellulitis,  urinary'  tract  infections,  os- 
teomyelitis, otitis  media ) due  to  Streptococcus 
pneumoniae,  Haemophilus  influenzae,  Mycobac- 
terium avium-intrcwellulare,  Escherichia  coli. 
Staphylococcus  aureus,  and  Salmonella,  (b)  viral 
infections:  these  can  take  disseminated  form  and 
cause  a wide  spectrum  of  disease  such  as  the  ones 
caused  by  cytomegalovirus.  Herpes  simplex  virus, 
and  others;  (c)  fungal  and  parasitic  infections:  these 
are  caused  by  such  organisms  as  Candida  albicans, 
Pneumocystis  carinii,  Cryptosporidium,  Toxo- 
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plasma  gondii,  Cryptococcns  neoformans,  Histo- 
plasma  capsulatiim,  and  others. 

Kaposi's  sarcoma,  which  is  a frequent  malignancy’ 
complicating  adult  HfV'  infection/AIDS,  is  very'  rare 
in  pediatric  patients,  but  lymphomas  have  been  re- 
ported with  increasing  frequency  (3). 

Progression  of  illness 

While  the  CDC  classification  of  the  clinical  expres- 
sion of  HfV  infection  in  adults  clearly  defines  the 
stage  of  “AIDS-related  complex”  (ARC)  as  the  inter- 
mediate stage  between  asymptomatic  HIV  infection 
and  full-blown  AIDS,  this  terminology  has  been 
omitted  in  the  CDC  classification  for  infants  and 
children  up  to  13  years  of  age.  We  are  often  asked 
whether  ARC  exists  in  pediatric  HfV-infected  pa- 
tients. The  answer  is  affirmative  in  a qualified  way:  it 
is  that  stage  of  the  disease  that  occupies  the  area  of 
the  CDC  subclasses  P IB  and  P-2A  (Fig  1 ).  The  in- 
fant or  child  in  this  relative  state  of  ARC  often  fails 
to  thrive  despite  adequate  nutrition;  he  or  she  may 
or  may  not  have  diarrhea;  there  may  be  fevers  for 
which  no  obvious  infections  can  be  detected;  he  or 
she  may  have  persistent  oral  candidiasis  and/or 
chronic  gingivitis  and  may  have  lymphadenopathy 
and  hepatosplenomegaly  and  recurrent  parotitis. 

The  mo,st  pronounced  effect  is  on  the  growth, 
which  slows  down  significantly  or  is  completely  ar- 
rested. In  East  Africa,  where  HIV  infection  is  wide- 
spread, it  is  called  the  “slim  disease”  because  of  its 
profound  effect  on  growth  and  nutrition.  We  have 
been  impressed  by  the  frequent  episodes  of  otitis 
media  that  occur  during  this  stage  of  HfV  disease. 
This  relative  state  of  ARC  may  persist  for  weeks  or 
months  before  it  progresses  to  full-blown  AIDS.  We 
must  emphasize  that  the  IirV-infected  pediatric  pa- 
tient in  this  stage  is  not  free  of  risk:  at  any  moment 
the  child  may  develop  an  overwhelming  infection 
and  die.  More  and  more  clinicians  begin  to  apply 
whatever  therapeutic  means  are  available  during 
this  stage  in  hope  of  delaying  the  ultimate  appear- 
ance of  AIDS. 

Diagnosis  of  HFV  infection/AIDS 

Our  approach  to  diagnosis  of  HIV  infection/AIDS  fol- 
lows the  generally  accepted  methods  as  described 
by  Barrett  ( 4 ).  When  the  clinical  symptomatology’ 
suggests  the  diagnosis  of  HIV  infection/AIDS  in  an 
infant  or  child,  we  proceed  as  shown  in  Fig  2. 

Performing  the  immunochemical  and  lymphocyte 
studies  simultaneously  with  the  HfV  serology’  allows 
us  to  consider  the  possibility’  that  severe  immune 
impairment  may  render  the  patient  seronegative  in 
the  face  of  HIV  infection.  Immunologic  studies  fol- 
low the  confirmation  of  the  diagnosis  of  HIV  infec- 
tion and  are  divided  into  “T-cell  immunity’”  and  “B- 
cell  immunity’”  studies.  These  studies  help  establish 
the  diagnosis  and  the  extent  of  the  clinical  expres- 


sion of  the  HIV  infection  in  each  patient.  Repetition 
of  these  and  other  tests  as  deemed  necessary  allows 
the  follow-up  of  the  patients  longitudinally.  We 
would  like,  however,  to  emphasize  that  in  most  in- 
stances of  pediatric  HIV  infection/AIDS,  good  mea- 
surements of  grow  th  ( height,  w eight,  and  head 
circumference ),  physical  findings,  and  evaluation  of 
the  overall  affect  of  each  child  during  each  clinic 
visit  are  the  most  valuable  tests  of  his  or  her  prog- 
ress and  usually  are  used  as  guides  to  help  clinicians 
decide  what  other  tests  to  perform. 


/.  Pediatric  AIDS  classification:  summary  of  current  CDC  criteria 


P-0 

Indeterminate  infection  ( not  tested  or  noninterpreta- 
ble test  results;  includes  infants  born  to  HfV-positive 
mothers ) 

PI 

Asymptomatic  infection 

A 

Normal  immune  function 

B 

Abnormal  immune  function 

C 

Immune  function  not  tested 

P 2 

Symptomatic  infection 

A 

Nonspecific  findings  ( ARC ) 

B 

Progressive  encephalopathy- 

c; 

Lymphoid  interstitial  pneumonitis 

D 

Secondary  infectious  diseases 

D 1 

(.fpportunistic  infections  (AIDS) 

D-2 

Recurrent  bacterial  infections 

D-3 

Recalcitrant  infections,  specifically  yvith  Candida 
and  Herpes 

E 

Secondary-  malignancy 

2.  Studies  performed  when  clinical  picture  suggests  HD'  infec- 
tioniAIDS  in  an  infant  or  child 

Screening  studies; 

UrV  serology — HtV  antibody  testing  by  the  ELISA  method  and,  if 
positive,  the  Western  Blot  assay 

General  hematology — complete  blood  count  ( CBC ),  differential 
counts,  platelet  count 

Immunochemistry — quantitative  serum  IgG.  IgM,  IgA 
measurements 

Lymphocyte  studies — helper  (T., ) and  suppressor  (Tg  ) h mpho- 
cyte  enumeration  and  T/Tg  ratio 

Immunologic  studies: 

Selected  T-cell  immunity  studies 

Delayed  hypersensitivity  skin  tests  for  Candida,  mumps,  Tri- 
chophyton, and  tuberculosis 
Complete  T-cell  subsets 

Lymphocyte  blastogenesis — both  mitogen-  and  antigen- 
stimulated 

Selected  B-cell  immunity  studies 

Quantitative  immunoglobulin  (IgG,  IgM,  IgA,  IgE) 
measurements 

Pre-  and  post-immunization  antibody  levels 
B-cell  studies 

Other  studies  (performed  if  special  needs  are  present ); 

HIV  antigen  detection 

Liver  function  tests,  [fUN/creatinine 

Urinalysis 

Lumbar  puncture,  CSF  analysis  and  cultures 
Chest  x-rays,  electrocardiograms 
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Having  established  the  basic  principles  of  clinical 
diagnosis  of  pediatric  HfV'  infection/AlDS,  in  our 
next  communication  we  will  outline  the  therapy  for 
such  patients. 
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INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 

hydrocodone 

WARNINGS: 

Allergic-Type  Reactions:  VICODINA/ICODINES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  otner  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODINA/ICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism.  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture. 

Cougn  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODINA/ICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  namsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women,  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODINA/ICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODINA/ICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pecllatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REAQIONS: 

The  most  freauently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System:  Drov/siness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System : The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

GenitourInarV  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  tne  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  oe  antagonized  by  the  use  of 
naloxone  hydrochloride,  /^ply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODINA/ICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  111).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms : In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxici+y 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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Infant  circumcision  in 
an  outpatient  setting 


We  conducted  a retrospective  evaluation  of  442  in- 
fant circumcisions  performed  in  an  ambulatory 
setting.  Procedures  done  with  the  Gomco  clamp 
(Gomco  Division,  Allied  Health  Care,  Buffalo,  NY) 
and  the  Plastibell  device  (Hollister,  Inc,  Liberty- 
ville.  III)  were  compared  with  respect  to  the  fre- 
quency of  complications.  The  overall  complication 
rate  was  6.8%.  Bleeding  requiring  action  by  a phy- 
sician occurred  in  3-4%  of  cases  and  was  signifi- 
cantly more  common  with  the  Gomco  clamp  than 
with  the  Plastibell  device  (p  < 0.05).  There  were 
no  statistically  significant  differences  between  the 
two  methods  in  the  rate  of  infection  or  other 
complications.  The  rate  of  complications  is 
comparable  to  previous  studies  of  inpatient 
circumcision. 

KEY  WORDS:  CIRCUMCISION,  INFANT,  AMBULATORY  SURGERY 

The  practice  of  neonatal  circumcision  remains 
controversial  (1-8).  Although  an  ad  hoc  task 
force  of  the  American  Academy  of  Pediatrics 
in  1974  concluded  that  “there  is  no  absolute  medi- 
cal indication  for  routine  circumcision  of  the  new- 
born” (9),  parents  continue  to  request  and 
physicians  continue  to  perform  the  procedure.  Re- 
cently the  American  Academy  of  Pediatrics  stated 
that  “neonatal  circumcision  has  potential  medical 
benefits”  and  “may  result  in  a decreased  incidence 
of  urinary  infection”  (10). 

In  some  hospitals,  neonatal  circumcision  has  be- 
come unavailable  with  resultant  increases  noted  in 
the  number  of  procedures  performed  in  older  in- 
fants and  children  (11).  Since  the  rate  of  complica- 
tions is  probably  higher  in  older  children  (11,12), 
there  may  be  advantages  to  providing  outpatient 
circumcision  for  newborns. 

In  the  1 980s,  efforts  to  control  health-care  costs 
include  reducing  the  length  of  stay  in  hospitals 
when  possible.  Discharge  of  healthy  women  and 
neonates  as  soon  as  is  medically  safe  is  desirable  to 
control  the  costs  of  perinatal  care.  However,  the 
American  Academy  of  Pediatrics  strongly  discour- 
ages circumcision  in  the  first  1 2 to  24  hours  of  life 
(9).  In  some  cases,  inpatient  circumcision  of  the 
newborn  may  delay  discharge  of  baby  from  the  hos- 
pital and  thus  increase  the  cost  of  care.  If  neonatal 
circumcision  can  be  accomplished  safely  in  an  out- 
patient setting,  the  length  of  stay  for  some  mothers 
and  neonates  can  be  reduced. 

Previous  reviews  of  circumcision  in  newborns 
have  been  limited  primarily  to  the  inpatient  setting. 
The  purpose  of  our  study  was  to  evaluate  the  safety 
of  infant  circumcision  performed  as  an  outpatient 
procedure.  The  two  most  common  techniques, 
using  the  Gomco  clamp  and  the  Plastibell  device, 
were  compared  as  to  the  frequency  of  immediate 
complications  and  the  rates  of  infection. 


Methods 

Using  a logbook  of  outpatient  surgical  procedures, 
we  identified  infants  6 weeks  of  age  or  less  who  had 
been  circumcised  at  the  Family  Health  Center  at 
The  University  of  Texas  Health  Science  Center  at 
San  Antonio  during  a 27-month  period.  Information 
about  infants  who  were  not  circumcised  but  whose 
parents  had  received  counseling  about  circumcision 
was  not  recorded  in  the  center’s  logbook.  Thus  the 
reasons  for  not  proceeding  with  the  procedure 
were  not  available  for  study.  The  infants  who  had  a 
circumcision  were  either  children  of  families  en- 
rolled in  the  Family  Health  Center  or  were  children 
referred  from  the  newborn  nursery  at  the  county 
hospital.  Since  circumcision  is  not  routinely  offered 
at  the  county  hospital,  parents  who  requested  that 
their  male  infants  be  circumcised  were  referred  to 
the  Family  Health  Center  for  an  appointment  to  dis- 
cuss the  procedure. 

At  the  Family  Health  Center,  a family  practice 
resident  discussed  with  the  parents  of  each  infant 
the  specifics  of  the  procedure  and  the  potential 
risks  and  complications.  The  parents  were  informed 
that  there  were  no  medical  indications  for  the  pro- 
cedure, according  to  guidelines  that  were  current  at 
that  time.  A physical  examination  of  the  infant  was 
performed  prior  to  the  procedure.  The  parents 
were  advised  not  to  give  the  infant  anything  by 
mouth  for  at  least  one  hour  before  the  procedure. 

The  circumcision  was  performed  with  the  infant 
placed  on  an  infant  restraint  board.  The  genital  re- 
gion was  cleansed  with  a povidone-iodine  and  alco- 
hol solution,  then  draped  in  a sterile  manner.  The 
circumcision  was  then  performed  using  either  a 
Plastibell  device  ( 1 3 ) or  a Gomco  clamp  ( 1 4 ).  ITie 
method  used  was  chosen  by  either  the  resident  or 
the  supervising  attending  physician  at  the  time  of 
the  procedure.  Factors  influencing  the  selection  of 
method  included  educational  needs  of  the  resident 
and  availability  of  appropriately  sized  equipment  to 
conduct  the  procedure  safely.  The  circumcisions 
were  directly  supervised  by  a faculty  attending  phy- 
sician. Local  anesthesia  was  utilized  in  only  one 
case.  The  procedures  were  performed  prior  to  the 
popularization  of  dor.sal  penile  blocks  for  neonatal 
circumcision.  An  outpatient  operative  note  form 
was  completed  after  the  procedure. 

Each  infant  remained  in  the  clinic  for  an  hour 
after  completion  of  the  procedure.  He  was  exam- 
ined for  bleeding  or  other  apparent  complications 
before  his  discharge  from  the  clinic.  Parents  were 
instructed  to  call  the  resident  if  the  infant  had  not 
urinated  within  six  hours  after  the  procedure,  or  if 
they  had  other  concerns. 

The  following  information  was  abstracted  from 
the  infant’s  outpatient  chart:  date  of  birth,  age  at  cir- 
cumcision, whether  follow-up  appointment  was 
kept,  resident’s  name  and  level,  the  attending  physi- 


Carlos  A Moreno,  MD, 
MSPH,  Assistant  Pro- 
fessor, and  Janet  P 
Realini,  MD,  Associate 
Professor,  Department 
of  Family  Practice,  The 
University  of  Texas 
Health  Science  Center 
at  San  Antonio,  7703 
Floyd  Curl  Drive,  San 
Antonio,  TX  7828-4 


Volume  85  December  1989 


Infant  circumcision 


cian’s  name,  method  utilized,  complications  during 
the  procedure,  condition  on  a follow-up  visit,  and 
any  comments  pertinent  to  the  case.  The  data  were 
analyzed  for  statistical  differences  using  the  chi- 
square  test  and  Fisher’s  exact  test. 

Results 

During  the  27-month  period,  circumcisions  were 
performed  on  442  infants  with  an  age  range  of  3 to 
42  days  (mean  age  of  19  days)  (Fig  1 ).  The  Gomco 
clamp  was  used  in  251  (56.8%  ) and  the  Plastibell 
device  in  183  (41.4%  ) of  the  cases.  The  method 
was  not  noted  in  eight  cases  ( 1.8%  ).  Second-year 


/.  Number  of  circumcisions  performed,  by  device  and  age  group. 


Age  ( days ) 


Device 

1-7 

8-14 

15-21 

22-28 

29-35 

36-42 

Total 

Plastibell 

9 

50 

46 

50 

18 

10 

183 

Gomco 

10 

58 

86 

62 

27 

8 

251 

Method  not  recorded 

1 

1 

2 

2 

1 

1 

8 

Total 

20 

109 

134 

114 

46 

19 

442 

2.  Immediate  complications  noted  following  use  of  Gomco  clamp  or  Plastibell  device  The 
circumcision  method  used  was  not  noted  for  eight  of  the  442  cases  reiHewed 
Chi-square  = 4.14,  1 df  p < 0.05. 


Complication 

Gomco 
(N  = 251 ) 

Plastibell 
(N  = 183) 

Bleed  requiring  suturing 

1 

1 

Bleed  controlled  with  AgNO , 

4 

1 

Excess  dorsal  slit 

1 

0 

Total 

12 

2 

J.  All  complications  noted  following  use  of  Gomco  clamp  or  Plastibell  device.  Method  not 
noted  in  eight  cases.  Chi-square  = 6.5,  I df.  p < 0. 05. 


Complication 

Gomco 
(N  = 251 ) 

Plastibell 
(N  = 183) 

Total  (%  ) 

(N  = 442) 

Bleed 

11  (4.4%) 

2 ( 1.1%) 

13  (2.9) 

Excess  dorsal  slit 

1 (0,4%) 

0 ( 0.0%  ) 

1 (0.2) 

Infection 

8 (3.2%) 

4 (2.2%) 

12  (2.7) 

Ulceration  on  glans 

2 (0.8%) 

0 (0.0%) 

2 (0.5) 

Adhesions 

2 (0.8%) 

0 (0.0%  ) 

2 (0.5) 

Total 

24  (9.6%) 

6 ( 3.3%  ) 

30  (6.8) 

4.  Total  complications  by’  resident  level 

Resident  level 

No  Complication 

Complication 

Total 

1 

2 (5.6%) 

32 

34 

2 

15  (6.8%) 

205 

220 

3 

13  (7,1%) 

170 

183 

Student 

0 (0.0%  ) 

5 

5 

Total 

30  (6.8%) 

412 

442 

residents  performed  220  (49  8%  ) of  the  proce- 
dures, third-year  residents  183  (41.4%  ),  and  first- 
year  residents  34  (7.7%  ).  Medical  students  per- 
formed five  ( 1 . 1 % ) of  the  procedures. 

A total  of  369  (83-5%  ) were  examined  at  some 
time  subsequent  to  the  circumcision.  Two  hundred 
five  infants  (46.4%  ),  1 18  treated  with  the  Gomco 
clamp  and  87  with  the  Plastibell  device,  returned 
for  follow-up  appointments  approximately  1 week 
after  the  procedure.  The  remaining  168  patients 
were  examined  on  other  occasions  in  our  facility 
and  had  the  outcome  of  the  circumcision  recorded 
in  the  chart. 

Immediate  complications  (Fig  2),  defined  as  inci- 
dents occurring  within  6 hours  of  the  procedure 
necessitating  action  by  the  physician,  were  noted  in 
14  cases  (3.4%  ).  Bleeding  requiring  action  to  assure 
hemostasis  occurred  in  1 1 patients  with  the  Gomco 
clamp  and  in  two  patients  with  the  Plastibell  device. 
This  difference  was  statistically  significant  (p  < 
0.05).  Sutures  were  used  to  control  bleeding  in 
eight  of  the  1 4 cases,  and  hemostasis  was  assured  in 
five  cases  by  the  use  of  silver  nitrate.  No  infant  re- 
quired transfusion.  One  patient  required  suturing  to 
close  an  excess  dorsal  slit. 

Infection,  defined  as  the  presence  of  pus  with  or 
without  erythema  at  the  circumcision  site  and 
noted  at  the  time  of  follow-up,  was  observed  in  1 2 
cases  (2.7%  ).  Eleven  cases  were  treated  with  local 
care  and  topical  bacitracin.  In  one  case,  in  which 
the  erythema  had  extended  to  the  base  of  the  penis, 
oral  ampicillin  was  administered.  There  was  no 
statistically  significant  difference  in  the  incidence  of 
infection  when  comparing  the  two  methods.  Tran- 
sient edema  was  noted  in  1 4 cases,  and  mild 
erythema  without  pus  was  noted  in  1 3 cases.  Fever, 
thought  to  be  due  to  unrelated  illness,  was  noted  in 
two  cases  (one  using  the  Plastibell  device,  one  with 
the  Gomco  clamp  );  blood  cultures  were  negative  in 
these  two  cases. 

In  addition  to  bleeding  and  infection,  there  were 
two  (0.5%  ) ulcerations  on  the  glans  which  resolved 
spontaneously.  Adhesions  developed  in  two  cases; 
one  of  these  cases  developed  a significant  phimosis 
since  an  insufficient  amount  of  the  prepuce  had 
been  removed.  This  case  required  urological  con- 
sultation and  a repeat  circumcision  at  a later  date. 

In  three  cases  ( 1.6%  ) the  Plastibell  device  did  not 
spontaneously  fall  off;  in  one  case  the  Plastibell  was 
trapped  proximal  to  the  corona.  The  Plastibell  was 
easily  removed  in  all  three  cases.  There  were  no 
cases  of  injury  of  the  glans,  excessive  removal  of 
skin,  or  urinary  retention. 

The  overall  complication  rate  was  6.8%  (Fig  3). 
Significantly  more  complications  occurred  with  the 
Gomco  clamp  (p  < 0.05),  primarily  because  of  the 
higher  rate  of  bleeding  with  this  technique.  The  dif- 
ferences in  the  rates  of  infection  and  other  com- 
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plications  between  the  two  techniques  were  not 
statistically  significant.  There  was  no  significant  dif- 
ference in  the  rate  of  complications  between  resi- 
dent levels  of  training  ( Fig  4 ). 

Discussion 

Our  complication  rates  for  outpatient  circumcisions 
are  comparable  to  rates  previously  reported  for  in- 
patient procedures.  Complication  rates  of  neonatal 
circumcision  vary  widely  in  the  literature  and 
probably  depend  to  a great  extent  on  how  the  com- 
plications are  defined  and  how  closely  the  cases  are 
scrutinized. 

Our  findings  with  regard  to  bleeding  are  compa- 
rable to  those  of  other  authors.  Gee  and  Ansell  re- 
ported a bleeding  rate  of  1.07%  in  their  large  series 
(15).  However,  only  cases  with  bleeding  between  4 
and  72  hours  after  the  procedure  were  counted;  im- 
mediate bleeding  was  not  tabulated.  Patel  reported 
31%  of  cases  as  having  “slight”  immediate  bleeding; 
4%  had  moderate  bleeding,  and  1%  required  sutur- 
ing (16).  In  his  series,  bleeding  was  more  common 
with  the  Gomco  clamp  than  with  the  Plastibell  de- 
vice. Hovsepian  reported  1 5%  of  neonates  circum- 
cised in  the  delivery  room  shortly  after  birth  as 
having  oozing;  only  0.16%  required  sutures  (17).  In 
Fredman’s  series,  1.2%  of  cases  required  suturing 
(18);  Shulman  reported  0.13%  as  requiring  hospi- 
talization for  bleeding  (19).  In  our  series,  1.8%  re- 
quired suturing. 

Bleeding  was  significantly  more  common  with 
use  of  the  Gomco  clamp  than  with  the  Plastibell  de- 
vice. Since  the  technique  for  circumcision  was  se- 
lected by  the  physicians  without  randomization,  this 
difference  may  have  been  due  to  differences  in  the 
expertise  of  the  resident  or  in  the  populations  of  pa- 
tients compared.  However,  the  level  of  training  of 
the  resident  performing  the  procedure  and  the  age 
of  the  baby  did  not  differ  significantly  in  tbe  two 
groups. 

Our  rather  high  rate  of  noted  infection  may  be 
the  result  of  better  surveillance  than  other  series; 
some  of  the  “infections”  may  have  been  descrip- 
tions of  normally  healing  tissue  in  a contaminated 
environment.  Rates  of  infection  reported  in  the 
literature  range  from  zero  to  8%  (16,17).  Gee  and 
Ansell  cited  an  infection  rate  of  0.42%;  in  their  se- 
ries, infections  were  more  common  with  the  Plas- 
tibell than  with  the  Gomco  device  (15).  Infection 
was  diagnosed  in  2.7%  of  our  cases  and  was  slightly, 
although  not  significantly,  more  common  among  in- 
fants circumcised  with  the  Gomco  clamp.  What 
constitutes  an  infection  after  circumcision  is  an  im- 
portant issue.  Wright  states  that  some  redness  and 
swelling  is  to  be  expected  as  part  of  the  foreign- 
body  reaction  accompanying  the  use  of  the  Plas- 
tibell ( 20 ). 

Our  data  on  late  complications  are  less  reliable 


than  for  immediate  complications.  Because  follow- 
up was  incomplete,  it  is  difficult  to  choose  the  ap- 
propriate denominator  for  analysis.  The  follow-up 
complication  rate  of  7.8%  among  the  205  infants  re- 
turning within  1 week  is  probably  inflated.  Dramatic 
complications  in  those  children  who  were  not  sub- 
sequently seen  are  probably  unlikely;  most  of  our 
patients  would  have  of  necessity  used  the  county 
hospital  system  for  any  medical  problems,  and  their 
visits  would  have  been  detected  in  our  chart  re- 
view. However,  some  of  those  lost  to  follow-up  may 
have  moved  out  of  the  area  or  had  milder  or  more 
subtle  complications  that  were  not  noted.  For  ex- 
ample, meatal  ulceration,  sometimes  resulting  in 
meatal  stenosis,  is  a common  late  complication  of 
circumcision  (21)  and  may  have  been  incompletely 
diagnosed  in  our  series. 

The  incidence  of  late  complications  of  circumci- 
sion has  never  been  documented  by  systematic 
follow-up  examination.  Even  the  actual  effectiveness 
of  circumcision  ( ie,  removal  of  a sufficient  amount 
of  foreskin)  is  not  well  documented.  Inadequate  re- 
moval of  the  prepuce  occurs  in  some  cases  (22). 
Prospective  studies  would  be  needed  to  determine 
the  long-term  effectiveness  of  neonatal  circum- 
cision and  incidence  of  late  complications  of  the 
procedure. 

Conclusions 

The  true  complication  rates  of  infant  circumcision 
are  not  really  known  because  no  prospective  well- 
designed  studies  have  been  performed.  Our  study  of 
outpatient  procedures — like  previously  published 
studies  of  inpatient  infant  circumcision — is  retro- 
spective and  thus  limited  in  its  detection  of  com- 
plications. However,  the  retrospective  data  available 
suggest  that  infant  circumcision  performed  in  an 
ambulatory  setting  is  as  safe  as  procedures  done  in 
hospitals.  In  addition,  use  of  the  Gomco  clamp  may 
be  associated  with  a higher  rate  of  immediate  bleed- 
ing complication  than  use  of  the  Plastibell  device. 
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This  report  describes  parasitic  infections  recorded 
from  April  1984  to  December  198'^  in  refugees 
using  sert’ices  of  the  Fort  Worth-Tarrant  County 
Public  Health  Departttient  Infections  with  1,601 
parasitic  infections  were  documented  in  824  labo- 
ratory specimens  obtained  from  refugees.  As- 
cariasis  and  giardiasis  were  more  prevalent  than 
other  parasitic  infections.  The  highest  attack  rates 
occurred  in  refugees  from  Cambodia  ( ~’0. 0% ), 

Laos  (69.7% ),  and  Vietnam  (54.3% ).  Infonnation 
from  this  study  supports  published  data  on  high 
attack  rates  and  endemicity  of  infections  in  refu- 
gees from  Southeast  Asia  Continued  surveillance 
and  treatment  of  these  refugees  should  improve 
their  health  conditions  and  prevent  the  develop- 
ment of  endemic  foci  in  the  United  States. 

KET  WORDS:  PARASITES,  REFUGEES,  INFECTIONS 


Virtually  every’  parasitic  disease  known  to  man 
has  been  diagnosed  in  the  United  States  in 
the  past  few  years  ( 1 ),  although  intestinal 
nematodes  other  than  pinworms  are  often  thought 
of  in  this  country  as  unimportant  or  exotic.  ITiis  be- 
lief is  no  longer  the  case  because  of  recent  immigra- 
tion of  refugees  to  the  Ignited  States  from  areas  of 
the  world  where  intestinal  parasites  are  endemic. 

Information  on  the  prevalence  of  parasitic  agents 
in  stools  of  refugees  in  the  United  States  is  scanty 
(2).  Frequency  varies  significantly  from  one  geo- 
graphic area  to  another.  Parasitic  agents  are  en- 
demic in  most  developing  tropical  areas  of  the 
world  and  many  refugees  from  those  areas  are  often 
infected  ( 3 ) The  recent  influx  of  refugees  from  in- 
fected tropical  areas  into  the  US  has  necessitated  pe- 
riodic examinations  of  data  gathered  on  refugees. 
This  is  essential  to  avoid  the  establishment  of  new 
foci  of  infections  in  this  country'. 

From  April  198-4  to  December  1987,  stool  speci- 
mens submitted  by  refugees  seeking  medical  care  at 
the  Fort  Worth-Tarrant  County  Public  Health  De- 


partment were  checked  for  ova  and  parasites.  The 
objectives  of  the  screening  were  threefold:  (a)  to 
determine  the  prevalence  of  parasitic  infections 
among  the  refugee  population;  (b)  to  determine  the 
major  pathogenic  agents  that  commonly  infected 
the  refugee  population;  and  (c)  to  identify  the 
major  refugee  population  groups  accounting  for  the 
highest  cases  of  parasitic  infections  in  Fort  Worth. 

All  stool  specimens  from  the  refugee  population 
received  at  the  parasitology  laboratory  of  the  Fort 
Worth-Tarrant  County  Public  Health  Department 
between  April  1,  1984,  and  Dec  31,  1987,  were 
screened  for  presence  of  parasites  using  direct  wet 
mounts  (saline  and  iodine  preparation)  (4),  for- 
malin-ethyl acetate  concentration  (Trend  ScientiJic, 
Inc  (Fekal-Trate  System],  St  Paul,  Minn),  and  tri- 
chrome staining  methods  (Trend  Scientific,  Inc 
[ Fekal-Trichrome  Stain],  St  Paul,  Minn). 

A refugee  was  defined  as  any  person  who  legally 
entered  the  US  as  part  of  a plan  developed  by  a fed- 
erally approved  resettlement  agency  in  accordance 
with  the  “Refugee  Act  of  1980”  (PL  96-96-212)  (5). 
The  refugees  were  mainly  from  Asia  ( Cambodia, 
1-aos,  Vietnam,  Afghanistan,  Philippines),  Africa 
(Ethiopia),  Eastern  Europe  (Poland),  and  the  Middle 
East  ( Iran ). 

For  a refugee  to  be  eligible  for  parasitologic 
screening  for  ova  and  parasites,  one  or  more  of  the 
following  symptoms  were  required:  (a)  gastroin- 
testinal symptoms  (abdominal  bloating  or  disten- 
tion, excessive  passage  of  gas,  unusual  constipation, 
loose  stools  or  diarrhea,  abdominal  cramping,  blood 
in  the  stools,  mucus  in  stools,  and  vomiting);  and 
(b)  systemic  symptoms  (fever,  chills)  and  marked 
loss  of  appetite. 

If  any  of  these  symptoms  were  present  in  a refu- 
gee, a stool  specimen  was  collected  from  the  pa- 
tient and  submitted  for  laboratory  analysis.  We  also 
examined  stool  specimens  of  each  infected  person’s 
family  or  household  members.  All  patients  with 
parasites  were  treated  according  to  the  clinic’s  pro- 
tocol ( Fig  1 ).  Patients  were  retested  2 to  6 weeks 


I Treatment  for  parasites  in  the  Fort  Worth  refugee  program. 


Parasite 

Drug 

Dose 

Ascaris  lumbricoides 

Mebendazole  (Vermox) 

100  mg  twice  daily  for  3 days 

Trichuris  trichuria 

Mebendazole  (Vermox) 

1 00  mg  twice  daily  for  3 days 

Hookworms 

Mebendazole  (Vermox) 

100  mg  twice  daily  for  3 days 

E eermicularis 

Mebendazole  (Vermox) 

100  mg  single  dose  (repeat  after  2 weeks) 

Ciardia  lamblia 

Metronidazole  (Flagyl) 

250  mg  three  times  daily  for  5 days  (adults) 

5 mg/kg  three  times  daily  for  5 days  ( children  ) 

Entamoeba  histolytica 

Metronidazole  ( Flagyl ) 

750  mg  three  times  daily  for  10  days  (adults) 

1 5 mg/kg  three  times  daily  for  1 0 days  ( children  ) 

Strongyloides  stercoralis 

Thiabendazole  ( Mintezol ) 

500  mg  twice  daily  for  2 days  ( chewable  ) 

Clonorchis  sinensis 

Praziquantel  (Biltricide) 

25  mg/kg  three  times  daily  for  1 day 

Metagonimus  yokogawai 

Praziquantel  (Biltricide) 

25  mg/kg  three  times  daily  for  1 day 

Hymenolepis  nana 

Praziquantel  ( Biltricide ) 

25  mg/kg  three  times  daily  for  1 day 

Easciola  species 

Praziquantel  ( Biltricide ) 

25  mg/kg  three  times  daily  for  1 day 

Taenia  species 

Praziquantel  (Biltricide) 

20  mg/kg  three  times  daily  for  1 0 days 
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after  initial  treatment  and  if  still  found  to  be  harbor- 
ing parasites,  they  were  treated  until  they  became 
totally  free  of  the  organisms. 

Results 

From  April  1,  1984,  to  Dec  31,  1987,  1,371  stool 
specimens  were  obtained  from  refugees  who  met 
the  eligibility  criteria  for  inclusion  into  the  study. 
The  total  number  of  positive  specimens  was  824 
(60.1%  ).  Four  hundred  forty-one  (32.2%  ) were 
negative  for  parasites  and  106  (7.7%  ) were  un- 
satisfactory ( due  to  age  or  insufficient  quantity ). 

In  general  there  was  a steady  increase  in  the  num- 
ber of  specimens  submitted  and  the  number  of  posi- 
tive specimens  identified,  from  1984  to  1986.  Of 
the  48  specimens  examined  in  1984,  9 (18.7%  ) 
were  positive,  36  (75.0%  ) negative,  and  3 (6.3%  ) 
unsatisfactory.  In  1985,  203  stool  specimens  were 
submitted;  121  (59.6%  ) were  positive,  81  (39. 9%  ) 
negative,  and  1 (0.5%  ) unsatisfactory  . In  1986,  the 
number  of  stool  specimens  quadrupled;  76 1 were 
submitted;  523  (68.7%  ) were  positive,  174  (22.9%  ) 
negative,  and  64  ( 8.4%  ) unsatisfactory.  In  1 987, 
however,  the  number  of  specimens  submitted  de- 
creased substantially;  only  359  specimens  were  re- 
ceived by  the  parasitology'  laboratory.  Of  this 
number,  171  (47.6%  ) were  positive,  150  (41.8%  ) 
were  negative,  and  38  ( 10.6%  ) were  unsatisfactory 
(Fig  2).  Of  the  total  824  positive  specimens,  449 
(54.5%  ) had  multiple  infections,  and  375  (45.5%  ) 
had  single  infections.  The  decrease  in  total  speci- 
mens submitted  was  due  to  a decrease  in  the  num- 
ber of  refugees  coming  to  Fort  Worth. 

From  the  824  positive  stool  specimens  submitted, 
1,601  parasites  were  identified:  783  protozoa  and 
818  helminths.  Pathogenic  intestinal  protozoa 
{Giardia  lamblia  and  Entamoeba  histolytica)  ac- 
counted for  23  3%  ( 182/783)  of  all  protozoa  iso- 
lates while  non-pathogenic  parasites  including 
Blastocystis  hominis  and  Dientamoeba  fragilis  ac- 
counted for  76.8%  (601/783)  of  all  parasites  identi- 
fied. Pathogenic  helminths  accounted  for  53.7%  ( 
431/818)  of  all  helminths,  the  remainder  consisted 
of  non-pathogenic  species  ( Fig  3 ).  Entamoeba  his- 
tolytica occurred  more  commonly  in  refugees  from 
Cambodia  (9.4%  ) than  in  those  from  Vietnam 
(5.6%  ) and  Laos  (3  9%  ).  Giardia  lamblia  occurred 
more  frequently  in  persons  from  Cambodia  ( 1 9 8%  ) 
than  in  those  from  Laos  ( 9.6%  ) and  Vietnam 
(8. 1%  ).  On  the  other  hand,  triehuriasis  occurred 
more  commonly  in  persons  arriving  from  Vietnam 
(27.8%  ) than  in  those  from  Laos  ( 16.0%  ) and  Cam- 
bodia ( 3.6%  ) (Fig  3).  About  equal  amounts  of  hook- 
worms were  detected  in  the  stool  of  refugees  from 
Vietnam  (21.8%  ) and  Cambodia  (25.5%  ).  The 
prevalence  of  hookworm  infections  in  Laotian  refu- 
gees was  half  ( 1 1.2%  ) that  detected  in  refugees 
from  Vietnam  and  Cambodia.  Ascariasis  was  de- 


2.  Comparison  of  stool  specimens.  Fort  Worth  Tarrant  County 
Public  Health  Department  clinic,  198-t- 198~^. ' 


Totals 


' Only  9 months  of  data  shown  in  198-t 


J.  Distribution  of  intestinal  parasites  in  l,2~'l  stool  specimens 
examined  in  the  Fort  Worth  Tarrant  County  Public  Health 
Department  Clinic.  198-i— 198~'  Parasites  were  found  in  824 
specimens. 


Parasite 

Number 

% Positive 

Protozoa: 

Nonpathogenic 

600 

■’2,8 

Pathogenic: 

Giardia  lamblia 

128 

15  5 

Entamoeba  histolytica 

54 

66 

Dientamoeha  fragilis 

1 

0.1 

Helminths: 

Nematodes 

Trichuris  trichiura 

162 

19.^ 

Hookworm 

15^ 

19  1 

Ascaris  lumbricoides 

109 

13.2 

Strongyloides  stercoralis 

99 

12.0 

Enterobius  vermicularis 

3 

0 4 

Trematodes: 

Clonorchis  sinensis 

229 

X 

r 

Easciola  species 

2 

0 2 

Metagonimus  yokogawai 

1 

0 1 

Cestodes: 

Hymenolepis  nana 

50 

6 1 

Taenia  species 

6 

()■’ 
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tected  between  four  to  six  times  more  commonly  in 
stool  specimens  obtained  from  persons  arriving  from 
Vietnam  (26.5%  ) than  in  those  arriving  from  Laos 
(6.3%  ) or  Cambodia  (4.7%  ) (Fig  4).  Strongyloides 
stercoralis  was  detected  more  ( 17.7%  ) from  the 
stools  of  refugees  from  Cambodia  than  in  the  stools 
of  persons  from  Laos  (9.1%)  and  Vietnam  ( 7.3%  ). 
Overall,  however,  the  highest  attack  rates  for  these 
pathogenic  infections  occurred  among  refugees 
from  Cambodia  (70.0%  ),  Laos  (69.7%  ),  and  Viet- 
nam ( 54.3%  ) (Fig  5). 

Treatments  for  the  various  parasitic  infections 
were  undertaken  with  various  antiprotozoa  and 
antihelminthic  agents  as  specified  in  Fig  1 . 

If  any  family  member  of  a patient  was  found  to 
have  one  or  more  nematodes,  the  stools  of  all  other 
family  members  were  examined.  Follow-up  stool 
examinations  were  performed  within  2 to  6 weeks 
after  initial  treatment.  If  the  patient  had  parasites, 
treatments  were  resumed  until  the  patient’s  stool 
was  negative.  This  approach  was  necessary  since 
our  goal  was  total  elimination  of  the  parasites  from 
each  host. 

Mebendazole  (Vermox)  was  used  in  the  treat- 
ment for  all  the  intestinal  nematodes  except  strong- 
yloides. This  drug  was  also  used  in  the  treatment  for 
trichuris  and  pinworms;  Mintezol  (thiabendazole) 


4 Distribution  of  significant  intestinal  parasites  among  three 
groups  of  refugees  using  the  Fort  Worth  Tarrant  County  Public 
Health  Department  clinic.  1984- 19S~’ 


Parasite 

Laos 

(%) 

Cambodia 

(%) 

Vietnam 

(%) 

Protozoa: 

Entamoeba  histofi’tica 

3.9 

9.4 

5.6 

Giardia  lamblia 

96 

198 

8 1 

Nematodes: 

Trichuris  trichiura 

16  0 

3.6 

27.8 

Hookworm 

112 

25.5 

21.8 

Ascaris  lumbricoides 

6.3 

4.7 

26.5 

Strongyloides  stercoralis 

9 1 

17.7 

7.3 

Cestode: 

Taenia  species 

12 

— 

— 

Hymenolepis  nana 

18 

13  5 

0.4 

Trematode. 

Clonorchis  sinensis 

40.9 

5.7 

2.6 

5.  Percentage  of  positive  stools  among  Asian  refugees  using  the 
Fort  Worth  Tarrant  County  Public  Health  Department  clinic, 
1984-1987. 


Asian  Refugees 

Total 

Number  of 

Positives 

Attack  Rates 

l.aos 

519 

362 

69.7 

Vietnam 

455 

247 

54.3 

Cambodia 

210 

147 

70.0 

Other 

81 

68 

84.0 

was  used  for  strongyloides;  Flagyl  (metronidazole) 
for  Giardia  lamblia  and  Entamoeba  histolytica-, 
and  Biltricide  (praziquantel)  for  Clonorchis  sinen- 
sis. Patients  with  Blastocystis  hominis  were  not 
treated. 

Discussion 

From  April  1,  1984,  to  Dec  31,  1987,  1,371  stool 
specimens  were  obtained  from  refugees  using  clinic 
services  at  the  Fort  Worth  Tarrant  County  Public 
Health  Department.  These  refugees  were  from  Asia 
(Vietnam,  Cambodia,  Laos,  Afghanistan),  Africa 
(Ethiopia),  Eastern  Europe  (Poland),  and  the  Middle 
East  (Iran).  Over  93%  of  the  specimens  came  from 
refugees  from  Asia.  These  refugees  were  infested 
with  various  species  of  pathogenic  protozoa  and 
helminth  species. 

Although  over  30  species  of  protozoa  and  hel- 
minths parasitize  the  human  intestine,  only  seven 
intestinal  parasitic  infections  have  global  distri- 
bution and/or  are  serious  pathogens.  They  include 
amebiasis,  giardiasis,  taeniasis,  ascariasis,  hookworm 
infections,  trichuriasis,  and  strongyloidiasis 
( 3,6- 1 1 ). 

Amebiasis  is  known  to  cause  a major  health  prob- 
lem in  China,  Mexico,  eastern  and  southern  Amer- 
ica, western  and  southern  Africa,  and  the  whole  of 
Southeast  Asia.  This  disease  affects  from  less  than 
5%  to  over  50%  of  the  population  in  these  areas 
( 3,6,8, 11).  The  prevalence  rate  for  this  disease  in 
the  Fort  Worth  Tarrant  County  Public  Health  De- 
partment Refugee  Screening  Program  was  3-4% . 

The  prevalence  rates  for  giardiasis  range  from  less 
than  1 % to  more  than  50%  depending  on  the  geo- 
graphic origin  of  the  population,  environmental 
control  activities,  and  exposure  frequency.  Accord- 
ing to  the  World  Health  Organization  (WHO), 
prevalence  rates  of  Giardia  in  the  developing  coun- 
tries range  from  8%  — 20%  in  South  America,  the  Ca- 
ribbean, Africa,  the  Middle  East,  and  Southeast  Asia 
( 1,3, 7,8,1 1 ).  The  prevalence  rate  for  Giardia  within 
the  refugees  examined  in  Fort  Worth  was  8.0% . 

With  respect  to  taeniasis,  the  prevalence  rate  in 
Latin  American  countries  is  about  1%  in  the  general 
population.  Taeniasis  is  also  common  in  some  parts 
of  Africa  and  non-Islamic  Southeast  Asia  ( 1,3,1 1 ). 
The  refugees  in  the  Fort  Worth  screening  program 
showed  a prevalence  of  0.4% . 

Ascariasis  is  widespread  throughout  the  world. 
The  countries  where  ascariasis  has  been  reported  to 
affect  more  than  50%  of  the  local  population  in  the 
past  1 0 years  were  Afghanistan,  Bangladesh,  Brazil, 
China,  Colombia,  India,  Indonesia,  Iran,  Kenya,  Ma- 
laysia, Mexico,  Peru,  Philippines,  Tanzania,  Turkey, 
and  Vietnam.  It  is  estimated  that  between  800  mil- 
lion and  1.3  billion  persons  are  infected  (1,9,11); 
however,  in  the  Fort  Worth  refugee  program  the 
prevalence  rate  was  6.8% . 
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There  are  an  estimated  700-900  million  people 
throughout  the  world  with  trichuriasis  and  hook- 
worm infections  ( 1,2, 8,1 1 ).  In  many  countries,  the 
prevalence  is  above  90% ; however,  in  many  areas 
where  infection  is  endemic,  the  intensity  of  infec- 
tion remains  low  ( 3 ).  In  the  Fort  Worth  program 
the  prevalence  rates  for  trichuriasis  and  hookworm 
were  10.1%  and  9.8%,  respectively. 

Strongyloidiasis  shows  an  uneven  global  distri- 
bution, with  some  areas  showing  very  high  preva- 
lence rates  (above  10%  of  the  general  population), 
while  others  show  less  than  1%  ( 1,2,1 1 ).  The  refu- 
gee program  in  Fort  Worth  showed  a 6.2%  preva- 
lence rate. 

The  data  from  other  studies  show  that  broad- 
spectrum  antihelminthics  such  as  mebendazole 
have  few  side  effects  and  therefore  can  be  used 
effectively  in  treating  even  light  or  asymptomatic  in- 
fections. The  intent  of  treating  light  or  asymptom- 
atic infections  in  this  study  was  simply  to  totally 
eliminate  the  parasite,  thus  ensuring  that  no  focus  of 
the  disease  is  established  through  food  handling  by 
the  infected  individuals. 

Our  data  clearly  support  previously  published  re- 
ports of  Southeast  Asian  populations  having  a high 
incidence  of  parasitic  infection.  Continued  sur- 
veillance and  treatment  will  improve  individual 
health  in  the  refugee  population  and  prevent  en- 
demic reservoirs  from  developing  in  the  US.  Failure 
to  continue  with  good  surveillance  and  treatment 
efforts  in  the  refugee  populations  would  be  a denial 
of  the  fact  that  we  all  live  in  a “wormy  world”  (12) 
where  man  is  both  the  diner  and  dinner  at  a com- 
mon feast.  Despite  our  sophisticated  living,  we  in 
the  US  are  no  exception  to  this  rule  ( 1 ). 

In  Texas,  where  many  refugees  have  settled  since 
1984,  the  soil  and  climatic  conditions  are  suitable 
for  these  parasites  to  survive.  Given  that  many  of 
these  refugees  live  in  crowded  and  less  than  sani- 
tary conditions,  transmission  of  the  infections 
within  households  will  eventually  spill  over  into  the 
general  community'  where  many  of  these  individuals 
find  jobs  within  the  food  service  industry'.  Diagnosis 
and  treatment  of  entire  household  members  is  the 
key  to  effective  control  and  prevention  of  these 
parasites  from  spreading  to  the  general  community. 
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Kelsey-Seybold  Clinic,  P.A.  in  Houston,  Texas,  an  interna- 
tionally recognized  multi-specialty  group  practice  with  a rap- 
idly expanding  primary  care  group  seeks  to  employ  highly 
qualified  candidates  to  join  "Our  Team."  You  will  be  provided 
with  the  latest  equipment,  facihties  and  ancillary  persoimel. 
Our  reputation  is  based  upon  well-trained  and  experienced 
physicians,  quahty  medical  care,  and  a strong  fee-for-service 
practice.  Current  openings  include: 

Orthopedics 
Family  Practice 
Internal  Medicine 
Radiology 
OB/GYN 
Urology 
Allergy 

Send  your  letter  and  CV  in  confidence  to: 

Sandra  Vega 

Physician  Recruitment  Services 
Kelsey-Seybold  Clinic,  P.A. 

1709  Dryden,  18th  Floor 
Houston,  Texas  77030 

Kelsey-Seybold  Clinic,  PA.  is  an  equal  opportunity  employer 
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to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 
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I Right  place,  right  time: 

Nancy  Dickey  wins  the  AMA 


Nancy  Dickey,  MD,  Richmond,  is  the  first  woman 
elected  to  the  AMA  Board  of  Trustees 


Nancy  Dickey,  MD,  is  no  less  a pioneer 
than  a physician.  She  was  the  first  re- 
cipient of  the  Distinguished  Alumna 
Award  from  The  University  of  Texas 
Medical  School  at  Houston.  She  was  one 
of  the  first  three  recipients  of  the  Out- 
standing Young  Stephen  F.  Austin  (Uni- 
versity) Ex  Award.  She  was  the  first 
woman  to  serve  on  the  American  Medi- 
cal Association’s  Judicial  Council  Fi- 
nally, in  a widely  publicized  victory, 
she  recently  became  the  first  woman 
elected  to  the  American  Medical  Asso- 
ciation’s powerful  Board  of  Trustees. 

While  she  acknowledges  the  historic 
significance  of  the  election  of  a woman 
as  a trustee.  Dr  Dickey  minimizes  her 
individual  clout  “It  was  inevitable  that 
as  more  women  became  active  in  the 
AMA  there  would  be  a woman  on  the 
board,  ’’  the  Richmond,  Tex,  family  phy- 
sician says.  “We’ve  had  some  very  artic- 
ulate and  knowledgeable  leaders.  / just 
happened  to  be  lucky  enough  to  be  in 
the  right  place  at  the  right  time.  And, 
had  it  not  been  me  this  year,  it  would 
have  been  somebody  else  next  year.  I 
have  no  doubt  that  it  won’t  be  long  be- 
fore being  a woman  on  the  Board  of 
Trustees  is  not  newsworthy.  ’’ 

But  for  now,  it  is  newsworthy,  and  in 
this  article.  Dr  Dickey  discusses  the 
issues  facing  the  profession  in  the  com- 
ing decade  and  the  role  she  will  play  in 
influencing  the  resolution  of  those 
issues. 


Nancy  Wilson  Dickey’s  small  stat- 
ure and  youth,  not  to  mention  her 
gender,  belie  her  lofty  standing  in 
the  male-dominated  medical  profession. 
Dr  Dickey  stands  tall  on  a base  of  im- 
pressive credentials  that  she  built  up  dur- 
ing 1 2 years  as  a member  of  organized 
medicine.  But  she  reached  new  heights 
last  spring  when  she  became  the  first 
woman  member  of  the  American  Medical 
Association’s  Board  of  Trustees.  A nomi- 
nee of  the  American  Academy  of  Family 
Physicians,  Dr  Dickey  was  the  only  fe- 
male candidate  in  a field  of  seven  candi- 
dates for  four  seats  on  the  prestigious 
board. 

She  is  an  active  volunteer  for  orga- 
nized medicine  who  has  been  in  training 
for  leadership  since  joining  the  federa- 


tion in  1977.  “I  got  involved  in  organized 
medicine  as  a resident — frankly,  quite 
unaware  of  the  opportunities  that  would 
come  my  way,”  Dr  Dickey  says.  “It 
opened  my  eyes  tremendously  to  the  ex- 
tent of  medicine  that  goes  on  beyond 
what  they  teach  you  in  medical  school.  It 
was  exciting  to  have  an  opportunity  to 
have  even  a tiny  impact  on  decisions  that 
were  made  for  the  whole  profession.  So, 
I’ve  been  involved  since  that  time.” 

At  the  state  level.  Dr  Dickey  has  served 
as  chairman  of  Texas  Medical  Associa- 
tion’s Physician  Advocacy  Committee,  a 
member  of  the  House  of  Delegates,  and 
as  vice  president. 

Her  involvement  with  the  AMA  began 
when  she  joined  the  Resident  Physicians 
Section.  As  a resident  she  also  was  a 
member  of  the  AMA  Council  on  Medical 
Service.  In  1979  she  participated  in  the 
Ad  Hoc  Committee  on  Women  in  Orga- 
nized Medicine. 

In  1980,  at  age  30,  she  became  the  first 
woman  and  youngest  physician  ever  ap- 
pointed to  the  Council  on  Ethical  and  Ju- 
dicial Affairs,  which  she  later  chaired.  She 
gained  national  celebrity  when  she  be- 
came the  council’s  public  spokesperson 
on  the  controversial  issue  of  withdrawal 
of  life  support  systems.  After  months  of 
wrestling  with  the  issue  in  the  council’s 
meetings.  Dr  Dickey  was  remarkably 
composed  in  front  of  the  national  news 
media.  “By  the  time  we  came  to  a con- 
sensus that  we  could  say  represented 
what  we  thought  was  best  for  medicine 
and  best  for  our  patients,  1 was  remark- 
ably more  comfortable  with  the  issue 
than  I would  have  been  if  someone  had 
just  handed  me  the  statement,  of  course,” 
she  says.  “I  think,  too,  being  in  a family 
practice  and  dealing  with  a variety  of  pa- 
tients and  perhaps  being  a mother  and 
putting  myself  in  peoples’  positions  with 
children  and  parents  helped.” 

Dr  Dickey  now  will  represent  the  pro- 
fession as  it  is  stands  on  the  brink  of  a 
new  decade  that  holds  still  more  chal- 
lenges. Among  the  issues  on  the  horizon, 
she  says,  are  finding  ways  to  provide 
health  care  to  the  uninsured  and  a move- 
ment towards  mandated  employer  cover- 
age. She  also  predicts,  “We’ll  again  tackle 
the  issue  of  national  health  insurance  be- 
cause of  the  tremendously  escalating  cost 
of  care.” 

In  approaching  these  issues.  Dr  Dickey 
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follows  one  guiding  principal.  “It’s  vcr\’ 
important  that  we  re  not  centered  only 
on  the  bottom  line.  ITie  citizens  of  this 
country  need  to  understand  what  they’re 
purchasing  and  what  they’re  giving  up. 
There’s  a difference  between  buying  at 
Neiman-Marcus  or  Foley’s  or  K-Mart.  As 
long  as  you  know  what  you’re  buying,  it’s 
perfectly  satisfactory  to  choose  any  one 
of  those.  We’re  probably  in  the  midst  of  a 
change  that  started  1 0 to  15  years  ago, 
and  I suspect  that  the  next  decade  will 
continue  to  hold  new  and  varied  options” 

In  addition  to  payment  systems,  the 
90s  will  pose  the  dilemma  of  finding  a 
sufficient  number  of  talented  applicants 
for  available  positions  in  medical  schools. 
Technological  advances  will  spawn  legis- 
lative, judicial,  intraprofessional,  and  ethi- 
cal debates.  Dr  Dickey  said.  “Certainly, 
the  profession  has  many  decades  left  to 
deal  with  all  of  the  problems  brought 
about  by  HW,”  she  adds. 

National  issues,  especially  those 
related  to  payment  mechanisms,  are 
uniquely  important  to  Texans,  Dr  Dickey 
says.  “I  think  we’ve  been  a little  slower 
than  other  parts  of  the  country'  in  acquir- 
ing some  of  these  (alternative  payment 
systems ),’’  she  explained.  “A  great  many 


parts  of  Texas  haven’t  had  many  health 
maintenance  organizations,  and  large 
portions  of  Texas  physicians  are  just  now 
being  forced  economically  to  deal  with 
preferred  provider  organizations.  We,  of 
course,  are  one  of  the  epitomes  of  rural- 
urban  differentials.  So  all  of  these  na- 
tional issues  are  very  uniquely  repre- 
sented here  in  Texas.  We  could  be 
perhaps  the  role  model  for  the  rest  of  the 
nation  in  many  ways.” 

Dr  Dickey  believes  that  as  Texas  and 
the  nation  face  these  issues,  organized 
medicine  can  help  make  change  as 
painless  as  possible.  The  AMA  is  espe- 
cially effective  in  the  legislative  arena. 
“Obviously,  organized  medicine  is  the 
best  choice  for  interaction  with  the  legis- 
lative process,”  she  said.  “It  can  speak  for 
large  groups  of  physicians  in  an  orga- 
nized manner.  It  can  help  physicians 
understand  the  legislative  issues  that  will 
be  discussed,  and  therefore  it  can  lead  to 
the  most  productive  outcome.  But,  that 
process  is  frustrating  because  it’s  slow. 
Our  lobbying  efforts,  our  representation 
to  the  legislators,  is  only  one  small  part 
of  what  lawmakers  hear.  And,  it’s  impera- 
tive that  we  maintain  our  integrity,  that 
we  keep  our  arguments  on  a rational, 


logical  level,  supported  by  facts  and  fig- 
ures, so  that  ultimately  the  legislature 
will  turn  to  us,  rather  than  being  .swept 
along  with  a mass  of  other  lobbyists.” 

Dr  Dickey  emphasized  that  organized 
medicine  is  the  only  hope  for  a united 
profession.  “It  is  the  best  solution  for 
bringing  together  the  tremendously  var- 
ied groups  that  together  make  up  the 
house  of  medicine,”  she  said.  ‘Toung 
physicians  look  at  their  profession  some- 
what differently  than  do  more  experi- 
enced physicians.  One  group  of  specialists 
looks  at  an  issue  from  a totally  different 
point  of  view  than  their  comrades  in  a 
different  specialty.  There  must  be  a place 
for  these  people  to  sit  down  and  negoti- 
ate the  best  stance  for  our  patients  and 
our  profession  as  opposed  to  our  individ- 
ual niche.” 

“Organized  medicine  has  recognized 
recently  that  in  addition  to  talking  among 
ourselves  and  representatives  of  govern- 
ment, we  must  have  a dialogue  with  busi- 
ness more  than  we  have,  and  with  the 
general  population,”  Dr  Dickey  adds. 
“From  the  county  medical  society'  level 
to  the  American  Medical  Association  and 
the  national  specialty  societies,  medicine 
is  making  an  overt  effort  to  be  sure  that 


High  energy  wife  and  mom  of  the  90s 


Although  Dr  Dickey  seems  to  move 
ahead  with  her  eyes  clearly  focused  on  a 
long-range  goal,  she  claims,  “I  live  pretty 
much  day  by  day,  trying  to  get  through 
the  agenda  for  the  day.”  And,  those  days 
can  be  hectic  as  the  mother  of  three  bal- 
ances obligations  to  her  family  and  her 
profession. 

“My  family  is  a great  deal  of  my  relaxa- 
tion time,”  she  says.  Dr  Dickey  pursues 
parenthood  with  the  same  zeal  that  char- 
acterizes her  approach  to  medicine. 
Many  family  times  center  around  sports. 
She  has  coached  a youth  soccer  league, 
and  she  and  the  children  are  avid  fans  of 
the  high  school  football  team  her  hus- 
band Franklin  ( Champ ) Dickey  coaches. 
And,  the  family  tries  to  schedule  at  least 
one  snow  skiing  trip  a year. 


The  children  are  daughters  Danielle, 

1 3,  and  Elizabeth,  8,  and  son  Wilson,  1 1 . 
(She  says,  “I  had  one  in  medical  school, 
one  in  my  residency,  and  one  in  practice. 
I can’t  make  any  more  major  life 
changes!”)  “They’re  just  typical  kids,”  Dr 
Dickey  says.  “Fortunately,  they’re  quite 
understanding.  They’ve  each  gone 
through  their  times  of  wondering  why 
Mom  travels,  obviously.  But,  there  are 
some  pluses  for  them,  as  well.  I try  to 
take  them  on  a good  many  trips.  It’s  won- 
derful one-on-one  time  to  have  just  one 
child  with  you.  They’ve  gotten  to  go 
places  that  other  kids  obviously  haven’t 
experienced.  And,  it’s  something  you 
have  to  weigh  back  and  forth  in  terms  of 
where  the  scream  for  time  is  the  loudest.” 

Dr  Dickey  credits  her  husband  with 


giving  her  the  encouragement  that 
cinched  her  decision  to  enter  medical 
school.  After  a high  school  counselor 
told  her  that  a woman  couldn’t  be  a wife 
and  a mother  and  a doctor.  Dr,  Dickey 
majored  in  p.sychology  and  sociology’  in 
college.  “But,  I worked  my  way  through 
school  as  a nurses’  aide,  and  every  sum- 
mer in  the  hospital  discovered  that  I 
really  liked  that  environment.”  She  con- 
tinued to  suppress  the  dream  of  being  a 
doctor  while  spending  a year  in  graduate 
school  studying  psychology'.  Finally, 
Coach  Dickey  stepped  in.  “He  basically 
said,  ‘Listen,  if  that’s  what  you  want  to  do, 
go  for  it.’  So  a dream  that  really  never 
had  died  was  rekindled — it  took  .some- 
body else  blowing  on  the  flame  to  get  it 
going.  And,  here  1 am.” 
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the  populace  in  general  understands  the 
complexity  of  payment  issues,  of  medical 
technology,  even  of  rationing,  that  might 
impact  them.” 

As  a trustee.  Dr  Dickey’s  primary  role 
in  achieving  the  goals  of  medicine  will  be 
in  representing  the  profession  to  law- 
makers and  the  public.  “Depending  on 
the  issue,  there  virtually  always  is  a rep- 
resentative of  the  AMA — quite  often  a 
member  of  the  Board  of  Trustees — to 
participate  in  hearings  and  educating  leg- 
islators about  the  specific  point  of  view 
of  medicine,”  she  said.  “The  board  has 
tremendous  opportunities — in  fact, 
more  opportunities  than  there  are  man 
hours — to  present  items  of  interest  to 
the  public.  Some  of  that  is  through  the 
press,  and  a great  deal  of  it  is  through  in- 
dividual appearances  at  meetings  of  ser- 
vice organizations  and  business  groups.” 

The  board  members  are  effective  in 
this  capacity  because  they  assume  the 
prestige  of  the  entire  organization,  she 
believes.  “Trustees  are  on  a level  with 
the  executive  management  of  large  cor- 
porations, so  audiences  perhaps  give 
AMA  trustees  a better  ear  than  they 
would  their  doctor  next  door,  or  the 
doctor  from  their  clinic.” 

Of  course,  in  addition  to  these  tradi- 
tional activities.  Dr  Dickey  can  make  a 
unique  contribution  to  the  image  of 
medicine.  “1  think  that  being  somewhat 
younger  than  the  average  trustee,  1 can 
demonstrate  both  to  women  physicians 
and  young  physicians  that  the  AMA  is 
their  organization.  1 think  that’s  impera- 
tive. We  have  historically  spoken  for  the 
profession  as  a whole,  but  periodically 
someone  points  out  that  we  actually  have 
only  about  half  of  the  physicians  on  the 
membership  rolls.  If  we’re  going  to  be  as 
effective  as  possible  during  the  next  de- 
cade, it’s  important  to  get  a majority  of 
people  at  least  on  the  rolls,  if  not  actively 
participating.  Hopefully,  1 can  help  carry 
that  message  to  groups  of  physicians  who 
previously  might  have  felt  excluded.” 

DONNA  B.  JONES 
News  Editor,  Texas  Medicine 
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li^ubstance  abuse  is  a growing 
problem  among  health  profession- 
als. At  Timberlawn  Psychiatric 
Hospital,  a special  program  exists 
to  help  health  professionals  over- 
come substance  abuse  problems. 

A range  of  treatment  options, 
individual  and  group  therapy 
programs,  and  other  recovery- 
oriented  services  are  all  geared  to- 
ward the  unique  needs  of  the  health 
professional.  An  individualized 
evaluation  leads  to  selection  of  the 
most  appropriate  treatment  pro- 
gram, which  is  further  enhanced 
by  specialized  aftercare  and  moni- 
toring services.  Treatment  team 
members  include  Board  Certified 
psychiatrists,  clinical  psycholo- 
gists, psychiatric  social  workers 
and  substance  abuse  counselor 
specialists  with  certification  in  their 
field. 

At  Timberlawn,  we  understand 
the  unique  challenges  faced  by 
health  professionals  today,  and 
we're  here  to  help.  For  more 
details  on  our  facility  or  referral 
arrangements,  contact:  Dr.  Edgar 
P.  Nace,  Chief  of  Substance  Abuse 
Services. 

TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 

PROFESSIONALS  HELPING  PROFESSIONALS 

4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  388-1958  • 1-800-426-4944 


At  Medical  I’rotcctive,  fighting  lor  our 
doctors  is  our  uuuiber  otie  prioritv.  We  ktiow 
we’re  not  just  iusuriug  vour  lluauees.  We’re 
protecting  your  [)rot’essioual  reputation,  an 
asset  no  aiuoiuit  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liahilitv  insurance  90  years  ago  atul  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experi(>nced  and 
skilled  Tnal|)ractice  lawyers  in  vour  area.  We 
will  never  waver  from  this  commitment. 

Third,  committnent  of  this  kind  rennin'S 
financial  strength  and  stahilitv.  W ith  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
tinancial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  'The 
Medical  Protective  Company  Ceneral  Agent 
in  your  area  today. 
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America's  premier  professional  liability  insurer. 


OfTices  in  Dallas,  Bruce  Grim,  Keith  II.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marlej,  (214)  82l-t64()  • Houston,  L.  Uaj  ne  Kirk, 
Rick  D.  Bolin,  John  Bedingfield,  (715)  465-4445  • San  .\ntonio,  Michael  Bollans,  Thomas  A.  VVeistnan,  (512)  490-1081 
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fAore  on  the  Subjects 


The  TMA  Library’  staff  compiled  this  bibliography  for  several 
of  the  major  topics  covered  this  month  in  Texas  Medicine  All 
of  the  listed  resources  are  available  in  the  library.  For  infor- 
mation, call  the  library  at  (512)  477-6704.  TMA  members 
also  may  request  research  on  any  medical  topic.  Books, 
audiovisuals,  and  copies  of  journal  articles  are  available  by 
calling  or  writing  the  library.  In  most  cases,  your  request  can 
be  processed  within  24  hours. 

CHOLESTEROL  TREATMENT  GUIDELINES 
Journal  Articles 

Bradford  RH,  Rifkind  BM:  Lowering  blood  cholesterol  to  reduce 
coronary  heart  disease  risk.  Clin  Lab  Med  9(  1 ):  1 —6,  1989. 

Burke  JJ  2d,  Fischer  PM:  A clinician’s  guide  to  the  office  mea- 
surement of  cholesterol.  JAMA  259(23 ):  3444-3448,  1988. 

Bush  TL,  Fried  LP,  Barrett-Connor  E:  Cholesterol,  lipoproteins, 
and  coronary  heart  disease  in  women.  Clin  Chem 
34(8B):B60-B70,  1988. 

Goodman  DS:  New  guidelines  for  lowering  blood  cholesterol. 
Clin  Lab  Med  9(  1 ):  17-27,  1989. 

Gordon  NF,  Cooper  KU:  Controlling  cholesterol  levels  through 
exercise.  Compr  Ther  14(8):  52-57,  1988. 

Kannel  WB:  Cholesterol  and  risk  of  coronary  heart  disease  and 
mortality  in  men.  Clin  Chem  34(8B):B53-B59.  1988. 

O'Keefe  JH  Jr,  Lavie  CJ,  O’Keefe  JO:  Dietary  prevention  of 
coronary  artery  disease.  How  to  help  patients  modify  eating 
habits  and  reduce  cholesterol.  Postgrad  Med  85(6):243-250, 
257-261,  1989. 

Audiovisuals 

Highlights  of  the  First  National  Cholesterol  Conference;  26 
min  VHS  video.  Bethesda,  Md,  National  Institutes  of  Health, 
1988. 

How  to  Lower  Your  Cholesterol:  A Simple  Dietary  Approach; 
30  min  VHS  video.  Olympia,  Wash,  Pacific  Communications, 
Inc,  1988. 

Hypercholesterolemia,  NCME  Tape  #552;  16  min  VHS  video. 
New  York,  Network  for  Continuing  Medical  Education,  1989. 

The  Primary  Prevention  of  Coronary  Heart  Disease,  NCME 
Tape  #549;  48  min  VHS  video.  New  York,  Network  for  Con- 
tinuing Medical  Education,  1 989. 


PEDIATRIC  AIDS 
Journal  Articles 

American  Academy  of  Pediatrics.  Task  Force  on  Pediatric  AIDS. 


Perinatal  human  immunodeficiency  virus  infection.  Pediatrics 
82(6):  94 1-944,  1988. 

Andiman  WA:  Virologic  and  serologic  aspects  of  human  immu- 
nodeficiency virus  infection  in  infants  and  children.  Semin 
Perinatol  13(1):  16-26,  1989. 

Belfer  ML,  Krener  PK,  Miller  FB:  AIDS  in  children  and  adoles- 
cents. J Am  Acad  Child  Adolesc  Psychiatry.  27(2):  147-151, 
1988. 

Cruz  LD:  Children  with  AIDS.  Diagnosis,  symptoms,  care. 
AORNJ  48(5):892-910,  1988. 

Curless  RG:  Congenital  AIDS:  a review  of  neurologic  problems. 
Childs  Nerv  Syst  5(  1 ):9-l  1,  1989. 

FalloonJ,  Eddy  J,  Wiener  L:  Human  immunodeficiency  virus  in- 
fection in  children.  J Pediatr  1 14(  1 ):  1 — 30,  1989. 

Joshi  W:  Pathology'  of  AIDS  in  children.  Pathol  Annu  24  Pt 
1:355-381,  1989. 

Peterman  TA,  Cates  W Jr,  Curran  JW:  The  challenge  of  human 
immunodeficiency  syndrome  (HIV)  and  acquired  immunodefi- 
ciency syndrome  (AIDS)  in  women  and  children.  Fertil  Steril 
49(4):571-581,  1988. 

Pizzo  PA:  Emerging  concepts  in  the  treatment  of  HIV  infection 
in  children.  JAMA  262(  14):  1989-1992,  1989. 

Ward-Wimmer  D:  Nursing  care  of  children  with  HIV  infection. 
Nurs  Clin  North  Am  23(4):719-729,  1988. 

Audiovisuals 

Infants  and  Children  with  AIDS,  NCME  Tape  #517;  30  min 
VHS  video.  New  York,  Network  for  Continuing  Medical  Educa- 
tion, 1988. 


INFANT  CIRCUMCISION 
Journal  Articles 

Anderson  GF:  Circumcision.  Pediatr  Ann  18(3):205,  209—210, 
212-213,  1989. 

Harahap  M,  Siregar  AS:  Circumcision:  a review  and  a new  tech- 
nique. J Dermatol  Surg  Oncol  14(4):  383— 386,  1988. 

Metcalf  T:  Do  you  favor  . . . routine  neonatal  circumcision?  No. 
Postgrad  Med  84(5):99,  101,  103  passim,  1988. 

Rockney  R:  Newborn  circumcision.  Am  Fam  Physician  38(4): 
151-155,  1988. 

Wiswell  TE:  Do  you  favor  . . . routine  neonatal  circumcision? 
Yes.  Postgrad  Med  84(5): 98,  100,  102,  passim,  1988. 
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Doctor  — Your  office  staff  will  benefit  from  the  Texas  Medical  Association  and  the 
Texas  Society  of  Medical  Assistants  1990  Annual  Winter  Educational  Conference 

Texas  Society  Of  Medical  Assistants 

An  Affiliate  of:  American  Association  of  Medical  Assistants 


VITAL  - - ONE  DAY  SEMINAR 

CODING  ESSENTIALS 
TO 

MAXIMIZE  PHYSICIAN  REIMBURSEMENT 

IN  THE  OFFICE 

YOUR  COMMUNICATION  LINK  TO  MEDICARE  & THE  THIRD  PARTY  PAYMENT  SYSTEM 


BRING  YOUR  ICD-9-CM 
Volumes  I & II  to  workshop 


Saturday 
February  17, 1990 


^ Guest 
Quarters' 

SUITE  HOTEL 


Designed  For  Ail 
Employees  of  the 
Physicians  of  Texas 
and  Other  Allied 
Professionals 

ONE  REGISTRATION  PER  FORM,  PLEASE.  YOU  MAY  MAKE  COPIES  FOR  ADDITIONAL  REGISTRANTS. 


303  West  15th  Street 
Austin,  Texas  78701 
(512)  478-7000 


REGISTRATION  FORM  - Detach  and  mail  as  Directed. 


Registration  tee  Prior  to  February  10,  1990  (TSMA  Members) $75.00 

Non-members  Prior  to  February  10, 1990 $90.00 

At  the  door  registration  will  be $90. 00 


Name 

Address 

street 


TSMA  Member 
[]Yes  []No 


city  state  zip  phone 


Employer 

name  street  city 


/ request  continuing  educational  credits  with  the  AAMA-[] 


Make  checks  payable  to  the  Texas  Society  of 
Medical  Assistants  and  mail  with  this  form  to: 


Carol  Moller,  CMA 
Registration  Chairman 
P.O.  Box  496 
Runge.TX  78151 
(512)239-4215 


state 


zip 


phone 


For  further  information  contact: 
Mary  Dyer,  CMA-A 
TSMA  Education  Chairman 
P.O.  Box  530442 
Grand  Prairie,  TX  75053 
(214)  264-5354 


NO  REFUNDS  AFTER  FEBRUARY  10, 1990.  REFUNDS  WILL  BE  MADE  FOR  CANCELLATIONS  RECEIVED  BY 

6:00  P.M.  FEBRUARY  10, 1990,  LESS  $10.00  ADMINISTRATIVE  FEE. 


fAedicine  atid  the  Imaw 


New  laws  on  patient  treatment 
decisions 

Earlier  this  year  Rudy  Linares  was  told  he  would  have  to  get 
a court  order  to  have  his  comatose  15-month  old  son  discon- 
nected from  the  respirator  that  had  kept  him  alive  for  8 
months  in  a Chicago  hospital  Instead,  Mr  Linares  entered  the 
hospital  with  a gun  and  held  the  hospital  staff  at  bay  while 
he  removed  the  respirator,  cradling  his  son  in  his  arms  until 
he  died.  For  many,  this  incident  illustrated  the  inadequacy  of 
current  laws  in  this  area.  Treatment  decisions  should  be 
made  by  the  patient  (or  his  legal  representative)  and  physi- 
cian, with  court  involvement  in  limited  cases  only. 

In  the  closing  days  of  the  session,  the  71st  Texas  Legislature 
passed  two  bills  dealing  with  health  care  decision  making 
which  have  significant  implications  for  physicians  and  other 
health  care  providers.  Senate  Bill  1 785,  sponsored  by  Sen  Chet 
Brooks  (D  Pasadena),  amends  the  Texas  Natural  Death  Act 
and  addresses  some  of  the  problems  physicians  have  encoun- 
tered in  implementing  treatment  decisions  under  the  act  ( I ). 
House  Bill  2098,  sponsored  by  Rep  Nancy  McDonald  (D-El 
Paso)  and  Sen  John  Montford  (D  lAibbock),  provides  a du- 
rable power  of  attorney  for  health  care  (2).  HB  2098  allows  a 
competent  adult  to  designate  an  agent  to  make  health  care 
decisions  in  the  event  of  incompetence.  This  article  summa- 
rizes the  major  provisions  of  these  two  bills  and  their  effects 
on  health  care  decision  making. 

Natural  Death  Act  amendments — Senate  Bill  1785 

The  Natural  Death  Act  enacted  in  1977  allows  competent 
adults  to  direct  in  writing  or  orally  that  life-sustaining  proce- 
dures be  withheld  or  withdrawn  in  the  event  of  a terminal 
condition  ( 3 ) Amendments  to  the  act  in  1985  recognize  simi- 
lar decision  making  authority  on  behalf  of  an  incompetent 
adult  by  an  individual  designated  by  the  adult,  a legal  guardian, 
or  family  members  (4).  The  act  also  allows  implementation  of 
decisions  to  withhold  or  withdraw  life-sustaining  procedures 
on  behalf  of  a terminally  ill  minor  ( 5 ).  Although  the  provisions 
in  the  act  are  not  mandatory,  when  treatment  decisions  are 
made  according  to  the  act’s  procedures,  physicians  (and  other 
health  care  providers  acting  at  the  physician’s  direction  ) who 
participate  in  the  withholding  or  withdrawal  of  life-sustaining 
procedures  are  immune  from  civil  liability  unless  negligent,  as 
well  as  any  criminal  act  or  unprofessional  conduct  unless  neg- 
ligent (6). 

SCOPE 

The  most  significant  change  made  by  SB  1785  is  an  expansion 
of  the  type  of  patient  to  whom  the  act  applies.  Before  SB  1785, 
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the  act  addressed  the  withholding  or  withdrawal  of  life- 
sustaining  procedures  only  when  death  was  imminent  with  or 
without  life-sustaining  procedures  (7).  To  use  the  act’s  proce- 
dures, death  had  to  be  imminent  “whether  or  not  such  proce- 
dures are  utilized”  (8).  In  comments  to  the  Uniform  Rights  of 
the  Terminally  111  Act,  the  National  Conference  of  Commis- 
sioners on  Uniform  State  Laws  considered  this  limitation  prob- 
lematic (9  ).  “Strictly  speaking,  if  death  is  ‘imminent,’  even  with 
the  full  application  of  life-sustaining  treatment,  there  is  little 
point  in  having  a statute  permitting  withdrawal  of  such  proce- 
dures” (10). 

As  originally  written,  the  act  generally  could  not  be  used  to 
withhold  or  withdraw  life-sustaining  procedures  from  a patient 
in  a persistent  vegetative  state  or  irreversible  coma  because 
death  rarely  was  imminent  if  life-sustaining  procedures  were 
used.  Increasingly  in  the  past  several  years,  hospitals  have 
faced  requests  from  physicians  and  family  members  of  these 
types  of  patients  to  withhold  or  withdraw  life-sustaining  proce- 
dures. With  the  act  as  the  only  existing  statutory  authorization 
for  these  decisions,  physicians  and  families  had  to  be  advised 
that  the  act  did  not  extend  to  these  patients,  nor  did  it  afford 
immunity  to  physicians  who  implemented  such  decisions.  Due 
to  the  act’s  limitations  and  the  absence  of  any  reported  Texas 
cases  on  the  authority  to  withhold  or  withdraw  treatment  from 
patients  for  whom  death  was  not  imminent  if  life-sustaining 
procedures  were  continued,  treatment  decisions  frequently 
were  not  consistent  with  accepted  medical  and  ethical  stan- 
dards (11). 

SB  1785  changed  the  definition  of  “terminal  condition”  to 
mean  “an  incurable  or  irreversible  condition  caused  by  injury, 
disease,  or  illness,  which,  without  the  application  of  life- 
sustaining  procedures,  would,  within  reasonable  medical 
judgment,  produce  death,  and  where  the  application  of  life- 
sustaining  procedures  serves  only  to  postpone  the  moment  of 
death  of  the  patient”  (12).  It  also  changes  the  definition  of 
“life-sustaining  procedures”  to  mean  that  either  death  must  be 
imminent  regardless  of  whether  such  procedures  are  used  or, 
as  added  by  SB  1785,  death  “will  result  within  a relatively 
short  time  without  application  of  such  procedures"  (13). 

With  the  SB  1785  changes,  the  act’s  procedures  may  be  used 
to  withhold  or  withdraw  treatment  if: 

1 . The  patient  has  an  incurable  or  irreversible  condition 
caused  by  injury,  disease,  or  illness; 

2.  Death  will  result  without  the  application  of  life-sustaining 
procedures,  and  application  of  life-sustaining  procedures  only 
postpones  or  artificially  prolongs  the  moment  of  death;  and 

3.  Death  is  imminent  regardless  of  whether  life-sustaining 
procedures  are  used  or  death  will  result  within  a relatively 
short  time  without  life -sustaining  procedures. 

PATIENT  COMPETENCY 

Although  the  act  referred  to  “competent”  and  “incompetent” 
adults,  it  did  not  define  those  terms  before  the  enactment  of 
SB  1785.  Some  physicians  had  questioned  whether  these  terms 
required  a judicial  or  legal  determination  of  competency. 

SB  1785  defines  “competent”  as  “possessing  the  ability,  based 
on  reasonable  medical  judgment,  to  understand  and  appreciate 
the  nature  and  consequences  of  a treatment  decision,  in- 
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eluding  the  significant  benefits  and  harms  of  and  reasonable 
alternatives  to  any  proposed  treatment  decision”  (14).  “In- 
competent” means  lacking  those  abilities  ( 1 5 ).  SB  1 785  clari- 
fies that  a physician  is  to  assess  competency,  and  judicial 
review  is  not  required. 

WITNESSES 

Lastly,  SB  1785  deletes  the  prohibition  on  employees  of  a 
health  care  facility  in  which  the  patient  is  residing  from  serv- 
ing as  witnesses  to  a Natural  Death  Act  directive  or  treatment 
decision  (16).  Many  health  care  facilities  had  experienced  sig- 
nificant difficulty  in  locating  two  witnesses  who  satisfied  the 
strict  witness  requirements  in  the  statute,  and  visitors  or  mem- 
bers of  other  patients’  families  were  sometimes  the  only  per- 
sons available  to  serve  as  witnesses.  The  amendments  allow  an 
employee  of  a health  facility  to  serve  as  a witness  to  a directive 
or  treatment  decision  except  when  “the  employee  is  providing 
direct  patient  care  to  the  declarant  or  is  directly  involved  in 
the  financial  affairs  of  the  facility”  (17).  This  change  should 
allow  employees  such  as  social  workers  or  persons  involved  in 
pastoral  care  to  serve  as  witnesses. 

FUTURE  LEGISLATION 

SB  1785  did  not  address  two  other  major  issues  associated 
with  the  Natural  Death  Act,  which  may  be  the  subject  of  future 
legislation.  The  definition  of  life-sustaining  procedures  does 
not  specifically  include  or  exclude  nutrition  and  hydration 
(18).  Although  a 1987  Texas  Attorney  General  Opinion  pro- 
vided that  nutrition  and  hydration  may  qualify  as  life-sustaining 
procedures  in  certain  cases,  the  failure  of  the  act  to  address 
this  issue  leaves  uncertainty  among  health  care  providers  (19). 
Consequently,  some  providers  require  a court  order  before 
agreeing  to  withhold  or  withdraw  nutrition  or  hydration,  par- 
ticularly in  the  case  of  minors.  The  other  area  that  needs  to  be 
addressed  in  the  future  is  whether,  without  guardianship  pro- 
ceedings or  other  judicial  intervention,  life-sustaining  proce- 
dures may  be  withheld  or  withdrawn  from  an  incompetent, 
terminally  ill  patient  who  has  not  executed  a Natural  Death 
Act  directive  and  has  no  family  or  legal  guardian. 

Durable  power  of  attorney  for  health  care — House  Bill 
2098 

The  Natural  Death  Act  addresses  only  treatment  decisions  for 
patients  who  are  terminal.  It  does  not  address  decision  making 
for  other  types  of  health  care  decisions.  HB  2098  establishes 
detailed  procedures  for  use  of  a durable  power  of  attorney  spe- 
cifically for  health  care  decisions  ( 20 ).  Under  HB  2098,  a com- 
petent adult  (or  principal),  using  a written  power  of  attorney, 
may  designate  another  adult  as  his  agent  to  make  health  care 
decisions  if  the  principal  ever  lacks  the  capacity  to  make 
health  care  decisions  for  himself  (21). 

SCOPE 

The  scope  of  the  bill  is  broad,  with  a “health  care  decision”  de- 
fined as  “consent,  refusal  to  consent,  or  withdrawal  of  consent 
to  health  care,  treatment,  service,  or  procedure  to  maintain,  di- 
agnose, or  treat  an  individual’s  physical  or  mental  condition” 
(22).  The  bill  does  not  allow  an  agent  to  consent  to  voluntary 


inpatient  mental  health  services,  convulsive  treatment,  psycho- 
surgery, abortion,  or  neglect  of  the  principal  through  the  omis- 
sion of  care  primarily  intended  to  provide  for  the  comfort  of 
the  principal  (23)  However,  the  bill  does  empower  an  agent 
to  discontinue  life-sustaining  procedures  at  the  agent’s  discre- 
tion. Unlike  the  Natural  Death  Act,  HB  2098  does  not  restrict 
decision-making  to  situations  in  which  the  patient’s  death  is 
imminent  or  will  result  shortly  without  life-sustaining  proce- 
dures, or  to  situations  in  which  two  physicians  certifv'  that  the 
patient  has  a terminal  condition.  The  agent  acts  as  a surrogate 
decision  maker  for  all  health  care  matters  when  the  patient 
lacks  the  capacity  to  do  so  ( 24 ). 

EXECUTION  OF  DOCUMENT 

Designating  an  agent  requires  execution  of  a written  power  of 
attorney  in  substantially  the  same  form  as  the  sample  durable 
power  of  attorney  set  forth  in  HB  2098  ( 25 ).  The  form  is  de- 
signed so  it  can  be  executed  without  the  services  of  an  at- 
torney, and  it  is  effective  indefinitely  unless  otherwise  specified 
( 26 ).  The  principal’s  health  or  residential  care  provider  may 
not  serve  as  an  agent,  nor  may  an  employee  of  a provider  un- 
less the  employee  is  a relative  of  the  principal  ( 27 ). 

The  durable  power  of  attorney  must  be  signed  in  the  pres- 
ence of  at  least  two  witnesses,  neither  of  whom  may  be  the 
principal’s  health  or  residential  care  provider  or  the  provider’s 
employee,  the  agent,  the  principal’s  spouse  or  heir,  or  a person 
entitled  to  any  part  of  the  principal’s  estate  or  who  has  a claim 
against  the  estate  (28).  Witnesses  are  required  to  affirm  (at  the 
time  the  power  of  attorney  is  signed ) that  the  principal  ap 
peared  to  be  of  sound  mind,  that  he  stated  in  the  witnesses’ 
presence  that  he  was  aware  of  the  nature  of  the  document  and 
that  he  was  signing  it  voluntarily  and  free  from  duress,  and  that 
he  requested  that  the  witnesses  serve  as  witnesses  ( 29 ).  If  the 
principal  is  physically  unable  to  sign  the  document,  another 
person  may  sign  it  in  the  principal’s  presence  and  at  the  prin- 
cipal’s express  direction  ( 30 ). 

DUTY  TO  COMPLY 

The  agent’s  authority  begins  only  when  the  principal’s  attend- 
ing physician  certifies  in  writing  and  files  this  certification  in 
the  medical  record  that  based  on  the  physician’s  reasonable 
medical  judgment,  the  principal  lacks  the  capacitv’  to  make 
health  care  decisions  (31)  “Capacity”  is  defined  as  "the  ability 
to  understand  and  appreciate  the  nature  and  consequences  of 
a health  care  decision,  including  the  significant  benefits  and 
harms  of,  and  reasonable  alternatives  to,  any  proposed  health 
care”  (32  ). 

HB  2098  requires  that  providers  and  their  employees  who 
know  of  the  existence  of  a power  of  attorney  must  follow  the 
agent’s  directives  to  the  extent  they  are  consistent  with  the  de- 
sires of  the  principal,  the  provisions  of  the  statute,  and  the 
power  of  attorney  (33)  Although  this  appears  to  require  the 
provider  to  review  the  durable  power  of  attorney  document 
and  be  familiar  with  the  statute,  HB  2098  .specifically  provides 
that  the  attending  physician  does  not  have  a duty  to  verify  that 
the  agent’s  directive  is  consistent  with  the  principal’s  wishes  or 
religious  or  moral  beliefs  ( 34 ). 

In  the  event  that  the  agent  directs  a nonphysician  provider 
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to  implement  or  change  a certain  treatment  decision  (rather 
than  communicating  directly  with  the  physician),  HB  2098 
provides  that  the  nonphysician  provider  is  not  required  to  act 
contrary'  to  a physician’s  order  (35 ). 

REVOCATION 

A principal  may  revoke  a durable  power  of  attorney  by  oral  or 
written  notification  to  the  agent  or  any  licensed  or  certified 
health  or  residential  care  provider,  or  by  any  other  act  indicat- 
ing the  intent  to  revoke  ( 36 ).  The  power  of  attorney  also  can 
be  revoked  by  execution  of  a subsequent  power  of  attorney  or 
divorce  of  the  principal  and  spouse,  where  the  spouse  was  des- 
ignated as  the  agent  ( 37 ).  Revocation  is  effective  regardless  of 
the  principal’s  mental  state,  competency',  or  capacity'  to  make 
health  care  decisions  ( 38 ).  HB  2098  requires  that  a licensed  or 
certified  health  or  residential  care  provider  who  is  notified  of 
revocation  immediately  record  the  revocation  in  the  patient’s 
records  and  notify'  the  agent  and  any  known  providers  currently 
responsible  for  the  principal’s  care  of  the  revocation  (39 ). 

IMMUNITY 

An  attending  physician,  other  health  or  residential  care  pro- 
vider, or  person  acting  as  an  agent  for  or  under  the  physician’s 
or  provider’s  control  is  not  subject  to  criminal  or  civil  liability' 
and  has  not  engaged  in  unprofessional  conduct  if: 

1 . The  act  or  omission  is  done  in  good  faith  under  the  terms 
of  the  durable  power  of  attorney',  the  directives  of  the  agent, 
and  the  statute;  and 

2.  The  act  or  omission  does  not  constitute  a failure  to  exer- 
cise due  care  in  the  provision  of  health  care  services  ( 40 ). 

Therefore,  if  the  act  or  omission  by  the  physician  or  other 
health  care  provider  constitutes  negligence,  the  immunity'  pro- 
visions would  not  apply. 

HB  2098  also  provides  that  a physician  has  not  engaged  in 
unprofessional  conduct  if  he  fails  to  follow  an  agent’s  directive 
or  power  of  attorney  when  he  has  not  been  provided  with  a 
copy  of  the  power  of  attorney  or  has  no  knowledge  of  the 
agent’s  directive  (4l ).  Additionally,  a physician  has  not  en- 
gaged in  unprofessional  conduct  by  acting  pursuant  to  an 
agent’s  directive  when  the  physician  did  not  know  that  the 
power  of  attorney  had  expired  or  had  been  revoked  (42 ). 

CONFLICT 

If  there  is  an  agent  and  a legal  guardian  for  the  patient,  HB  2098 
provides  that  the  probate  court  will  determine  whether  to  sus- 
pend or  revoke  the  authority  of  the  agent  (43).  Until  the  pro- 
bate court  makes  this  determination,  the  guardian  has  the  sole 
authority  to  make  any  health  care  decisions,  unless  the  probate 
court  orders  otherwise  (44 ).  If  a petition  for  appointment  of 
a guardian  is  filed,  the  probate  court  again  will  determine 
whether  to  suspend  or  revoke  the  authority  of  the  agent  (45 ). 
Until  a guardian  is  appointed,  however,  the  agent  retains  his 
power  to  make  health  care  decisions,  unless  the  probate  court 
orders  otherwise  ( 46 ). 

HB  2098  provides  that  in  the  event  of  a conflict  between  a 
durable  power  of  attorney  and  a Natural  Death  Act  directive  or 
treatment  decision,  the  instrument  executed  most  recently 
controls  ( 47).  Further,  a physician  who  withholds  or  with- 


draws life-sustaining  procedures  from  a principal  with  a termi- 
nal condition  and  who  does  so  pursuant  to  an  agent’s  directive 
is  not  also  required  to  comply  with  the  procedures  in  the 
Natural  Death  Act  (48). 

Summary 

These  recent  legislative  changes  should  assist  physicians  in  im- 
plementing appropriate  health  care  decisions  by  patients  and 
their  families.  The  Natural  Death  Act  amendments  authorize 
the  withholding  and  withdrawal  of  life-sustaining  procedures 
from  patients  with  incurable  or  irreversible  conditions  if  death 
will  result  within  a relatively  short  time  without  use  of  such 
procedures.  The  amendments  are  effective  Sept  1,  1989,  and 
apply  to  directives  executed  on  or  after  that  date. 

The  durable  power  of  attorney  bill,  effective  June  14,  1989, 
provides  a comprehensive  method  for  allowing  decision 
making  by  a surrogate.  Education  of  the  public  and  advance 
planning  by  principals  are  needed  for  it  to  be  effective.  Be- 
cause HB  2098  requires  advance  execution  of  the  power  of 
attorney,  in  all  likelihood  most  decisions  to  withhold  or  with- 
draw life-sustaining  procedures  from  patients  with  a terminal 
condition  will  continue  to  be  made  using  the  procedures  set 
forth  in  the  Natural  Death  Act. 
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Texas  Medicine  has  tw'o  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — througli  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicitie  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin,  TX  ■'8''01.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  the 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its  in- 
dividual merit,  appropriateness,  and  the  availability  of  other  material. 
Reviews  usualh'  take  six  to  eight  weeks.  Texas  Medicine  reserves  the 
right  to  reject  up  to  press  time  any  articles  that  may  have  been  ac- 
cepted for  publication. 

Copyright  assignment 

In  view  of  The  Cxtpyright  Revision  Act  of  1976,  effective  Jan  1,  19"'8, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: "In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  authorf  s ) undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyriglit  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.  ' 

We  regret  that  transmittal  letters  not  ettntaining  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return  of 
the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,"  should  stress  the  main  point,  and  should  be 
brief 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary'  of  100—  ISO  words  is  required 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  Eor  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictittnaix,”  26th  edition,  and 
"Webster’s  Third  New  International  Dictionary,  Linabridged  ' 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify' content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory'  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI ) units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  xhe  Annals 
of  Internal  Medicine. 

Iverson  C.  Dan  BB.  Cilitman  P,  et  al:  The  American  Medical  Associa- 
tion Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in  pa- 
rentheses at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enougli  information  must  be  included  so  that  the  in- 
formation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  pa- 
renthetically or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the  au- 
thors for  use  of  any  previously  published  material  ( extensive  textual 
matter,  illustrations,  tables ).  Short  verbatim  quotations  in  the  text  may 
be  used  without  permission,  but  should  be  quoted  exactly,  with  the 
source  credited.  Copies  of  permission  letters  should  be  submitted  with 
manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor.  Edi- 
torial Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin,  TX  ■’8"’01. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  publi.shed  when  ade- 
quate information  is  received. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Althougli  a few  regular  columns  appear,  it  has  not  been  the  pol- 
icy to  grant  monthly  pages  to  specific  committees,  councils,  or  groups. 

The  Editorial  Ciommittee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material  that 
they  consider  valuable  to  readers.  Should  regular  publication  in  col- 
umn form  be  deemed  appropriate,  the  committee  and  the  editors  will 
consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  a reprint  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  publi.shed. 

Copyright 

Texas  Medicine  is  copyriglited  by  the  Texas  Medical  As.sociation.  Writ- 
ten permission  from  the  managing  editor  must  be  obtained  before  re- 
producing, in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any  ad- 
vertisement be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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Physicians  can  challenge 
fourth-party  reviews 


Physicians  who  have  their  workers’  compensation  fees  ar- 
bitrarily reduced  by  fourth-party  reviewers  can  often  have  pay- 
ment adjusted  by  disputing  fee  reductions  directly  with  the 
insurance  carrier. 

Physicians  have  brought  to  the  attention  of  the  Texas  Medi- 
cal Association  a number  of  strategies  that  fourth-party  re- 
viewers use  to  reduce  payments  to  physicians: 

Some  fourth-party'  reviewers  will  “downcode”  the  physi- 
cian’s services  in  order  to  reduce  the  fee  schedule  amount 
due  to  the  physician.  For  example,  comprehensive  initial 
office  visits  will  sometimes  be  reduced  to  intermediate  level 
office  visits  although  the  review  company  has  made  no  in- 
quiry to  the  physician  about  the  nature  or  extent  of  the  ser- 
vices provided  during  the  visit. 

Where  a physician  has  billed  for  a visit  followed  by  a proce- 
dure on  a later  date,  .some  fourth-party  reviewers  change  the 
dates  of  the  visit  so  that  the  visit  and  the  procedure  appear 
to  have  taken  place  on  the  same  day;  the  visit  charge  is  then 
disallowed. 

Where  a physician  has  billed  for  a service  for  which  no  rela- 
tive value  appears  in  the  Industrial  Accident  Board  Fee 
Guidelines,  some  fourth-party  reviewers  have  inappropri- 
ately reduced  fees  on  the  basis  that  the  billed  charge  is 
above  the  “usual,  customary  and  reasonable”  amount. 

Such  practices  are  arbitrary  when  they  occur  in  the  absence 
of  information  that  would  justify  altering  the  physician’s  bill. 
Whenever  there  is  no  apparent  reason  for  altering  a claim,  the 
physician  should  make  an  effort  to  discuss  the  matter  with  the 
review  company.  In  some  instances,  however,  physicians  can- 
not obtain  satisfactory  an.swers  or  they  find  that  communica- 
tion with  the  company  is  virtually  impossible  ( eg,  nobody  in 
authority  will  return  phone  calls  or  answer  corre.spondence ). 

In  these  or  similar  circumstances,  physicians  should  write 
directly  to  the  insurance  carrier.  T’he  following  approach  is 
most  likely  to  be  helpful: 

Identify’  someone  in  authority  at  the  carrier,  preferably  the 
medical  director,  and  direct  all  of  your  correspondence  and 
phone  calls  to  that  one  person.  It  is  wise  to  keep  a record  of 
the  name,  address,  and  phone  number  of  that  person  so  that 
follow-up  is  easier  and  so  that  there  is  a point  of  contact  in 
case  of  future  problems. 

Indicate  to  the  insurance  company  that  the  fourth-party  re- 
viewer is  only  an  agent  of  the  company  and  that  the  insur- 
ance carrier  remains  responsible  for  fee  determinations.  Be 
firm  in  your  stance  that  you  have  already  talked  with  the  re- 


view company,  have  received  an  unsatisfactory  response  and 
as  a result  will  only  deal  with  the  carrier.  Your  expectation  is 
that  the  carrier  will  pay  you  the  balance  due  promptly. 

Document  carefully  your  response  to  whatever  rationale  the 
fourth-party  reviewer  used  to  deny  or  reduce  your  claim.  If 
the  review  company  changed  dates  on  a claim  or  down- 
coded,  provide  the  correct  dates  of  service  and  the  correct 
codes  with  a brief  justification  for  your  billing. 

If  the  insurance  carrier  merely  forwards  your  correspon- 
dence to  the  fourth-party  reviewer  for  response  and  the  re- 
viewer does  not  provide  a satisfactory  answer,  call  the 
carrier  and  again  point  out  to  them  the  need  for  additional 
payment  in  the  absence  of  any  substantive  reason  for  the  de- 
nial or  reduction  of  payment. 

In  general,  persistence  pays  off.  Several  physicians  have  re- 
ported to  TMA  that  they  have  successfully  used  this  strategy, 
that  the  carriers  were  responsive  to  the  issues  raised  by  physi- 
cians, and  that  subsequent  problems  were  more  easily  re- 
solved. Quite  often,  most  of  the  work  involved  in  working  with 
the  carrier  can  be  accomplished  by  the  physician’s  staff. 

Texas  Medical  Association  is  in  the  process  of  organizing  a 
lawsuit  against  fourth-party'  reviewers  and  carriers  who  ar- 
bitrarily reduce  or  deny  workers’  compensation  medical  pay- 
ments. Physicians  who  have  had  their  billed  charges  reduced 
without  adequate  reason  and  who  have  some  interest  in  par- 
ticipating in  the  suit  should  forward  copies  of  their  bills  and 
their  correspondence  to  the  Texas  Medical  Association  Depart- 
ment of  Health  Care  Financing  at  the  address  shown  below. 

DAVID  MARCUS,  PhD 

Director,  Department  of  Health  Care  Financing,  Texas  Medical  Association,  1905 
N Lamar  Blvd,  Austin,  TX  78705 
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CPA  offers  tax  tips 

Self  -employed  individuals  and  professional  corporations  are 
often  unaware  of  IRS  procedural  matters  that  can  save  time 
and  money.  The  following  three  tax  vignettes  outline  avail- 
able money-saving  strategies. 

Save  taxes  when  sharing  employees 

Many  closely  held  businesses  operate  with  two  ( or  more ) cor- 
porations. Often,  a number  of  key  employees  draw  separate 
paychecks  from  more  than  one  corporation.  Does  that  de- 
scribe your  situation?  If  so,  keep  reading.  You  are  about  to  save 
.substantial  payroll  tax  dollars. 

Here  s a true-to-life  story'  of  how  it  is  done.  Joe  operated  two 
corporations,  which  were  conducted  as  separate  businesses. 
Joe  was  president  of  both  companies.  Also,  the  corporations 
shared  the  same  controller,  bookkeeper,  and  office  manager. 
Each  shared  employee  received  two  paychecks  every'  payday, 
one  from  each  corporation. 

ITiat  made  each  employee  subject  to  the  maximum  Social 
Security  tax  for  each  corporation.  This  was  no  problem  for  the 
bookkeeper,  who  earned  ( in  total,  from  both  corporations ) 
less  than  the  maximum  wages  subject  to  Social  Security' 

( $48,000  for  1 989 ).  ITie  other  three  ,shared  employees,  how- 
ever, exceeded  the  Social  Security'  wage  base  on  their  com- 
bined individual  wages  from  the  two  corporations,  but  there 
was  no  relief  from  Social  Security  taxes  for  the  employers. 

Why?  Because  each  corporation  is  considered  to  be  a separate 
employer  under  the  Social  Security’  laws. 

Here’s  what  was  done  to  save  taxes.  Joe  was  advised  to  make 
the  related  corporations  a common  paymaster  for  the  shared 
employees.  Since  the  shared  employees  were  now  paid  by  only’ 
one  of  the  corporations,  that  corporation  was  considered  to  be 
the  only  employer.  By  using  a common  paymaster,  taxes  were 
due  only  on  the  one-employer  maximum.  ITie  rest  of  the 
wages  escaped  Social  Security'  tax. 

If  you  operate  more  than  one  business  and  share  employees, 
you  can  save  taxes,  too.  The  common  paymaster  break  is  avail- 
able to  related  corporations  that  have  at  least  50%  common 
ownership,  at  least  half  of  the  officers  of  one  corporation  are 
also  officers  of  the  other  corporations,  or  at  least  30%  of  the 
employees  are  shared  employees. 

Post  office  loses  return:  taxpayer  suffers 
Until  now,  it  was  commonly  thought  that  mailing  a tax  return 
to  the  Internal  Revenue  Service  meant  you  could  assume  the 
tax  return  was  filed.  A recent  tax  case  [Walden  (Paul  S)  v 
Comm,  90  TC  6l  ( 1988 )]  holds  otherwise. 

Mr  Walden  delivered  the  envelope  containing  his  tax  return 
to  the  post  office  2 days  before  the  deadline.  The  envelope  had 
been  pre-addressed  to  the  IRS  by  the  CPA  who  prepared  the 
return.  Mr  Walden  double-checked  with  the  clerk  that  the  cor- 
rect amount  of  postage  was  affixed.  The  IRS  never  received  the 
return  and  assessed  the  Waldens  with  late  filing  penalties. 
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The  court  sided  with  the  IRS.  Yes,  there  is  a strong  presump- 
tion that  the  return  was  filed  when  it  was  deposited  in  the  mail 
correctly  addressed  with  the  proper  postage.  But  the  fact  that 
the  IRS  did  not  actually  receive  the  return  is  enough  to  rebut 
the  presumption.  ITie  court  held  it  is  up  to  the  taxpayer  to 
file  the  return,  which  means  it  must  be  delivered  to  and  re- 
ceived by  the  IRS.  The  Waldens  must  bear  the  risk  that  the  re- 
turn was  not  filed. 

Like  it  or  not,  this  case  is  now  the  law.  If  y'ou  want  to  protect 
yourself  when  filing  a tax  return,  the  court  tells  you  how  to  get 
off  the  hook,  send  the  return  by  registered  or  certified  mail. 

Planning  your  qualified  plan  payouts 

For  years  you  have  watched  your  funds  grow  in  a qualified 
pension  or  profit-sharing  plan.  Now  you  are  about  to  receive 
your  reward — a lump-sum  payout.  What  are  the  tax  conse- 
quences? As  a general  rule,  the  entire  amount  is  taxable  and  is 
added  to  your  other  income  for  the  year. 

4ou  can  cut  the  tax  bite  significantly  by  computing  the  tax 
using  a special  averaging  method.  If  you  have  reached  age  59 
2-year  averaging  is  permitted.  'Ehere  is  an  exception:  you 
can  use  lO-year  averaging  if  you  reached  age  50  by  Jan  1, 

1986.  However,  unless  you  are  disabled,  payouts  taken  prior  to 
reaching  age  59  1/2  are  subject  to  a 10%  early  payout  penalty. 
Fortunately,  there’s  a way  to  defer  any  tax  and  avoid  the  pen- 
alty trap:  “rollovers.” 

4ou  can  roll  over  all  or  a portion  of  your  lump-sum  payment 
into  an  individual  retirement  account  ( IRA ).  The  amount 
rolled  over  is  not  subject  to  current  tax,  accumulates  tax-free, 
and  will  be  taxed  only  when  funds  are  withdrawn.  Delaying 
withdrawals  until  age  59  1/2  avoids  the  10%  penalty  trap. 

There  is  a tradeoff,  however:  payouts  from  an  IRA  are  never 
entitled  to  the  benefits  of  averaging.  To  nail  down  the  tax  de- 
ferral, you  must  place  your  payout  into  the  IRA  within  60  days 
from  the  date  you  receive  the  plan  funds. 

In  some  cases  you  can  move  your  funds  into  another  plan. 

For  example,  if  you  take  a new  job  and  your  new  employer’s 
plan  is  allowed  to  accept  rollovers,  you  can  roll  over  your 
payout  money  tax-free.  In  addition  to  saving  current  tax,  you 
save  your  right  to  averaging  when  you  take  a lump-sum  pay- 
ment after  reaching  age  59  1/2. 

A rollover  into  a separate  IRA  can  also  buy  you  some  time 
while  you  start  a new  business  (or  find  a new  job)  that  sets  up 
a new  qualified  plan.  Fhe  IRA  can  then  be  rolled  over  into  the 
new  plan.  Fhis  reincarnates  your  right  to  averaging  for  a lump- 
sum payout  at  age  59  1/2. 

Here  are  a few  final  points  to  consider.  Once  you  reach  age 
70  1/2,  you  must  begin  to  take  annual  withdrawals  from  your 
IRA  or  qualified  plan  based  on  life  expectancy.  Amounts  that 
should  have  been  taken,  but  were  not,  are  subject  to  a 50% 
penalty.  Finally,  there  is  a new  excise  tax  on  excess  payouts. 
Payments  that  exceed  $150,000  in  any  one  year  or  $750,000 
in  the  case  of  a lump-sum  payment  are  subject  to  a 15%  tax  on 
the  excess. 

If  you  want  a complete  discussion  of  the  many  new  tax  plan- 
ning  opportunities  with  pension  and  profit-sharing  plans,  send 
for  the  special  reports— Still  the  Best  Fringe  Benefit . . . Profit 
Sharing  in  Pension  Plans  (our  report  number  3 for  $24)  or  Sec- 
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tion  401k  . . . Everybody  Wins,  Employer  and  Employee  (re- 
port number  22  for  S23).  These  are  available  upon  request 
from  Blackman  Kallick  Bartelstein. 

DAVID  W.  BERGERON,  JD,  CPA,  APES  (Accredited  Personal  Fi- 
nancial Specialist) 

Managing  Partner,  Houston  office,  Blackman  Kallick  Bartelstein,  Certified  Public 
Accountants/Consultants  to  Business  If  you  have  any  questions,  please  call  (713) 
523-1961  or  write  3131  Eastside,  Suite  425,  Houston,  TX  77098. 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 
F.  E.  SEALE,  M.D..  MEDICAL  DIRECTOR 

STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride, 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' ^ i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  M.D 
Founder/Consultant 


Theodore  J.  Haywood,  M D. 
Orville  C.  Thomas,  M.D. 
Joseph  T.  Queng,  M.D. 
Lawrence  G.  Thorne,  M.D. 
Venugopal  K.  Menon,  M.D. 
Robert  E.  Smith,  M.D. 
Gerald  T.  Machinski,  M.D. 
Theresa  C.  Queng,  M.D 
Waldo  M.  Martinez,  M.D. 
Lyna  Kit  Lee,  M D 
Harlan  W.  Sindell.  M.D. 


Robert  D.  Otte 
Administrator 


RESEARCH  ASSOCIATES 
Chinavudh  Wanissorn,  Ph.D. 

Michael  H.  Smolensky,  Ph.D. 

Alain  Reinberg,  M.D.,  Ph  D. 

CONSULTANTS 
Reubeh  D.  Wende,  Ph.D, 

ANTIGEN  AND  CLINICAL  LABORATORIES 
George  R.  Kerr,  M.D. 

NUTRITION 

Thomas  D.  Downs.  Ph.D. 

BIOMETRICS 
James  A.  Knight.  M.D. 

PSYCHIATRY 
John  A.  Thomas.  Ph.D. 

CLINICAL  PHARMACOLOGY 
R.  John  Prevost,  M.S. 

AIR  POLLUTION 


Certified  American  Board  of  Allergy  and  Immunology,  a Conjoint  Board  of  the  American 
Board  of  Internal  Medicine  and  The  American  Board  of  Pediatrics 
6969  Brompton  (at  Holcombe).  Houston.  Texas  77025:  713  661-1444 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated  to  DIAGNOSIS  AND 
COMPREHENSIVE  CARE  OF  PATIENTS  WITH  CHRONIC  RECURRENT  HEADACHES 
with  emphasis  on  prophylactic  treatment. 


HOUSTON  DALLAS  HEADACHE 

HEADACHE  CLINIC  CLINIC 


Park  Plaza  Prof.  Blvd 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality,  Behavioral  and 
Psychological  Evaluations.  Multimodality  approach  to  management  of  headache  including 
prophylactic  medications,  biofeedback  and  behavioral  therapy. 

NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2250  Morgan  Avenue,  Corpus  Christ!,  Texas  78405 
Telephone  512  888-6782 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  EACC 
David  A.  Schwartz,  MD 
GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 
HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White, III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long, III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample.  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology.  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


COLON  & RECTAL  SURGERY 


EDWARD  A.  TALMAGE,MD,PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue.  Houston  77082; 
713  496-1006 


THE  UNIVERSITY  CENTER  FOR  PAIN 
MEDICINE  AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  cehter's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


TMA:  Reaching  out  to  the  public  through 
“Medical  Issues  for  Texans” 

...  a speakers’  bureau  of  your  association 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 

Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  41 1 B,  Dallas  75246 


DERMATOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  related  allergy 

Dermatologic  Surgery  and  Cosmetic  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen  and 

fibrel  lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City  Dallas,  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230:  Phone  214  661-7460 


TMA:  Influencing  regulatory  action 
. . . TMA  doesn’t  wait  for  the 
Legislative  session  to  start 


Texas  Medicine 


WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas,  Texas  75246; 
214  827-5960 

Presbyterian  III.  8230  Walnut  Hill  Lane.  Suite  808.  Dallas.  Texas  75231 ; 

214  827-5960 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin.  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209:  512  222-8651, 222-2001 
(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  (or  3 blocks  to 
Tendick  on  left.  Office  in  middle  of  block.  Nofe  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 
ERIN  BOH,  MD,  PhD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion.  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350.  Dallas.  Texas  75231;  telephone  214  691-6999 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown.  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230:  214  661-4537 


BAYLOR  HAIR  RESEARCH  & 

TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A,  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of  all  hair  disorders 
including  hair  transplantation  and  electrolysis. 

3600  Gason  Ave..  Wadley  Tower,  Suite  1058 
Dallas.  TX  75246  Telephone  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


ENDOCRINOLOGY 


ERIC  A.  ORZECK,  MD,FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and  surgical  services,  and 
internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson.  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway.  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 


Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug 
treatment,  biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical 
therapy,  or  anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


PARK  PLAZA  GASTROENTEROLOGY 
ASSOCIATES 

1200  Binz,  Suite  775,  Houston,  Texas  77004;  713  522-1788 

Gl  Endoscopy,  Laser  Abalation  of  Gl  Tumors 
Percutaneous  Endoscopic  Gastroscopy  (PEG) 

Variceal  Sclerosis.  Full  Upper  and  Lower  Gl 
Endoscopy,  Polypectomy  and  Laparoscopy 

Frieder  Wuerth,  MD,  FRCP  (c).  President 


HAND  SURGERY 


L LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave,,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas.  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


TMA:  Affecting  local,  state,  and 
national  legislation 
...  a valuable  association  service 
you  can  depend  on 


ADRIAN  E.  FLATT,  MD,  FRCS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Chief  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  fhe  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue 
Dallas.  Texas  75246:  Office  214  823-9440 
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WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246: 

214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas,  Texas 
75230;  214  661-7010 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT,  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Diplomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  Telephone  214  826-7060 


OCCUPATIONAL  MEDICINE 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 

Phone  713  541-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  dost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231 ; 21 4 692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD 
Morris  Sanders,  MD 
W.  Robert  Hudgins,  MD 
Richard  H.  Jackson,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231 ; 214  369-7596 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902:  915  545-2333 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

NUCLEAR  MEDICINE  LABORATORIES  OF 
TEXAS 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 

Cardiology.  Neurology,  Neurosurgery,  Urology,  Ophthalmology.  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

TMA:  MEDLINE  helps  you  get 
the  information  you  need 
...  a vaiuable  library  service 
of  your  association 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104:  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 

ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 

21 1 Medical  Drive,  Suite.  Fredericksburg,  Texas  78624 
512  997-6535 


Texas  Medicine 


ORTHOPEDIC  SURGERY 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 


L.  Ray.  Lawson.  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots.  MD 
R.  Stephen  Curtis.  MD 


William  A.  Bruck,  MD 
W.Z.  Burkhead.  Jr..  MD 
Richard  D.  Schubert.  MD 
John  A.  Baker,  MD 


W.B.  CARRELL  MEMORIAL 
CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E.  Cook,  MD 


OTOLARYNGOLOGY 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Flenry  C.  McDonald,  Jr.  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley,  MD 
Joseph  FI.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


Drs.  Morton,  Blumenfeld,  & Charbonneau,  PA 
ENT,  ENT-Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110.  El  Paso,  Texas  79925;  915  592-8666 


F.  Carlton  Flodges,  MD 
J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.  MD 

E.  E.  Rising.  Jr,  MD,  Emphasis  on  Fland  Surgery 
C.  Poindexter.  MD 

C.R.  Vavrin,  MD  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Fluntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  21 16 
Dallas.  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E,  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231 : 214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill.  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,,  MD 

3702  21st  St..  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


TMA:  Providing  you  opportunities 
to  hear  the  experts 
...  at  the  TMA  Winter  Leadership 
Conference,  February  18, 1990 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS 
FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Brown,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for 
persons  disabled  by  injury  or  disease.  Inpatient  and  outpatient 
services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bilida 

Neurophysiology 

Neuromuscular 


Accredited  by  ; Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1-800-44REHAB 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive,  San  Antonio,  Texas  78229 
(512)691-0100  1-800-451-1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for 
Adults  and  Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham,  MD.  Medical  Director 

Brian  C.  Buck,  MD.  Pediatric  Rehabilitation  Director 

Rick  Marek,  Administrator 


Volume  85  Decemhir  1989 


PLASTIC  SURGERY 


PSYCHIATRY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford.  IV.  MD.  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  Steven  M.  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750.  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  PA,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 


Plastic  & Reconstructive  Surgery 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P,  O.  Box  2476,  Fort  Worth.  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 
Raymond  A.  Faires,  MD,  FACS 
Larry  E.  Reaves,  MD 


Aesthetic,  Plastic,  Reconstructive,  Hand  & Microsurgery 

800  8th  Ave.,  Suite  606,  Fort  Worth.  Texas  76104 
81 7 335-4752,  81 7 332-9441 , 81 7 335-4755 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

771 1 Louis  Pasteur  Drive,  Suite  801 , San  Antonio,  Texas  78229 
Telephone;  Office  512  696-2390;  Medical  Exchange  512  227-6331 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN;  Psychiatry 
Diplomate,  ABPN;  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 ; 214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and  Adolescent, 
Substance  Abuse,  Short-Term,  ACCEL,  and  Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L.  Howard.  MD 
Mark  J,  Blotcky.  MD 
Keith  H.  Johansen.  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett.  MD 
Ernest  N.  Brownlee,  MD 
Cherye  C.  Callegan,  MD 
Tom  G.  Campbell,  MD 
Harold  A.  Cronson.  MD 
Kathleen  B.  Erdman,  MD 
Roy  H,  Fanoni,  MD 
Babette  F.  Farkas,  MD 
Joseph  P Gaspari,  MD 
Patricia  G.  Isbell.  MD 
Dons  E.  Jensen,  MD 


John  N.  Kamphaus,  MD 
David  J.  Korman,  MD 
Debra  H.  Korman,  MD 
Jerry  M.  Lewis,  III.  MD 
W.  Miller  Logan,  MD 
Ruth  A.  MarDock,  MD 
Charles  G.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg.  MD 
Mary  Watts,  MD 


P O.  Box  11288 

4600  Samuell  Boulevard  214  381-7181 

Dallas,  Texas  75228  1-800-426-4944 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 
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The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned  patients.  Care  for 
every  phase  of  burn  trauma  will  be  provided  from  resuscitation  to  late  rehabilitation. 


John  E.  Carter.  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Ford,  MD 
David  Mclnnis,  MD 


Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


TMA:  Offering  24-hour  turnaround 
on  medical  library  research 
...  an  invaluable  library  service 
of  your  association 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff.  MD 
Fred  L,  Griffin.  MD 
Joan  R.  Hebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath.  MD 


Gretchen  Megowen,  MD 
John  L.  Peake,  MD 
Rebecca  M,  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood.  MD 
John  M.  Zimburean,  MD 


Offices  ; Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City, 
Irving  Health  Care  System  Phone  214  247-1150 


TMA:  Offering  you  annually  more  than 

1,200  hours  of  accredited  CME  courses 

. . . another  service  of  your  association 


Texas  Medicine 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H Fernandez.  MD 

DIplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


WILLIAM  G.  BRELSFORD,  MD 

Diplomate  American  Board  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Arthritis  Center 

801  Medical  Cr.  Dr.,  Suite  D 

Longview,  Texas  75601 ; 214  753-5803 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

'Also  certificate  of  special  qualification  in  general  vascular  surgery. 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas.  Texas  75246;  214  827-3890 
Hours  by  Appointment 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay.  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins.  MD 

Warren  M,  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 


C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL, 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


VASCULAR  SURGERY 


DRS.  THOMPSON,  TALKINGTON,  GARRETT, 
SMITH,  PEARL  & ASSOCIATES 

JESSE  E.  THOMPSON,  M.D.,  FACS* 

CLEMENT  M.  TALKINGTON,  M.D„  FACS* 

WILSON  V.  GARRETT,  M.D.,  FACS* 

BERTRAM  L.  SMITH,  M.D.,  FACS* 

GREGORY  J,  PEARL,  M.D.+ 

Diplomate  American  Board  of  Surgery 
'Special  Qualifications  General  Vascular  Surgery 
+ Added  Qualifications  General  Vascular  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  505 
Dallas,  Texas  75246;  214  824-7280 


DIRECTORY  RATES  & DATA:  Space  is  available 
to  TMA  members  at  $80.00  per  column  inch  per 
month  and  listings  must  run  for  a minimum  of  six 
months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes, 
or  cancellations  should  be  sent  to  Diane  L. 

Bolling,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  1st  of 
the  month  preceding  publication  month. 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 
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PEACE  CORPS  CAMPAIGN 

MAGAZINE  AD  NO.  PC-2524-88-7"  x 10"  (110  Screen) 

Volunteer  Agency:  Backer  Spielvogel  Bates,  Inc.,  Volunteer  Coordinator:  Edward  MacEwen,  GTE 


ALLERGY 


NORTH  CENTRAL  TEXAS 

Allergist  needed  to  assume  established  practice 
in  attractive  North  Central  Texas  metropolitan 
area.  Enjoy  excellent  life  style  with  many  social, 
cultural  and  recreational  opportunities:  good 
schools;  international  airport. 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  anesthesiologist. 
Modern  200-bed  hospital  with  latest  technology 
Competitive  incentive  package.  Shared  call 
coverage  Strong  economy,  excellent  schools; 
many  recreational  and  social  opportunities 


FAMILY  PRACTICE 


NEAR  FORT  WORTH 

Recently  trained,  board  certified  family  physi- 
cian needed  for  associate  practice.  Option  of 
group  environment  or  overhead  and  call  shar- 
ing arrangement  with  young,  board  certified 
FPs  Obstetrics  needed.  Modern,  JCAHO  ac- 
credited 50-bed  hospital.  Great  opportunity  in 
nice  community  with  easy  access  to  amenities 
of  Dallas/Fort  Worth,  Incentive  package 


NORTHEAST  TEXAS 

Regional  medical  center  seeks  BC  family  physi- 
cians to  establish  FP  group  in  progressive  com- 
munity of  27,000  (referral  area  150,000)  Strong 
diversified  economy,  excellent  schools;  many 
recreational  and  social  opportunties.  Modern 
hospitals  Incentive  package,  including  assist- 
ance with  office  building. 


WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area.  Attractive,  fully 
equipped  office.  Ultra-modern  hospital  Shared 
call,  competitive  incentive  package  to  qualified 
physician. 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician.  Shared 
call  with  two  other  family  physicians,  OB  need- 
ed Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified 
physician. 


WEST  TEXAS 

Two  board  certified  family  physicians  seek 
third  associate  for  busy  practice  OB  prefer- 
red Friendly  town,  good  schools  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation.  Excellent  for  pilot  physician 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group  One  young 
BC  physician  recently  recruited,  available  for 
call  sharing.  New  hospital  under  construction 
Sound  economy,  good  schools;  airport 
Generous  incentive  package  including  income 
guarantee,  relocation,  office  space,  more 


PANHANDLE 

Board  certified  family  physician  needed  in 
Texas  community  of  150,000,  Call  sharing  ar- 
rangement available  with  two  board  certified 
FPs,  No  OB  Modern,  356-bed  hospital  offer- 
ing generous  incentive  package  to  qualified 
physician 


GENERAL  SURGERY 


PANHANDLE 

Community  of  8,000  (referral  area  16,000) 
seeks  board  certified  general  surgeon  Near- 
by surgeon  available  for  call  sharing.  New 
hospital  under  construction,  Sound  economy; 
good  schools,  airport  Generous  incentive 
package  including  income  guarantee,  reloca- 
tion allowance,  office,  more 


WEST  TEXAS 

Community  of  approximately  9,000  (referral 
area  population  17,000)  seeks  BE  / BC  general 
surgeon  Friendly  town,  good  schools.  Within 
35  minutes  of  larger  city.  Modern  50-bed 
hospital  Generous  incentive  package  to 
qualified  candidate 


INTERNAL  MEDICINE 


CENTRAL  TEXAS 

Three  young,  board  certified  internists  seek 
fourth  associate  for  practice  in  attractive  com- 
munity of  approximately  100,000,  Shared  call 
and  overhead  Office  adjacent  to  modern, 
100-bed  hospital.  Comprehensive  incentive 
package  including  relocation,  income  guar- 
antee, more  Social  and  recreational  oppor- 
tunities abound  in  this  attractive  university 
environment 


EAST  TEXAS 

Community  of  approximately  3,500  (referral 
area  14.000)  seeks  board  certified  family  physi- 
cian Shared  call  with  two  board  certified  physi- 
cians No  OB  Financially  sound,  48-bed  hospital 
in  community  Recreational  mecca,  hunting, 
fishing,  water  sports.  Competitive  incentive 
package  to  qualified  physician 


DALLAS 

Established  fee-for-service  practice  available  for 
assumption.  Full  scope  of  family  medicine,  ex- 
cept OB  Average  gross  $320K  + annually  Bi- 
lingual (Spanish)  skills  helpful  Retiring  physician 
will  introduce.  Financing  available  to  qualified 
candidate. 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of  approx- 
imately 12  000  (referral  area  50,000)  Shared 
call  and  overhead  Ultra-modern,  100-bed 
hospital  Attractive  community;  many  social 
and  recreational  opportunties.  One  hour  from 
Dallas  Competitive  incentive  package. 


DALLAS 

Established  practice  in  affluent  neighborhood. 
Retiring  physician  needs  caring  and  compe- 
tent physician  to  assume  care  of  loyal  patient 
base  Good  age  mix  of  adult  medicine  (only 
20%  Medicare).  Annual  net  collections  aver- 
age $335K-e,  Reasonably  priced  assets 
Financing  available.  Will  introduce 


MULTI-SPECIALTY  GROUP 


DALLAS  / FORT  WORTH 

Immediate  and  1990  opportunties  for  the  following  specialties: 


Allergy 

Anesthesiology 

Cardiology 

(invasive  and  non-invasive) 
Family  Practice 
Gastroenterology 
General  Surgery 
Internal  Medicine 
Neurology 

Obstetrics/Gynecology 


WEST  TEXAS 

Five  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  1(X),000  + . Office 
adjacent  to  modern  250-bed  hospital.  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year. 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  internist.  Shared  call  with  other 
Internists,  Office  adiacent  to  modern  200-bed 
hospital.  Progressive,  family-oriented  com- 
munity w/strong,  diversified  economy;  excellent 
schools.  Many  social  and  recreational  oppor- 
tunities, Generous  incentive  package 


NEUROLOGY 


Oncology 

Ophthalmology 

Orthopedic  Surgery 

Otolaryngology 

Pediatrics 

Psychiatry 

Diagnostic  Radiology 
(invasive  and  non-invasive) 
Urology 


NORTH  DALLAS 

Medical  staff  of  modern  hospital  in  Dallas 
suburb  seeks  board  certified  ENT.  Good 
demographics  for  sound  patient  base.  Ex- 
cellent opportunity.  Hospital  will  sponsor  com- 
petitive incentive  package  to  qualified 
candidate. 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC 
pediatricians  seek  fourth  associate  for  group 
practice  in  attractive  community  of  27,000 
(referral  area  150,000)  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy;  excellent  schools  Social  and 
recreational  opportunities  abound  Modern 
hospitals  Shared  call;  excellent  income  and 
benefits;  early  partnership 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities 
Generous  incentive  package  to  qualified 
physician. 


CENTRAL  TEXAS 

Attractive  community  of  approximately 
100,000  seeks  two  board  certified  pediatri- 
cians and  one  neonatologist  for  group  prac- 
tice, Office  adjacent  to  modern,  100-bed 
hospital.  Comprehensive  incentive  package  in- 
cluding relocation,  income  guarantee,  more 
Social  and  recreational  opportunities  abound 
in  this  attractive  university  environment 


OBSTETRICS  / GYNECOLOGY 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  lloOO  (referral  area 
50,000)  Shared  call  and  overhead.  Ultra- 
modern, 100-bed  hospital.  Attractive  commun- 
ity; many  social  and  recreational  opportunities. 
One  hour  from  Dallas,  Competitive  Incentive 
package. 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead.  Well-equipped,  ultra- 
modern, 100-bed  hospital  Attractive  communi- 
ty; many  social  and  recreational  opportunities 
One  hour  from  Dallas.  Competitive  incentive 
package  to  qualified  physician. 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks 
orthopedic  surgeon  for  referral  area  of  approx- 
imately 50,000,  Attractive  community  of  14,000 
with  strong,  diversified  economy.  Excellent 
fishing  and  hunting  One  hour  from  Dallas. 
Competitive  incentive  package  to  qualified 
physician 


OTOLARYNGOLOGY 


EAST  TEXAS 

Communify  of  approximately  12,000  (referral 
area  50,000)  seeks  board  certified  ENT  to 
establish  service  Ultra-modern,  100-bed 
hospital  Young,  well-trained  medical  staff  sup- 
portive of  new  physician.  Attractive  communi- 
ty, many  social  and  recreational  opportunities. 
One  hour  from  Dallas  Hospital  offering  com- 
petitive incentive  package  to  qualified  physician 


NORTH  DALLAS 

Medical  staff  of  modern  hospital  In  Dallas 
suburb  seeks  board  certified  pediatricians  to 
accommodate  new  services.  New  obstetrical 
unit  opens  October,  1989  Good  demographics 
for  sound  patient  base  Excellent  opportunity 
for  colleagues  who  wish  to  practice  together. 
Competitive  incentive  package  to  qualified  can- 
didates. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board 
certified  internists  seeks  compatible 
pulmonary  medicine  associate  Community  of 
100,000 -e.  Office  adjacent  to  modern  250- 
bed  hospital.  Shared  call,  excellent  income 
and  benefits.  Full  associate  status  in  second 
year 


DIAGNOSTIC  RADIOLOGY 


NORTHEAST  TEXAS 

Busy  radiology  group  seeks  fourth  associate. 
All  modalities,  including  MRI  and  interven- 
tional, Comprehensive  benefits  package  and 
early  partnership.  Attractive,  progressive  com- 
munity of  27,000  with  strong,  diversified 
economy:  excellent  schools  Many  social  and 
recreational  opportunities 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  at  least  150,000 
Assured  referrals  from  six  orthopedic 
surgeons  and  approximately  90  other  physi- 
cians, Strong  economy,  excellent  schools; 
many  recreational  and  social  opportunties. 
Modern  hospitals.  Generous  incentive 
package,  to  qualified  physician. 
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OPPORTUNITIES  AVAILABLE 


Academic/Government 

Neonatologists — The  Department  of  Pediatrics,  University 
of  Texas  Medical  School  at  Houston,  is  seeking  additional  full- 
time faculty  for  the  Division  of  Neonatal-Perinatal  Medicine  to 
complement  the  existing  12  physicians.  The  division  has  an 
active  fellowship  training  program,  good  extramural  funding, 
and  in  July  1990  will  undergo  significant  expansion.  Two  dis- 
tinct types  of  faculty  appointments  are  available:  (1 ) A clinical 
track  at  one  of  three  intermediate  care  units  in  community 
hospitals  which  already  have  full-time  faculty  neonatologists. 
(2)  A traditional  academic  track  at  one  of  two  state-of-the-art 
tertiary  care  hospitals  (University  Children's  Hospital  at  Her- 
mann and  Lyndon  Baines  Johnson  General  Hospital)  which 
will  involve  leaching,  research,  and  patient  care.  Applicants 
should  be  BE/BC  in  Neonatal-Perinatal  Medicine.  Faculty 
rank  commensurate  with  previous  experience.  The  University 
of  Texas  is  an  Equal  Opportunity  Employer.  Women  and  mi- 
norities are  encouraged  to  apply.  Contact  Susan  E.  Denson, 
M.D..  Department  of  Pediatrics,  UT  Medical  School,  P.  O.  Box 
20708,  Houston,  TX  77225.  (713)  792-5342. 

Associate  Director — Family  Practice  Residency  Program 

new  university  and  community  based  family  pracfice  program 
IS  seeking  a residency  trained,  board  certified  family  physician 
to  join  our  spirited  and  dedicated  faculty  as  a full-time  mem- 
ber. Responsibilities  include  in-patient  and  out-patient  teach- 
ing, educational  program  development  and  administrative  du- 
ties. Attractive  salary  and  benefit  package.  Please  send  CV  to 
Harold  T.  Pruessner.  M.D.,  Chairman.  Department  of  Family 
Practice  and  Community  Medicine,  University  of  Texas  Medi- 
cal School  at  Houston,  6431  Fannin,  Room  6.100,  P.  O.  Box 
20708,  Houston.  Texas  77225.  The  University  of  Texas 
Health  Science  Center  at  Houston  is  an  Equal  Opportunity 
Employer.  Women  and  minorities  are  encouraged  to  apply. 

Medical  Director  of  Family  Practice/Occupational  Health 
Faculty  Office — Medical  Director  is  needed  for  an  expanded 
office  for  the  comprehensive  care  of  private  patients  which 
also  includes  employee  and  student  health  of  the  University  of 
Texas  Health  Science  Center  at  Houston.  The  office  will  be 
the  model  office  for  training  of  family  physicians  in  a newly  ini- 
tiated family  pracfice  residency  program  and  clinical  research 
by  the  department.  Attractive  salary  and  benefit  package. 
Please  send  CV  to  Harold  T.  Pruessner.  M.D.,  Chairman.  De- 
partment of  Family  Practice  and  Community  Medicine,  Uni- 
versity of  Texas  Medical  School,  6431  Fannin,  Room  6.100, 
P.O.  Box  20708,  Houston.  Texas  77225.  The  University  of 
Texas  Health  Science  Center  at  Houston  is  an  Equal  Oppor- 
tunity Employer.  Women  and  minorities  are  encouraged  to 
apply, 

Predoctoral  Director — The  Department  of  Family  Practice 
and  Community  Medicine,  University  of  Texas  Medical  School 
at  Houston,  has  immediate  opening  for  a residency  trained, 
board  certified  family  physician  for  the  position  of  Predoctoral 
Director.  Duties  include  teaching,  curriculum  development,  re- 
search and  direct  patient  care  in  an  established  family  prac- 
fice department  with  graduate  and  undergraduate  programs. 
Applicants  should  send  credentials  and  CV  to  Harold  T. 
Pruessner,  M.D.,  Chairman,  Department  of  Family  Practice 
and  Community  Medicine,  University  of  Texas  Medical  School 
at  Houston.  6431  Fannin.  Room  6.1090,  P.O.  Box  20708, 
Houston,  Texas  77225.  The  University  of  Texas  Health  Sci- 
ence Center  at  Houston  is  an  Equal  Opportunity  Employer. 
Women  and  minorities  are  encouraged  to  apply. 

Family  practice  faculty  needed — The  Department  of  Family 
Practice  and  Community  Medicine  at  the  University  of  Texas 
Medical  School  at  Houston  is  seeking  board  certified  family 
physicians  for  clinical  faculty  positions.  The  clinical  skills 
needed  are  for  the  comprehensive  practice  of  family  medicine 
and  for  teaching  of  medical  students  and  family  practice  resi- 
dents. Attractive  salary  and  benefit  package.  Please  send  CV 
to  Harold  T.  Pruessner,  M.D.,  Chairman,  Department  of  Fam- 
ily Pracfice  and  Community  Medicine,  University  of  Texas 
Medical  School  at  Houston,  6431  Fannin,  Room  6.100,  P.O. 
Box  20708.  Houston.  Texas  72225.  The  University  of  Texas 
Health  Science  Center  at  Houston  is  an  Equal  Opportunity 
Employer.  Women  and  minorities  are  encouraged  to  apply. 

Pediatricians  needed  for  the  Division  of  General  Pediatrics 
of  a new  hospital  of  The  University  of  Texas  Medical  School- 
Houston.  Responsibilities  will  include  teaching  and  patient 
care.  Hiring  at  all  academic  ranks.  Contact:  Dr.  Will  Risser. 
Dept,  of  Pediatrics.  UT  Medical  School.  P.O.  Box  20708, 
Houston,  TX  77225.  713  794-5126.  The  University  of  Texas  is 
an  Equal  Opportunity  Employer.  Women  and  minorities  are 
encouraged  to  apply, 

Texas  Tech  University  Health  Sciences  Center — Needs 
Medical  Director  of  Prison  Health  Services  for  new  2.250-bed 
state  prison  in  Amarillo,  Texas.  Board  certified,  Texas  license. 
Salary  competitive.  Medical  school  faculty  appointment.  Pilot 
program  for  comprehensive  care  to  inmates  by  local  commu- 
nity. Submit  vita  to:  Texas  Tech  University  HSC,  Personnel 
Department,  1400  Wallace  Blvd.,  Amarillo,  Texas  79106. 


Emergency  Me(dicine 

Needed:  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817  336-8600  or 
write  Emergency  Medicine  (jonsultants,  PA:  1525  Merrimac 
Circle,  Suite  107,  Fort  Worth,  Texas  76107. 


Abilene.  Texas  (North)-Excellent  moonlighting  opportunity 
at  low  volume  emergency  department.  Weekends  only.  At- 
tractive rate  and  full  malpractice  insurance  provided.  Contact: 
Emergency  Consultants,  Inc.  2240  S.  Airport  Road,  Room  29. 
Traverse  City,  Ml  49684:  1-800-253-1795  or  in  Michigan 
1 -800-632-3496. 


Emergency  Physician — Local  Houston  ER  group  needs  ex- 
perienced ER  physician.  Fee-for-service  with  guarantee. 
Contact  Greater  Houston  Emergency  Physicians  Associates, 
P.  0.  Box  7445,  Houston.  Texas  77248:  713  869-6235. 

San  Angelo — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr.  days,  50  weeks/year.  Profit  sharing  above  guar- 
antee. Contact  Wayne  Williams.  MD,  915  942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo,  Texas  76904. 


JOIN  THE  LEADERS  IN 
EMERGENCY  MEDICINE 

Emergency  Physicians  Associates  of 
Texas  has  formed  an  association 
with  the  Sterling  Group  out  of  Florida 
and  incorporated  in  the  State  of 
Texas  under  the  name  of  Sterling 
Healthcare,  Inc.  The  corporation  is 
still  based  in  San  Antonio,  Texas. 

Our  combination  of  experience  and 
expertise  help  us  approach  Emer- 
gency Medicine  with  some  new  and 
innovative  ideas  that  provide  for 
flexible  opportunities  for  physicians. 

If  you  are  interested  in  a career 
change  or  would  just  like  to  hear 
about  our  opportunities  please  call 
Amy  Schafers  at  1-800-999-3728  or 
send  a C.V.  to  Sterling  Healthcare, 
8700  Crownhill,  Suite  600, 

San  Antonio,  Texas  78209. 

JL  STERLING 


Tyler — Modern  minor  emergency/ambulatory  care  centers 
seeking  well-rounded  practitioner  for  expansion.  Generous 
modified  fee-for-service  income  package.  With  superior  pro- 
fessional liability  insurance  included.  Must  have  good  experi- 
ence in  family  medicine.  Industrial  medicine  experience  help- 
ful. Send  CV  or  call  Jackie  Hall.  Emergicare  Systems 
Corporation,  3305  North  3rd  Street,  Abilene,  Texas  79603; 
(915)  676-3023. 

17-physjcian  multi-specialty  group  need  services  of  an 
experienced  physician  to  do  2 to  4 nights  a week  of  emer- 
gency room  duty  in  a small  to  medium  sized  emergency  room. 
Most  weekends  off.  Excellent  guaranteed  salary  and  benefits. 
Relocation  allowance  available.  Please  send  CV  to:  Malone 
and  Hogan  Clinic,  Personnel  Department,  1501  West  11th 
Place,  Big  Spring,  Texas  79720,  or  call  Penny  Phillips,  Admin- 
istrator, 915-267-6361. 


Family/General  Practice 

Practice  Opportunity:  Partner — Board  Certified  family 
practice.  Established  practice.  Growing.  New  Facility.  6,600 
population  plus  surrounding  rural  area,  Texas.  Call:  Yvonne 
Haug,  M.D.  512  997-7626  Day,  512  997-2916  Nights. 

Family  Practice-2  BC  FP's  in  North  Dallas  suburb  in  search 
of  BE  BC  FP  to  join  busy  practice  in  1990.  Financial  package 
available.  Send  CVto  Ad  #738,  TEXAS  MEDICINE,  1801  N. 
Lamar  Blvd,,  Austin,  TX  78701. 

Family  Practice  Physician — Full  or  part  time — To  join  seven 
member  group  operating  two  clinics.  For  details,  submit  re- 
sume to:  San  Benito  Medical  Associates,  Inc.,  351  N.  Sam 
Houston,  San  Benito.  TX  78586,  512  399-2443 — Attn: 
Thomas  S.  LaMotte. 

Suburban  Austin,  Texas — seeking  BC/BE  FP  for  private 
practice  with  OB.  Family  oriented  community  of  12,000  with 
25,000  drawing  area  located  35  miles  NE  of  Austin.  Strong 
65-bed,  JCAHO-Accredited  Hospital  with  night  ER  coverage. 
Competitive  income  guarantee.  Contact  E.  Balia,  Admin- 
istrator, Johns  Community  Hospital,  305  Mallard  Lane.  Taylor, 
TX  76574:512  352-7611. 

Family  Practice — Three  man  group  needs  Boarded  FP  im- 
mediately. No  investment.  Immediate  above  average  income. 
No  cost  start.  Unique  opportunity.  Gerald  Hill,  M.D.  (806) 
793-5444  Lubbock. 


Texas:Dallas/Fort  Worth  and  East  Texas — Full-time  posi- 
tions available  with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine.  Op- 
portunities include  staff  and  directorship  positions,  in  high  vol- 
ume, Level  1 Trauma  Centers,  as  well  as  smaller  community 
hospitals.  We  offer  very  desirable  geographic  locations  in- 
cluding the  Dallas/Forl  Worth  area.  East  Texas,  Amarillo,  and 
Austin.  Competitive  compensation  rates  range  from  $85,000 
to  $150,000  annually.  Positions  available  for  both  part-time 
and  full-time  emergency  medicine  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic  settings. 
Contact  Brenda  Lancaster,  Vice  President,  Professional 
Services,  EmCare,  Inc.,  3310  Live  Oak,  Suite  400,  Dallas, 
TExas  75204  or  call  collect  214  823-6850,  out  of  state 
1-800-527-2145, 

Regional  Medical  Center  with  30,000  visits,  1 40K  + malprac- 
tice. plus  CME  with  ready  and  accepting  back-up  staff  all 
perched  in  the  beauty  of  East  Texas.  If  you  like  32  hour  cover- 
age per  day  and  wonderful  staff  relations,  call.  The  four  of  us 
are  waiting.  In  Texas,  call  1-800-441-8570  or  214  798-8884; 
1000  Pine.  Texarkana,  Texas  75501. 

Texas:Full-time  and  part-time  emergency  department  posi- 
tions available  at  224  bed  hospital.  Recreational  area  north  of 
Dallas.  Excellent  compensation  including  malpractice  insur- 
ance. Benefit  package  available  to  full-time  physicians.  Con- 
tact: Emergency  Consultants.  Inc.  2240  S.  Airport  Road, 
Room  29,  Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


YjiT  hen  you  work  as  a PRN 
locum  tenens  physician, 
you’re  really  working  for  yourself. 
You  enjoy  personal  freedom,  in- 
dividualized flexibility,  and  profes- 
sional satisfaction.  You  tell  us 
when  and  where  you  want  to  work 
and  leave  the  administrative  duties 
to  us. 

••• 

i 

Physicians 

of  Texas 
1-800-531-1122 


Texas  Medicine 


West  Texas:  The  best  opportunity  in  the  entire  area.  We  otter 
flexible  hours  and  guarantees.  You  basically  name  your  own 
requirements.  Send  your  CV  to:  Ad  Box  #744,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  TX  78701. 

Excellent  opportunity  for  family  practitioner  to  share  prac- 
tice with  one  established  physician  in  a county  of  4500.  Rural 
central  Texas  setting  close  to  the  metro  area.  Incentive  pack- 
age. Send  CV  to  Childress  General  Hospital,  R O.  Box  289, 
Goldthwalte,  Texas,  76844. 

Family  practice  physician  for  smaii  centrai  Texas  town. 

40-hour  week — days  only,  no  hospital  inpatients.  $85,000  per 
year  guaranteed  with  malpractice  paid.  Send  CV  or  call  Jackie 
Hall.  Emergicare  Systems  Corporation,  3305  North  3rd 
Street,  Abilene.  Texas  79603:  915  676-3023. 

Excellent  opportunity  for  family  practitioner  in  Hamlin. 
Texas,  a community  of  over  3,000  population  with  a large 
drawing  area.  Modem  clinic  and  well  equipped  twenty-five 
bed  hospital.  Unique  compensation  package.  Enjoy  a more 
relaxed  life  style  in  West  Texas.  Contact:  Chuck  Latham,  Ad- 
ministrator, Hamlin  Memorial  Hospital,  P.  O.  Box  387,  Hamlin, 
Texas  79520:  915  576-3646. 

Beaumont-Family  Physician — A busy,  well-established, 
board-certified  Family  Physician,  in  Beaumont,  is  now  seek- 
ing a BC/BE  associate  to  join  his  expanding  practice.  Flexible 
financial  arrangements.  There  are  also  two  group  opportuni- 
ties available.  Send  your  CV  to:  Manager,  Professional  Re- 
lations, Dept.  11-1 2C,  P.  0.  Box  1438,  Louisville,  KY 
40201-1438. 

Excellent  practice  opportunity  in  historic  East  Texas 
town.  BC  or  BE  physician  for  new  Innovative  healthcare  deliv- 
ery system.  Salary  plus  4 weeks  vacation,  CME,  paid  mal- 
practice. Call  or  send  CV  to:  Leonard  Graivier,  MD,  or  Tony 
Rasberry,  Physician  Network  of  America,  Inc.,  8505  Freeport 
Parkway  #130,  Irving,  TX  75063:  1-800-336-2575  or  214 
929-4779. 


Internal  Medicine 

Texas,  Two  General  Internists  (BC/BE)  needed  to  join  ex- 
panding specialty-oriented  medical  group  in  Texas.  University 
community.  Guaranteed  salary  plus  incentive  arrangement 
and  fringe  benefits  first  year.  Contact  Ad  Box  #733,  TEXAS 
MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701. 

Expanding  17-physician  multi-specialty  Group  has  excel- 
lent opportunity  for  an  Internist.  We  offer  a high  first-year  sal- 
ary in  addition  to  benefits  with  no  first-year  expenses.  If  inter- 
ested, send  CV  to  Malone  and  Hogan  Clinic,  1501  West  1 1th 
Place,  Big  Springs,  TX  79720  or  call  Pam  Shuttlesworth  at 
915-267-6361,  ext.  336. 

East  Texas  IM  group  seeking  associate  BE  or  BC  located 

in  beautiful  East  Texas  city  of  85,000.  Group  of  seven  (7)  in- 
ternists offer  salary  guarantee  plus  health  benefits,  CME,  mal- 
practice. Practice  at  250  bed  community  hospital.  Call  or  send 
CV  to:  Leonard  Graivier.  MD,  or  Tony  Rasberry,  Physician 
Network  of  America,  Inc.,  8505  Freeport  Parkway  #130, 
Irving.  TX  75063:  1 -800-336-2575  or  214  929-4779. 


Orthopedic  Surgery 

Beaumont-Orthopedic  Surgeon — A two-man  orthopedic 
group  here,  very  busy  in  sports  medicine,  is  now  seeking  a 
third  member  for  the  summer  of  1990.  Send  CV  to:  Manager, 
Professional  Relations,  Humana  Inc.,  Dept.  II-12F,  500  West 
Main  Street,  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 


Pediatrics 

Pediatric  Cardiologist-Dallas — A Pediatric  Cardiologist, 
with  invasive  skills,  is  needed  to  join  established  groups  near 
our  555-bed  hospital  In  north  Dallas.  Solo  with  financial  assis- 
tance also  an  option.  Our  hospital  does  a high  volume  of  open 
heart  and  cardiac  caths.  Three  Pediatric  Intensivists  and  a 
non-invasive  Pediatric  Cardiologist  are  established  here.  Send 
CV  to:  Gordon  Crawford,  Manager,  Professional  Relations, 
Humana  Inc.,  Dept.  11-1 2A.  500  West  Main  Street.  Louisville, 
KY  40201-1438.  Or  call  TOLL-FREE  1 -800-626-1590. 

Abilene-Pediatrician — Unique  opportunity  for  a Pediatrician 
in  offices  next  to  our  new  replacement  hospital  in  the  high- 
growth  section  of  town  with  young  families.  Immediate  refer- 
rals and  very  competitive  financial  assistance.  Send  CV  to  : 
Manager.  Professional  Relations,  Humana,  Inc.,  Dept.  11-1 2E, 
500  West  Main  Street.  Louisville,  KY  40201-1438.  Or  call 
TOLL-FREE  1-800-626-1590. 


Radiology 

Diagnostic  Radiologist — Position  available  for  a board  cer- 
tified radiologist.  Imaging  fellowship  desired.  Join  a 7-person 
department  that  is  part  of  a growing  multi-specialty  clinic  in 
Austin.  Texas.  Practice  includes  CT,  MRI,  ultra-sound  and 
digital  angiography.  Contact  Ross  Hemphill,  M.D.,  Medical  Di- 
rector, 801  W.  34th  Street,  Austin.  Texas  78705. 

Diagnostic  Radiologist:Three  man  board  certified  radiology 
group  looking  for  a fourth  associate  who  is  either  board-eligible 
or  board-certified  and  has  MRI  experience.  Position  available 
January  1,  1990  or  as  soon  as  possible  after  January  1. 
Salary  and  benefits  commensurate  with  training  and  experi- 
ence. Contact  P.  O.  Box  55508,  Houston,  TX  77255  or  call 
713  468-0012. 


MEDICAL  DIRECTOR, 
SUBSTANCE  ABUSE 
PROGRAM 

Shell  Oil  Company  is  accepting  applications  for  the 
position  of  Medical  Director,  Substance  Abuse.  The 
position  will  manage  the  medical  aspects  of  the 
Company's  employee-oriented  substance  abuse 
program  as  part  of  the  Corporate  Medical  Department. 

The  successful  candidate  will  provide  medical  coordination  of  the  Company 
program  throughout  all  functions  within  the  United  States.  Some  individual 
counseling  and  referral  of  employees  will  be  involved,  but  the  majority  of 
direct  patient  therapy  and  rehabilitation  will  be  by  outside  professional 
resources.  Quality  control  of  these  outside  rehabilitation  programs,  therapists, 
and  drug  testing  laboratories  is  an  important  part  of  the  job  and  some  travel 
is  involved.  Will  act  as  Company  Medical  Review  Officer  (MRO)  for  required 
Federal  Workplace  Drug  Testing  Programs;  the  primary  responsibility  of  the 
MRO  is  to  review  and  interpret  positive  urinalysis  test  results  and  provide 
advice  for  appropriate  intervention.  There  is  interaction  with  the  Employee 
Relations  Department  in  administering  the  Company's  substance  abuse 
policy.  Position  availability  could  be  as  early  as  December  1989. 

Requirements;  M.D.  orD.O.  degree.  Specialization  in  substance  abuse  work 
as  a Psychiatrist,  Internist,  or  other  AMA  or  AO  A approved  certification.  Must 
have  Texas  license  or  be  able  to  obtain  expeditiously.  Must  be  able  to  present 
to  employees  and  others  the  proactive  side  of  preventive  medicine;  should 
be  excellent  in  verbal  and  written  communications.  Should  have  a minimum 
of  one  year  experience  working  with  substance  abuse  education,  prevention, 
and  intervention.  Must  be  knowledgeable  in  the  medical  use  of  prescription 
drugs  and  the  pharmacology  and  toxicology  of  illicit  drugs.  Ability  to  work 
with  diverse  Company  staff  and  management,  as  well  as  outside  substance 
abuse  consultants  and  potential  EAP  network. 

Interested  applicants  should  send  a letter  of  interest,  salary  expectation,  and 
resume  to: 

Corporate  Medical  Director 
Shell  Oil  Company 
P.O.  Box  2463 
Houston,  Texas  77252 

An  Equal  Opportunity/Affirmative  Action  Employer. 


Other  Opportunities 

Positions  Available-Seeking  BC/BE,  general  Internist, 
HEM/ON,  PS,  endocrinologist  to  join  an  established  multi- 
specialty (non-prepald)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124  Dallas 
Street,  San  Antonio,  Texas  78205. 

We  have  full  and  part-time  locum  tenens  opportunities 
available  in  all  specialties  with  guaranteed  incomes  and  paid 
malpractice.  For  more  information,  contact  John  Smith. 
Locum  Tenens,  Inc,  (A  Division  of  Jackson  and  Coker),  400 
Perimeter  Center  Terrace,  Suite  760  TMLT9,  Atlanta,  GA 
30346,  telephone  1-800-544-1987. 

South  Texas  Multispecialty  Group — 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC/BE  phy- 
sicians: OBG,  pediatrics,  FP.  Well-established  25  year  old 
practice  rapidly  expanding  into  multispecialty  group  due  to  in- 
creased patient  base.  Design  award-winning  new  facility 
offering  complete  lab,  x-ray,  family  practice,  general  surgery, 
cardiology,  PM  & R,  and  ophthalmology  services  already  es- 
tablished. Texas  licensed  and  Medicare  certified  out-patient 
surgery  center  on  site.  Enlarging  present  facility  and  will  open 
satellite  office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  administrative  and 
staff  support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities  in 
both  out-patient  and  hospital  practice.  Dedication  to  high 
quality,  excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial  interest  in 
practice  desirable.  Tremendous  growth  potential.  Send  CV 
references  and  current  photo  to  Elizabeth  Perez,  Admin- 
istrator. Gonzaba  Medical  Group,  720  Pleasanton  Road,  San 
Antonio,  Texas  78214. 


Texas  Gulf  Coast  Oncologist — BC/BE  Oncologist  sought  to 
join  established  three  physician  oncology  group  located  in 
hospital  affiliated  multidisciplinary  cancer  center.  Medical  sup- 
port includes  all  medical  specialties,  state-of-the-art  radiation 
therapy,  MRI.  CT,  and  apheresis.  City  of  1 30,000  offers  excel- 
lent lifestyle  and  is  located  near  metropolitan  Houston.  Send 
CV  to  Beaumont  Oncology  Associates,  McFaddin  Ward  Can- 
cer Center,  690  N.  14th  Street,  Beaumont,  Texas  77702. 

General  Surgeon — Board  Certified,  sought  to  establish  pri- 
vate practice  associated  with  99-bed  hospital  in  West  Texas 
town  of  12,000  plus.  Income  guarantee  and  other  financial  in- 
centives are  available.  Contact  : Thomas  R.  Hochwalt,  CEO. 
Cogdell  Memorial  Hospital,  Cogdell  Center,  Snyder.  TX 
79549:  915  573-6374. 

Texas,  Expanding  Specialty-Oriented  Medical  Group  seek- 
ing B/C,  B/E  cardiologists,  diabetologist,  gerontologist, 
gastroenterologist,  pulmonologist,  oncologist,  rheumatologist 
and  a physical  medicine  and  rehabilitation  specialist.  Univer- 
sity community.  First  year  salary  guaranteed  plus  incentive 
arrangement  and  fringe  benefits.  Contact  Ad  Box  #733, 
TEXAS  MEDICINE.  1801  N.  Lamar,  Austin.  TX  78701. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specbities) 

Texas  8r  Sunbelt  States 
Call  1-800-284-4560 

Houston  785-3722  Reuben 

or  Serb  CV:  11140  Westheimer 

A ■s  a a 8 11  civile 

Suite  144  

Houston.  TX  77042  &.  Associates 
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Expanding  17-physician  multi-specialty  Group  has  excel- 
lent opportunity  for  an  Anesthesiologist.  We  offer  a high  first- 
year  salary  in  addition  to  benefits  with  no  first-year  expenses. 
If  interested,  send  CV  to  Malone  and  Hogan  Clinic.  1501  West 
1 1 ih  Place,  Big  Spring.  TX  79720  or  call  Pam  Shuttlesworth  at 
915  267-6361,  ext.  336. 

Cardiologist— Invasive-El  Paso,  Texas;  Join  2 BC  car- 
diologists; complete  range  of  procedures;  modern  330  bed 
hospital-active  cardial  surgery  program:  new  clinic  in  1990- 
Phil  Kelbe  1-800-338-7107. 

Cardiologist — Non-invasive — Beaumont.  Texas;  Join  4 
BC  Cardiologist:  affiliation  with  4 area  hospitals-complete  di- 
agnostic services;  call  shared  equally:  attractive  compensa- 
tion package:  Phil  Kelbe  1-800-338-7107. 


CORPUS  CHRISTI 
Private  Practice  Opportunities 

There  are  private  practice  opportunities  for 
the  following  specialties  in  Corpus  Christi: 

• NEUROLOGIST 

• NEUROSURGEON 

• UROLOGIST 

Competitive  financial  assistance  is  available 
for  all  these  specialties.  For  further  informa- 
tion send  CV  to:  Manager,  Professional 
Relations,  Humana  Inc.,  Dept.  II-12B,  500 
West  Main  Street,  Louisville,  KY  40201- 
1438.  Or  call  TOLL-FREE  1-800-626-1590. 


Anestheslologist-Beaumont — Another  Anesthesiologist  is 
needed  to  establish  practice  here  and  provide  a third  of  the 
coverage  in  the  24-hour  labor  and  delivery  unit  at  our  250-bed 
hospital,  where  OB  services  were  established  in  September 
1988.  This  is  a fee-for-service  position  with  an  extremely  gen- 
erous income  guarantee.  Send  CV  to:  Manager,  Professional 
Relations,  Humana  Inc.,  Dept.  11-12,  500  West  Mam  Street, 
Louisville.  KY  40201-1438.  Or  call  TOLL-FREE 

1-800-626-1590. 

Urologist-Texas  Gulf  Coast — A well-established,  board  cer- 
tified Urologist  in  Beaumont  (service  area  300,000)  is  now 
seeking  an  associate.  Opportunity  to  take  over  this  long-time 
practice  In  near  future.  Send  CV  to;  Manager,  Professional 
Relafions,  Humana  Inc.,  Dept.  II-12D,  500  West  Main  St. 
Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 

1-800-626-1590. 


DALLAH  HOSPITAL 
RIYADH,  SAUDI  ARABIA 

Immediate  openings 

Excellent  benefit  package 
U.S.  tax  benefits 

PEDIATRICIAN 

OB-GYN 

DERMATOLOGIST 

BOARD  CERTIFIED  - U.S.  CITIZEN 
Send  resumes  in  confidence  to: 


Avco  Overseas  Services 


TEXTRON 


International  Employment  Dept. 

P.O.  Box  218768,  Houston,  Texas  77218 


EXECUTIVE  DIRECTOR 
TEXAS  STATE  BOARD  OF 
MEDICAL  EXAMINERS 

Exciting  opportunity  to  significantly  be 
involved  in  refining  all  aspects  of  medical 
licensure,  quality  assurance,  and  physician 
discipline.  Position  available  Jan.  1,  1990. 

Contact:  G.V.  Brindley,  Jr.,  M.D., 
Texas  State  Board  of 
Medical  Examiners 
P.  O.  Box  13562,  Capitol  Station 
Austin,  Texas  78711 
512/452-1078 


Cardiologist— Invasive/Non-Invasive  BC  BE  to  join  two  BC 
cardiologists  located  in  southwest  Houston.  Good  salary, 
fringe  benefits,  partnership  after  two  years.  Send  CV  to  P 
McKenzie,  7737  Southwest  Fwy.,  Suite  900,  Houston,  Texas 
77074. 

Established  44-bed  hospital  adult  C.D.  hospital  has  imme- 
diate need  for  physician  with  Texas  license.  Opening  either  for 
one  year  fellowship  in  addiction  medicine  or  as  staff  physi- 
cian. Also  possible  need  for  part-time  physician.  Personal  re- 
covery desirable.  Contact  C.  Bill  Wallace,  MD,  Medical  Direc- 
tor, P.  O.  Box  461621,  Garland.  TX  75046:  214  487-2495. 

Full-time  Medical  Director  for  a large  insurance  company. 
B.C./B.E.  in  family  practice,  internal  medicine  or  insurance 
medicine  preferred.  Send  C.V.  to:  Dr.  Lloyd  Gregory,  M.D., 
American  General  Life  Insurance  Company,  PL-01,  P.  0.  Box 
1931,  Houston,  Texas  77251.  We  are  an  equal  opportunity 
employer. 

Pathologist-Beaumont— Current  Pathologist  at  our  250-bed 
hospital  in  Beaumont  is  leaving  this  December  and  replace- 
ment Is  needed.  Send  CV  to:  Gordon  Crawford,  Manager, 
Professional  Relations.  Dept.  11-1 2G,  500  West  Main  Street, 
Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 


Abilene-Cardiologist— A busy,  well-established  slx- 
physician  cardiology  group  here  is  now  seeking  a non- 
invasive  cardiologist.  Four  of  the  members  do  PTCA.  Their 
offices  are  near  our  new  replacement  hospital  with  state-of- 
the-art  equipment.  Send  your  CV  to:  Manager,  Professional 
Relations,  Humana  Inc.,  Dept.  11-1 2H,  500  West  Mam  Street 
Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 


cSpo  Consolidated  Physician 
^25^  Relocation  Services 

2651  Park  St. 

Jacksonville,  Fl  32204 
1-800-733-7999 

1-904-389-7400 

Recruitment 
Locum  Tenens 
Consulting 


OPPORTUNITIES  SOUGHT 

Psychiatrist-(Adolescent  and  Adult)Board  Eligible  seeks 
association  with  private  practice  in  Texas.  I prefer  some  in- 
patient hospital  work  and  an  Innovative  active  work  schedule. 
A MHMR  position  will  also  be  considered.  References  are 
easily  available.  Please  send  information  to  Ad  #743,  TEXAS 
MEDICINE,  1801  N.  Lamar.  Austin,  TX  78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Ultrasounds — Linear.  Sector  and  Dual.  X-ray,  cell-counters 
(QBC),  chemistry  aniyz,  fiber-optic  scopes  and  much,  much 
more.  MedExchange  214  824-5040  FAX  214  823-9428, 
Buy'Sell'Service. 

For  Sale:  Gemstar  chemical  analyzer.  Includes  all  accesso- 
ries. Perfect  condition.  R.  Griffin  M.D.  . 512  478-8678. 


Office  Space 

For  sale  or  lease:  4000  sq.  foot  medical  office  building.  Selon 
vicinity  . . . Austin  Retina  Associates.  Call  512-451-0236. 


Practices 

Thriving,  mature  ophthalmology  practice  in  northern 
suburb  of  Dallas-Fort  Worth  metroplex.  Fastest  growing 
county  in  area.  Well-trained  staff.  All  cultural  amenities.  Im- 
portant aspects  negotiable.  Seller  will  work  part-time  1-2 
years  for  smooth  transition.  If  interested,  please  send  CV  and 
any  other  pertinent  information  or  questions  in  cover  letter  to 
George  E.  Holladay,  MD,  525  Bryan  Street,  Denton,  Texas 
76201;  81 7 383-2607, 

Selling  Your  Practice?  We  otter  on-site  appraisals,  practice 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices. We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write:  Practice  Dynamics,  P.  O.  Box  821398, 
Houston.  Texas  77282:  713  531-0911. 

Family  Medical  Practices  For  Sale:  West  Central  Texas 
near  Abilene  area,  small  community,  excellent  practice; 
Dallas  Lake  Highlands  Area,  beautiful  medical  complex,  pos- 
sible associateship/buy-in.  Contact  Gary  Clinton,  Practice 
Sales/Appraisals  214  327-7765. 

Very  active  family  practice  for  sale — Retiring  after  30 
years,  same  location.  Located  in  town  of  25,000-75  miles 
north  of  Dallas.  200  bed  hospital  with  excellent  consultants  in 
all  fields.  Terms  flexible.  Will  introduce  to  patients.  Contact  Ad 
Box  #741,  TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX 
78701. 


Texas  Medicine 


Optomotry  Practice  For  Sale — LaGrange,  Texas  (County 
Seal).  Hospital  equipped  for  eye  surgery.  Well-established 
practice.  Call  or  write:  Dr.  Robert  Kohler.  P.O.  Box  649, 
LaGrange,  Texas  78945:  409  968-3953. 

Dallas  E.N.T.  practice  lor  sale.  Annual  gross  200K  Excel- 
lent opportunity.  Seller  would  work  part  time  for  smooth  transi- 
tion. Contact  Ad  #745,  TEXAS  MEDICINE,  1801  N.  Lamar 
Blvd.,  Austin,  TX  78701. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Signature  Loans  $5.000-$60,000  for  Physicians.  Use  for 
any  need.  No  points  or  fees.  Compefitive  rates.  Level  pay- 
ments up  to  six  years.  Call  1-800-331-4952.  MediVersal 
Dept.  114. 

Physician's  signature  loans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Competitive  fixed  rafe.  Physicians  Service  Association. 
Atlanta,  Georgia.  Toll  free  1-800-241-6905.  Serving  MDs  for 
over  10  years. 

Double  Your  Money  in  8 Years!  M.D.  is  looking  for  like- 
minded  physicians  to  participate  in  joint  venture  that  could 
double  your  money  in  8 years.  Very  secure  investment, 
backed  by  Bank  guarantees.  Only  a limited  number  can  be 
accepted.  Send  your  appointment  card  with  the  best  lime  to 
oail.  Reply  Box  #734,  TEXAS  MEDICINE,  1801  N.  Lamar, 
Austin.  TX  78701. 

Signature  Loans:  No  Collateral  ’ No  Prepayment  Penalty  ‘ 
Comple'e  Confidentiality  ’ Competitive  Rates  ‘ $5,000  to 
$60,000  ■ Up  to  Six  Years  to  Repay  * SEIGLE  & ASSOCI- 
ATES, INC.,  9894  Bissonnet,  Suite  100,  Houston,  TX  77036, 
713  777-6080. 

Transition  Consulting  Services — Specializing  in:  practice 
appraisal,  contract  structuring,  opportunity  assessment  and 
practice  sales  assistance.  20  years  experience  with  health 
professionals.  Lewis  Healfh  Profession  Services,  1221 
Abrams  Rd.,  Suite  31 8,  Richardson.  TX  75081 . 21 4 437-1 1 80. 

Contracting  with  a HMD,  PPO  or  Managed  Care  Plan?  Do 
you  have  the  time  or  expertise  to  analyze  them?  PROVIDER 
CONTRACT  SERVICES  has  8 yrs.  experience  in  managed 
care  provider  contracting.  Let  us  perform  a business  review  of 
your  contract  and  identify  items  you  may  want  to  negotiate  in 
or  out  of  the  contract  to  optimize  your  reimbursement  and  pro- 
tect your  interests.  For  more  information  contact  PROVIDER 
CONTRACT  SERVICES  at  71 9-528-5330  or  send  copy  of  the 
contract(s)  plus  a check  for  $100  per  confracf  to  PROVIDER 
CONTRACT  SERVICES.  482  Anaconda,  Colorado  Springs, 
Colorado  80919.  Include  return  address  and  specify  practice 
specialty.  Contract  and  review  documentation  will  be  returned 
within  10  working  days  from  receipt. 


Advertising  Rates  & Data:  Regular  classified  advertising 
sells  lor  $2.00  per  word,  minimum  25  words  or  $50.,  per  issue. 
We  do  not  count  articles  (a,  an,  the).  Display  classified  adver- 
lising  sells  for  $95.  per  column  inch,  per  monih.  A variety  of 
typefaces,  logos  and  borders  may  be  used  in  display  classi- 
fied ads.  Ad  box  numbers  can  be  substitufed  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address  of 
ad  box  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office  will 
not  contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex,  natural 
origin,  or  age  unless  bona  fide  occupational  qualifications. 
Copy  deadline  is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Diane  L.  Bolling,  Classified  Manager,  TEXAS 
MEDICINE,  1 801  North  Lamar  Blvd.,  Austin,  Texas  78701 . 
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Publication  of  an  advertisement  in  TEXAS  MEDICINE  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 


The  wheelchair  you  see 
here  is  made  from  a super  light- 
weight material  developed  tor 
space  vehicles. 

It  weighs  halt  what  a stan- 
dard chair  weighs.  Yet  it's  just  as 
strong.  And  a lot  easier  to  maneu- 
ver, told  up,  and  store  away.  It 
promises  to  provide  wheelchair 
users  with  a tar  more  comtort- 


able  way  to  get  around. 

This  innovation  tor  disabled 
persons  is  just  one  ot  the  down- 
to-earth  applications  ot  space 
technology.  To  tind  out  more 
about  it,  call  the  U.S.  Space 
Foundation  at  1-800-255-1000. 
Or  write  to:  United  States  Space 
Foundation,  P.O.  Box  1838, 
Colorado  Springs,  CO  80901. 


SMCe  TKHHOUHSV.  THIS  IS  HmrS  IN  IT  FOR  YOU. 


Oofitifuiuig  ^cli {cation  I^irectojy 


COURSES 


JANUARY 
Cardiology 
Jan  ->-9.  1990 

MEDICAL  AND  SURGICAL  ADVANCES  IN  THE  CARE  OF  ADULTS 
WITH  CONGENITAL  HEART  DISEASE.  Hotel  Del  Coronado,  San  Diego. 
Fee  S-t25  American  College  of  Cardiology  members,  S500  ACC  non- 
members. Credit  Category  1,  AMA  Physician’s  Recognition  Award;  18.5 
hours.  Contact  Registration  Secretary',  Extramural  Programs,  American 
College  of  Cardiology,  Dept  5080,  Washington,  DC  20061-5080, 

( 1-800)  253-4636 

Jan  10-12,  1990 

ADVANCES  IN  ECHOCARDIOGRAPHY':  CONCEPTS  AND  CASE 
STUDIES.  American  College  of  Cardiology  Heart  House  Learning  Cen- 
ter, Bethesda,  Md.  Fee  8499  American  College  of  Cardiology'  members, 
8545,  ACC  nonmembers.  Credit  Category'  1,  AMA  Physician’s  Recogni- 
tion Award;  19  hours.  Contact  ACC,  Dept  5079-LC,  W'ashington,  DC 
20061-5079  (1-800)  253-46,36 

Jan  15-19,  1990 

CARDIOVASCULAR  CONFERENCE.  Snowmass  Convention  Center, 
Snowmass,  Colo.  Fee  8375  American  College  of  Cardiology  members; 
8470  ACC  nonmembers.  Credit  Category  1 , AMA  Physician’s  Recog- 
nition Award;  2 1 hours.  Contact  Registration  Secretary,  Extramural 
Programs,  ACC,  Dept  5080,  Wa.shington,  DC  20061-5080  ( 1-800) 
253-46.36 

Jan  26-28,  1990 

NEW  DIAGNOSTIC  AND  THERAPEUTIC  TECHNIQUES  IN  CLINICAL 
CARDIOLOGY.  Buena  Vista  Palace,  Walt  Disney  World,  Fla.  Fee  8.315 
American  College  of  Cardiology'  members,  8.380  ACC  nonmembers. 
Credit  Category  1,  AMA  Physician’s  Recognition  Award;  1.3.5  hours. 
Contact  Registration  Secretary,  Extramural  Programs,  ACC,  Dept  5080, 
Washington,  DC  20061-5080,  ( 1-800 ) 25,3 -*6.36 

Jan  26-27.  1990 

VASCUIAR  STENTS.  Doubletree  Hotel  at  Post  Oak,  Houston.  Fee  TBA. 
Credit  TBA.  Contact  Lila  Lerner,  Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030  (71.3) 
798-6020 

Emergency  Medicine 
Jan  15-19,  1990 

EMERGENCY’  MEDICINE  SYMPOSIUM  1.  Hilton  Beach  and  Tennis  Re- 
sort, San  Diego.  Fee  8450  5-day  symposium,  8.300  3-day  symposium, 
8225  2-day'  symposium.  Credit  Category  1,  AMA  Physician’s  Recogni- 
tion Award,  Category  1 , American  College  of  Emergency  Physicians, 
Prescribed  Hours,  American  Academy  of  Family  Physicians,  Category 
2-D,  American  Osteopathic  Association.  Contact  Office  of  Continuing 
Medical  Education,  University'  of  California,  San  Diego,  School  of  Medi- 
cine, M-()17,  La  Jolla,  CA  9209.3-0617  (619  ) 5.34  .3940 

Family  Medicine 

Jan  19-21,  1990 

ADVANCES  IN  FAMILY  MEDICINE.  Southshore  Harbor  Resort,  Hous 
ton.  Contact  Tamara  Greiner,  Baylor  College  of  Medicine,  Office  of 


Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 

798-6020 

General  Medicine 

Jan  27-28,  1990 

PEDIATRIC  DERMATOLOGY  FOR  THE  PRIMARY  CARE  PHY  SICIAN. 

Union  Square  Holiday  Inn,  San  Francisco.  Fee  8205.  Credit  Category'  I, 

AMA  Physician’s  Recognition  Award;  9.5  hours.  Contact  University  of 
f'alifornia.  Extended  Programs  in  Medical  Education,  Room  U-569,  San 
Francisco,  CA  94 1 43-0742  (415)  476-425 1 

Oncology 

Jan  19-20,  1990 

7TH  WESTERN  REGIONAL  ONCOLOGY  C0NFERENC:E.  Airport  Hil 
ton  Hotel,  El  Paso,  Tex.  Fee  8150  physicians,  8100  military.  Credit 
Category  1,  AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact  Ka- 
ren Greenup,  Education  Dept,  Providence  Memorial  Hospital,  2001  N 
Oregon,  El  Pa,so,  IX  79902  (915)  542-6660 

Pediatrics 

Jan  4-7,  1990 

CURRENT  CONCEPTS  IN  PEDIATRICS.  Marriott  Mark  Resort,  Vail, 

Colo.  Fee  8.300  American  Academy  of  Pediatrics  Fellows,  8220  AAP 
(Candidate  Fellows,  8200  AAP  Resident  Fellows,  8365  nonmember  phy- 
sicians. Category  1,  AMA  Physician’s  Recognition  Award;  16  hours. 

(T)ntact  Dept  of  Education,  AAP,  Box  927,  Elk  tirove  Village,  11.  60009- 
0927  ( 1-800)433-9016 

FEBRUARY 

Anesthesiology 

Feb  23-25,  1990 

TACt)  VI:  6TH  ANESTHESIA  CONFERENCE  FOR  OBSTETRICS. 

Doubletree  Hotel  at  Post  Oak,  Houston.  Fee  8250  physicians,  8150 
non-Baylor/residents  and  fellows.  Category  I , AMA  Physician’s  Recog- 
nition Award;  17  hours.  Contact  Lila  Lerner,  Baylor  College  of  Medi- 
cine, Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  IX 
770.30  (713)  798-6020 

Computer  Applications 

Feb  24,  1990 

SEARCHINC;  THE  MEDICAL  LITERAITIRE.  Texas  Medical  Association 
Headquarters,  Austin,  Tex.  Fee  8100.  Credit  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  8 hours.  Catntact  Miriam  Blum,  T.MA  Library',  ~7~7 
1801  N Umar  Blvd,  Au.stin,  fX  78‘^01  ( 5 1 2 ) 477-6X)-t,  ext  193 


Family  Practice 

Feb  3,  1990 

OFFICE  MANACiEMENT  OF  COMMON  ORTHOPAEDIC  INJURIES.  St 
Luke's  Lutheran  Hospital,  San  Antonio,  Tex.  Fee  CTedit  Category 
1,  AMA  Physician’s  Recognition  Award;  7 hours,  (xtntact  Bonnie 
Munroe,  7930  Floyd  Curl  Dr,  San  Antonio,  TX  78229  (512)  690-8600 

Feb  23-24,  1990 

UNCtlVERING  THE  VEIL  OF  SLEEP  11.  Dallas.  Fee  TBA.  Credit  I'BA 
Contact  Sindi  Sonnier,  Continuing  Medical  Education,  8200  Walnut 
Hill  Ln,  Dallas,  ITC  75231  ( 2 1 4 ) 696-8-i58 
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General  Practice 
Feb  10,  1990 

c ancer  update  1990:  EOR  PRIMARY  CARE  PHY  SICIANS.  Hyatt  Re 
gency,  San  Antonio,  Tex.  Fee  S50  before  Jan  15,  S60  after  Jan  15. 

Credit  Category  1,  AMA  Physician’s  Recognition  Award;  7 hours.  Con- 
tact Peggy  Brown,  Institute  of  Health  Education,  1 1 1 Dallas  St,  San  An- 
tonio, I'X  78205  ( 512)  222-8431  ext  5435 

Infectious  Diseases 

Feb  24-25,  1990 

4TH  INFEC:TK)US  diseases  STTVIPOSILIM.  El  Paso,  Tex.  Fee  SI  50. 
Credit  Category'  1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Con- 
tact Karen  Greenup,  Providence  Memorial  Hospital,  2001  N Oregon,  El 
Paso,  TX  79902  ("’13)  542-6660 

Neurology 

Feb  14-16,  1990 

RECENT  ADVANCES  IN  NEUROLOCiY.  Fairmont  Hotel,  San  Francisco. 
CYedit  Category  1,  AMA  Physician’s  Recognition  Award;  15  hours.  Con- 
tact Extended  Programs  in  Medical  Education,  University  of  California, 
Room  569-U,  San  Francisco,  CA  94143-0742  (415)  476-4251 

Obstetrics  and  Gynecology 

Feb  15-17,  1990 

ADVANCES  IN  REPRODUCTIVE  MEDICINE  AND  SflRGERY:  A COM- 
PREHENSIVE REVIEW.  Marriott  Medical  Center  Hotel.  Houston.  Fee 
TBA.  Credit  TBA.  Contact  Lila  Lerner,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Oncology 

Feb  26- Mar  2,  1990 

GENITOURINARY  ONCOLOGY.  Hyatt  Regency  f.ancun,  Cancun,  Yuca 
tan,  Mexico.  Eee  8275  American  Urological  Association  members, 

$375  nonmembers.  Credit  Category'  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  Alice  Henderson,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  ( "’l  3 ) OOS-'^SOO 

Pathology 

Feb  15-18,  1990 

8TH  ANNUAL  REVIEW  COURSE  IN  CYTOPATHOLOGY.  Doubletree 
Hotel  at  Post  Oak,  Houston.  (Contact  (;arol  Soroka,  Baylor  College  of 
Medicine,  Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)  798-6020 

February— April,  1990;  Apr  23— May -r,  1990 

3 1ST  ANNUAL  POSTGRADUATE  INS  I FFUTE  FOR  PAl'HOLOGISTS  IN 
CLINICAL  CYTOPATHOLOGY.  Includes  home  study  (bourse  A ( Febru- 
ary-April ) and  in-residence  Course  B (Apr  23-May  4).  Registration 
for  Course  A required  prior  to  February',  1990.  f Category  1,  AMA  Physi- 
cian’s Recognition  Award;  1 52  hours.  Contact  John  K.  Frost,  MD,  1 1 1 
Pathology  Bldg,  The  John  Hopkins  Hospital,  Baltimore,  MD  2 1 205 
(301 ) 955-8594 

Pediatrics 

Feb  16-18,  1990 

PEDIATRICS  IN  PROGRESS.  Hyatt  Regency  Embarcadero,  San  Fran- 
cisco. Fee  $300  American  Academy  of  Pediatrics  Fellows,  $220  AAP 
Candidate  Fellows,  8200  AAP  Resident  Fellows,  $365  nonmember  phy- 
sicians. Category  1,  AMA  Physician’s  Recognition  Award;  I6  hours. 
Contact  Dept  of  Education,  AAP,  Box  927,  Elk  Grove  Village,  IL  60009- 
0927  ( 1-800)  433-9016 

Psychiatry 

Feb  23-24,  1990 

UPDATE  ON  SLEEP  DISORDERS.  Presbyterian  Hospital  of  Dallas. 

Dallas.  Fee  TBA.  Credit  TBA.  Contact  Sindi  Sonnier,  Continuing  Medi- 
cal Education,  Presbyterian  Healthcare  System,  8200  Walnut  Hill  Lane, 
Dallas,  TX  75231  ( 2 1 -1 ) 696-8-i68 


Sports  Medicine 

Feb  17-24,  1990 

OFFICE  BASED  SPORTS  MEDICINE  CONFERENCE.  Sun  Valley,  Idaho 
Contact  University’  of  California  School  of  Medicine,  Extended  Pro- 
grams in  Medical  Education,  Rm  569-U,  San  Erancisco,  CA  94143 
(415)  476-4251 

Urology 

Feb  16-18,  1990 

ULTRASOUND  IN  UROLOGY^.  Hyatt  CYown  Center,  Kansas  City,  Mo. 
Fee  8275  American  Lirological  Association  members,  $375  ALIA  non- 
members. Credit  Category  1,  AMA  Physician’s  Recognition  Award;  18.5 
hours.  Contact  Kim  Ishee,  AUA  CYffice  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401  (713)  665-7500 

Feb  17-20,  1990 

GENITOURINARY'  PATHOLOGY',  Dearborn  Inn,  Dearborn,  Mich.  Fee 
$300.  Credit  Category’  1,  AMA  Physician’s  Recognition  Award;  25 
hours.  Contact  Alice  Henderson,  American  lirological  Association, 
Office  of  Education,  6750  W'  Loop  South,  Ste  900,  Bellaire,  TX  77401 
(^13)  665-7500 

Feb  20-22,  1990 

GENITOURINARY'  RADIOLOGY,  Dearborn  Inn,  Dearborn,  Mich,  Fee 
$250.  Credit  Category’  1,  AMA  Physician’s  Recognition  Award;  16 
hours.  Contact  Alice  Henderson.  American  Urological  Association, 
Office  of  Education,  6750  W Loop  South,  Ste  900,  Bellaire,  TX  77401 
(713)  665-7500 

Feb  26- Mar  1,  1990 

GENITOURINARY'  ONCOLOGY',  Hyatt  Regency  Cancun,  Cancun,  Mex- 
ico. Fee  $275  American  Lirological  Association  members,  $375  AUA 
nonmembers.  Credit  Category  1 , AMA  Physician’s  Recognition  Award; 

1 5 hours.  Contact  Alice  Henderson,  ALIA  Office  of  Education,  6750  W 
Loop  South,  Ste  900,  Bellaire,  TX  77-401  ( ^1 3 ) 665-7500 

MARCH 

Family  Medicine 

Mar  30-31.  1990 

SPORTS  MEDICINE.  Loews  Anatole  Hotel,  Dallas.  Fee  TBA.  Credit 
Category  1,  AMA  Physician’s  Recognition  Award;  10  hours.  Contact 
Continuing  Education,  The  flniversity  of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas,  EX  75235  ( 214 ) 688-2166 

Mar  27-30,  1990 

15TH  ANNUAL  PRIMARY  CARE  UPDA  TE.  University  of  Arizona  Health 
Sciences  Center,  Tucson.  Credit  Category’  1,  AMA  Physician's  Recogni- 
tion Award.  Contact  Lynne  Mascarella,  Continuing  Medical  Education, 
LIAHSC,  Tucson,  AZ  (602 ) 626-7832 

Obstetrics  and  Gynecology 

Mar  15-16,  1990 

2ND  ANNUAL  CONFERENCE:  ADVANCES  IN  OBSTETRICS  AND 
GY'NECOLOGY.  Marriott  Astrodome,  Houston.  Eee  $230,  Contact  Lila 
Lerner,  Baylor  College  of  Medicine,  Office  of  Continuing  Education, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

Mar  .30-31,  1990 

ANNUAL  CONFERENCE  ON  PERINATAL  MEDICINE.  Marriott  Man- 
dalay at  Las  Colinas,  Irv’ing,  'Tex.  Fee  $225.  Credit  Category  1,  AMA 
Physician’s  Recognition  Award;  8 hours.  Contact  Barbara  True,  RN, 
Women  and  Childrens’  Services,  Methodist  Medical  Center,  30 1 W 
Colorado  St,  Dallas,  TX  75208  (214)  9-44-8008 

Oncology 

Mar  10,  1990 

CONTROVERSIES  IN  BREAST  CANCER  TREATMENT  River  Center 
Marriott  Hotel,  San  Antonio,  Tex.  Fee  $100.  Credit  Category  1,  AMA 
Physician’s  Recognition  Award;  7 hours.  Contact  Bonnie  Munroe,  St 
Luke’s  Lutheran  Hosp,  7950  Floyd  Curl  Dr,  San  Antonio,  TX  78229 
(512)  690-8600 


Texas  Medicine 


Ophthalmology’ 

Mar  2-4,  1990 

Cl  INICAI.  AI)\  ANCES  IN  Ol’ll  l llAl  MOIXX.V  K)R  I Hl-  PKACTICINti 
OPH  THAl.MOl.OCilS r.  Houstonian  Hotel  and  (atnfcrcnc'c  Center, 
Houston.  Fee  S2S0.  Oedit  Category  1,  AMA  Pliy  sieian's  Recognition 
■Award;  1 I hours.  Contact  Carol  Soroka,  Oftiee  of  f^ontinuing  Educa- 
tion, Baylor  Catllege  of  Medic  ine,  Office  of  Continuing  Education,  One 
Baylor  Pla/a,  Houston,  TX  7'’0.A0  CCA)  '’98-(i020 

Mar  30-31.  1990 

12TH  ANNUAL  SPRlNfi  OPH  I HALMOI.OCiV  SYMPOSIUM.  \X  estin  Gal 
leria  Hotel,  Dallas.  Fee  S230  hefore  Mar  1,  S2-3  tifter  Mar  I.  Ciredit 
TBA.  Contact  Sindi  Sonnier,  Presbyterian  Healthcare  System,  8200  Wal- 
nut Hill  l.n,  Dallas,  TX  ^3231  (214)  696-8-458 

Orthopedic  Surgery 

Mar  1-4,  1990 

TEXAS  ORTHOPEDIC  PATHOl.OCA  \X ORKSHOP.  Ihe  University  of 
Texas  Southwestern  Medical  Cienter,  Dallas.  Fee  TBA.  Credit  Ciategory 

I,  AMA  Physician's  Recognition  Award;  25  hours.  Contact  June  Bovill, 
Continuing  Education,  LlTSMC,  5323  Harry  Hines  Blvd,  Dallas,  TX 
^5235  (21-4)688-2166 

Otolary’ngology 

Mar  24,  1990 

CONTEMPORARY  OTOlARANGOl.OGY.  Cirand  Kempinski  Hotel, 
Dallas.  S95  physicians,  S5()  residents  with  letter  of  verification.  Credit 
Category  1,  AMA  Physician’s  Recognition  Award;  hours.  Contact 
Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX  ^5235  ( 214  ) 8^9-3789 

Mar  24-25,  1990 

2ND  ANNEAL  SYMPOSIUM  ON  MANDIBI'IAR  RECONSTRIICI  ION 
FOLLOW  ING  CANCER  RESECTION.  The  University  of  Texas  South- 
western Medical  Center,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Rose 
Bayles,  Continuing  Education,  LlTSMC,  5323  Harry  Hines  Blvd,  Dallas, 
TX  •’5235  (214)  688-2166 

Pediatrics 

Mar  2-4,  1990 

PEDIATRICS  1990.  Fee  S30()  American  Academy  of  Pediatrics  Fellows, 
S220  AAP  Candidate  Fellows,  S2()0  AAP  Resident  Fellows,  S365  non- 
member physicians.  Category  1,  AMA  Physician’s  Recognition  Award; 

16  hours.  Contact  Dept  of  Education,  AAP,  Box  927,  Elk  Grove  Village, 

II.  60009-092'’  ( 1-800)  433-9016 

Mar  4,  1990 

19TH  ANNUAL  PEDIATRIC  POSTGRADUATE  COURSE;  PEDUTRIC 
LIPDATE  1990.  Hotel  Ritz,  Lisbon,  Portugal.  Credit  Category  1,  AMA 
Physician's  Recognition  Award;  20  hours.  Contact  Ann  Boehme,  CMP, 
Schneider  Children's  Hospital  of  Long  Island  Jewish  Medical  Cienter, 
New  Hyde  Park,  N4’  1 IO4I  ( ^18  ) 470-8650 

Physical  Medicine  and  Rehabilitation 

Mar  22,  1990 

24TH  COMPREHENSrV’E  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Fee  S450  physicians,  S420,  non-Baylor  resi- 
dents and  fellows.  Contact  Holly  Ford,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  EX  77030 
('13)798-6020 

Plastic  Surgery 

Mar  9-11,  1990 

7TH  ANNUAL  RHINOPIASTV'  SYMPOSIUM:  A TWO-PART  EDUCA- 
TION PROGRAM.  The  University  of  Texas  Southwestern  Medical  Cen- 
ter, Dallas.  Fee  S2()()  Part  1.  $350  Part  11.  Credit  Category  1,  AMA 
Physician’s  Recognition  Award;  23  hours.  Contact  Rose  Bayles,  Divi- 
sion of  Continuing  Education,  UTSMC,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)688-2166 
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Rlieuniatology 

Mar  1-3,  1990 

RHEUMATOLOfiY  FOR  I'llE  90’S.  Westin  La  Paloma  Resort,  Lucson. 
(Tedit  Category  1,  AMA  Physician’s  Recognition  Award;  16  hours,  (ion- 
tact  Lynne  Mascarella,  University  of  Arizona  Health  Science  Center, 
(iontinuing  .Medical  Education,  I’uc.son,  AZ  86''24  (602  ) 626-'832 

Mar  10,  1990 

ST  PAUL  TEACHINC.  DAY  IN  RHEUMATIC  DISEASES.  Doubletree  Park 
W'est  Hotel,  Dallas.  Fee  S95  phy'sicians,  S50  residents  with  letter  of 
verification,  (iredit  (iategory  1,  AMA  Physician’s  Recognition  Award;  ' 
hours.  Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul 
.Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  -5235  (214) 
8-9-3‘:^89 

Urology 

Mar  8-9.  1990 

FEMALE  LTROl.OGY,  Adam’s  .Mark  Hotel,  St  Louis.  Fee  S2-5  American 
Urological  A.s.sociation  members,  S375  AUA  nonmembers.  Credit  Cate- 
gory' 1,  AMA  Physician’s  Recognition  Aw’ard;  16  hours.  Contact  Alice 
Henderson,  ALIA  Office  of  Education,  6-50  W Loop  South,  Ste  900, 
Bellaire,  TX  77401  ( -1 3 ) 665  -500 

Mar  16,  1990 

TRANSRECTAl.  ULTRASONOCiRAPfPl’  OF  THE  PRCLSTATE.  .Marriott 
Medical  Center  Hotel,  Houston.  Contact  Tamara  Greiner,  Baylor  Col- 
lege of  i’VIedicine,  Office  of  Continuing  Education,  One  Baylor  Plaza, 
Houston,  TX  77030  (-13)  798-6020 

.Mar  23-25.  1990 

URETEROSCOPWENDOLIROLOGY  LiPDATE.  Hyatt  Regency  Down- 
town, Houston.  Fee  $275,  American  Urological  Association  members. 
S3"’5,  AUA  nonmembers.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  Kim  Ishee,  AUA,  6-50  W Loop  South.  Ste 
900,  Bellaire,  TX  7740I  ( -1 3 ) 665  -500 

APRIL 

Family  Medicine 

Apr  3()-May  4,  1990 

14TH  ANNLIAL  REN'IEW  COURSE  IN  FA.MILY  .MEDICINE  Contact 
Tamara  Greiner,  Baylor  College  of  .Medicine,  Office  of  Continuing  Edu- 
cation, One  Baylor  Plaza,  Houston,  TX  77030  ( -13)  798-6020 

General  Medicine 

Apr  5-8,  1990 

INTERNATIONAL  SYMP(4S1UM  ON  VIRAL  HEPA'IITIS  AND  LIVER  DLS 
EASE.  Contact  Carol  Soroka,  Baylor  College  of  Medicine,  Office  of  Con- 
tinuing Education,  One  Baylor  Plaza,  Houston,  I'X  "’'’030  (-13) 
798-6020 

Apr  ■’,  1990 

DIABETES  1990:  NEWEST  DEVELOPMENTS  IN  PATIENT  CARE.  Con 
tact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  i)allas,  TX  ^5235  ( 214 ) 8'’9-3789 

Infectious  Diseases 

Apr  21,  1990 

CURRENT  CONCEPTS  IN  INFECTIOUS  DISEASES  IN  OBSTE  ERICS. 
Contact  Lila  Lerner,  Baylor  College  of  .Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston,  TX  770.30  (-13)  798-6020 

Obstetrics  and  Gynecology 

Apr  28,  1990 

CURRENT  CLINICAL  PRACTICE  IN  OBSTETRICS  AND  CfTSECOLOGY 
Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd.  Dallas,  TX  ^5235  (214)879-3789 

Ophthalmology 

Apr  19-21,  1990 

5TH  ANNUAL  NATIONAL  EAT  TRAUMA  SA'.MPOSIUM.  Contact  Eleanor 
Goldsmith,  EdD,  The  Llniversity  of  Texas  Southwestern  Medical  Cen- 


ter.  Department  of  Ophthalmology,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-3848 

Apr  27-28,  1990 

THE  CHILD’S  EYE,  FACE  AND  BRAIN:  NORMAL  AND  ABNORMAL  DE- 
VELOPMENT. Contact  Lila  Lerner,  Baylor  College  of  Medicine,  Office 
of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

Pediatrics 

Apr  18-22,  1990 

THERAPEUTIC  OPTIONS  FOR  PEDIATRIC  INFECTION.  Contact  Ma 
rian  M.  Troup,  The  University  of  Texas  Southwestern  Medical  Center, 
Department  of  Pediatrics,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Apr  20-21,  1990 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM.  Contact  Carol  Soroka,  Bay- 
lor College  of  Medicine,  Office  of  Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798-6020 

Urology 

Apr  6-8,  1990 

NORTHEASTERN  SECTION  POSTGRADUATE  SEMINAR.  Contact  Alice 
Henderson,  American  Urological  Association,  Office  of  Education,  6750 
W Loop  South,  Ste  900,  Bellaire,  TX  77401  (713)  665-7500 

MAY 

Emergency  Medicine 
May  7-11,  1990 

EMERGENCY  MEDICINE  SYMPOSIUM  1.  Contact  Office  of  Continuing 
Medical  Education,  University  of  California,  San  Diego,  School  of  Medi- 
cine, M-017,  La  Jolla,  CA  92093-0617,  (619)  534-3940 

General  Medicine 

May  19,  1990 

CHOLESTEROL.  Contact  Diane  Pitkin,  Continuing  Physician  Education, 
St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)879-3789 

Internal  Medicine 

May  29— June  2,  1990 

1 3TH  annual  update  in  internal  medicine.  Contact  Rose 
Bayles,  Continuing  Education,  The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Ophthalmology 

May  18,  1990 

YAG/ARGON  OPHTHALMOLOGY  WORKSHOP.  Contact  Sindi  Sonnier, 
Continuing  Medical  Education,  Presbyterian  Hospital  of  Dallas,  8200 
Walnut  Hill  Ln,  Dallas,  TX  75231  ( 214  ) 696-8458 

Orthopedic  Surgery 

May  18-20,  1990 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Contact  June 
Bovill,  Continuing  Education,  The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harr>’  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Pathology 

May  17-19,  1990 

C:URRENT  ISSUES  IN  SURGICAL  PATHOLOGY,  IX.  Contact  Rose  Bayles, 
Continuing  Education,  LITSMC,  5323  Harry'  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-2166 

Pediatrics 

May  25-27,  1990 

ADVANCES  IN  PEDIATRICS.  Contact  Dept  of  Education,  American 


Academy  of  Pediatrics,  Box  927,  Elk  Grove  Village,  IL  60009-0927 
( 1-800)  433-9016 

Surgery 

May  3-5,  1990 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  Contact  June  Bovill,  Con- 
tinuing Education,  The  University  of  Texas  Southwestern  Medical  Cen- 
ter, 5323  Harry'  Hines  Blvd,  Dallas,  TX  75235  ( 214)  688-2166 

JUNE 

Emergency  Medicine 
June  25-29,  1990 

EMERGENCY  MEDICINE  SYMPOSIUM  111  Contact  Office  of  Continu- 
ing Medical  Education,  University'  of  California,  San  Diego,  School  of 
Medicine,  M-017,  La  Jolla,  CA  92093-0617,  (619)  534-3940 

Family  Practice 

June  2,  1990 

FAMILY  PRACTICE:  CLINICAL  ENCOUNTERS  1990.  Contact  Freddie 
Heitman,  Continuing  Education,  The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Pediatrics 

June  11-15,  1990 

ACUTE  CARE  PEDIATRICS.  Contact  Tamara  Greiner,  Baylor  College  of 
Medicine,  Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)  798-6020 

June  22-24,  1990 

CLINICAL  PEDIATRICS.  Contact  Dept  of  Education,  American  Acad- 
emy of  Pediatrics,  Box  927,  Elk  Grove  Village,  IL  60009-0927  (1-800) 
433-9016 

Urology 

June  2-7,  1990 

BASIC  SCIENCES  FOR  UROLOGY  RESIDENTS.  Contact  Kim  Ishee, 
American  Urological  Association  Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401  (713)  665-7500 


VIDEO  PROGRAMS  FOR  CME  CREDIT 


AMERICAN  MEDICAL  TELEVISION 

American  Medical  Television  is  shown  every  Sunday  10  am— 12  Noon 
EST  on  the  Discovery'  Channel.  Instructions  for  obtaining  Category  1 
credit  arc  provided  during  the  programming.  Contact  Melissa  Shear, 
American  Medical  Association,  Division  of  Communications  and  Radio, 
Television  and  Film  Services,  535  North  Dearborn  St,  Chicago,  IL 
60610  ( 312  ) 645-4393-  AMA  Video  Clinic  tapes  also  are  available  on 
loan  from  the  Texas  Medical  Association’s  Library.  Contact  Carolyn 
Thompson,  TMA  Library,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  ext  195 

December 

Dec  3,  1989,  10  am- 10:30  am 

AMA  SPECIAL  REPORT:  MANAGEMENT  OF  HYPERTENSION.  Category 
1,  AMA  Physician’s  Recognition  Award;  0.5  hours 

Dec  3,  1989,  10:30  am-11  am 

AMA  SPECIAL  REPORT:  FAMILY  VIOLENCE 

Dec  10,  1989,  10  am—  1 1 am 

AMA  VIDEOCLINIC:  EVALUATION  OF  BREAST  DISEASE.  Category  1, 
AMA  Physician’s  Recognition  Award;  2 hours 

December  10,  1989,  11  am— 11:30  am 

AMA  UPDATE:  OSTEOARTHRITIS.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  0.5  hours 


Texas  Medicine 


Dec  10,  1989,  1 1:.M)  am- 12  noon 

AMA  SPKC.lAl.  RKPOR  F:  NEW  ER()NTIER,S  IN  AN  1 IHIS'I  AMINE 
IMERAP'* 

Dee  l'',1989,  10  am- 10:30  am 

AMA  SPEC:iAl,  REPOR  1:  MANAFiEMEN  T OF  H\  PER  PENSION.  Categon' 
1,  AMA  Phy.sieian’s  Recognition  Award;  0.3  hours 

Dee  17,  1989,  I 1 ;im-  1 1:,30  ;im 

A.MA  IIPDATE:  HDE  CHOEES  FEROl.  MANACJEMEN  F.  Categor\  1,  AMA 
Physician's  Recognition  .Award;  0.3  hours 

Dee  24,  1989,  1 1 am-  1 1:30  ;im 

AMA  UPDATE:  HORMONE  El.ECFROI.'lTE  INTERACTIONS  IN  CON- 
GESTIN’E  HEART  FA  I El  I RE 

1 1:30  am  - 12  noon 

AAU  SPECIAL  REPOR  1 : HIV  BLOOD  TEST  COUNSELING 
Dec  31,  1989,  10  am  - 10:30  ;im 

AAU  liPDATE:  FHROMBOLYTIC  FHERAPY:  AN  LMMEDIATE  RE- 
SPONSE TO  ML  CategoiA-  1,  AMA  Physician’s  Recognition  Award;  0.3 
hours 

Dec  31.  1989.  11  am- 12  noon 
W ASHINGTON  MEDICAL  ROUNDS 

TELECONFERENCE  NETWORK  OF  TEXAS 

December 

Dec  1989 

JOINT  PAIN  EVALUATION  AND  MANAGEMENT:  THE  HIP  Fee  S73  for 
1 — 3 people,  SIO  per  each  additional  person.  Category’  1,  AMA  Physi- 
cian's Recognition  Award;  1 hour.  Contact  Kathy  Dick,  The  University 
of  Texas  Health  Sciences  Center,  7703  Floyd  Curl  Drive.  San  Antonio, 
TX  78284-7978  ( 312  ) 367-2700 

January 

Jan  4.  1990 

JOINT  PAIN  EVALUATION  AND  .MANAGEMENT:  THE  KNEE  AND 
ANKLE.  Fee  S'^3  for  1—3  people,  SIO  per  each  additional  person.  Cate- 
gory’ 1,  AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy 
Dick,  The  University  of  Texas  Health  Sciences  Center,  7703  Floyd  Curl 
Drive,  San  Antonio,  TX  •"828-i-79‘'8  ( 312  ) 367-2700 

Jan  18,  1990 

CURRENT  ISSUES  IN  W'OMEN’S  HEALTH;  THE  INITIAL  APPROACH 
TO  INFERTILITY'.  Fee  S73  for  1 — 3 people,  $10  per  each  additional 
person.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour.  Con- 
tact Kathy  Dick,  The  University  of  Te.xas  Health  Sciences  Center,  7703 
Floyd  Curl  Drive,  San  Antonio,  "FX  78284-7978  (312)  367-2700 

February 

Feb  1,  1990 

CURRENT  ISSUES  IN  WOMEN’S  HEALTH;  APPROACH  I’O  THE  AB 
NORMAL  PAP  SMEAR.  Fee  S73  for  1 — 3 people,  SIO  per  each  addi- 
tional person.  Category  1.  AMA  Physician’s  Recognition  Award;  1 hour. 
Contact  Kathy  Dick,  The  University  of  Texas  Health  Sciences  Center, 
7703  Floyd  Curl  Drive,  San  Antonio,  TX  78284-7978  (312)  367-2700 

Feb  13,  1990 

CURRENT  ISSUES  IN  WOMEN’S  HEALTH:  MEDICAL  AND  SURGICAL 
MANAGE.MENT  OF  ENDOME'FRIOSIS.  Fee  S73  for  1-3  people,  SIO 
per  each  additional  person.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 hour.  Contact  Kathy  Dick,  The  University  of  Texas  Health  Sci- 
ences Center.  7703  Floyd  Curl  Drive,  San  Antonio,  'FX  7828-4-7978 
(312)  367-2700 

VHS  VIDEOTAPE  PROGRAMS  FROM  THE  TMA  LIBRARY 

Follow  ing  are  recently  added  titles  to  the  Texas  Medical  Association  Li- 
brary videotape  collection.  Contact  Carolyn  Thompson,  TMA  Library, 
1801  N Lamar  Blvd,  Austin,  'TX  ■’8-’01  ( 3 1 2 ) 477-670-1,  ext  193 

A CLINICAL  UPDATE  OF  THE  DIAGNOSIS  AND  TREATMENT  OF  ES- 
SENTIAL HY'PF.RTENSION.  NCME  Tape  #333.  48  min.  Network  for 


C.ontinuing  Medical  Education,  1989. 

I’hree  specialists  in  lields  of  hypertension,  cardiology,  and  geriatric 
medicine  share  new  information  on  diagnosis  and  treatment  of  essen 
tial  hypertension,  including  guidelines  for  use  of  the  many  different 
medications  for  this  condition. 

DIAGNOSIS  AND  TREAT.MEN  I OF  SPINA  BIFIDA  APER  FA  NCME 
I’ape  #33-4.  13  min.  Network  for  Continuing  Medical  Education,  1989. 
After  giving  background  information  and  de.scribing  surgical  interven- 
tions for  this  neurological  anomaly,  the  program  provides  information 
for  the  general  practitioner  on  treating  the  secondare-  complications. 

EMERGENCE’  ROOM  EVALUATION  OF  ABDOMINAL  PAIN.  NCME 
Tape  #33-4.  16  min.  Network  for  Continuing  Medical  Education,  1989. 
Demonstrates  protocol  for  abbreviated  histore-  taking  and  physical 
exam  to  facilitate  rapid  diagnosis  and  accurate  treatment  decisions. 

MACUIAR  DEGENERATION;  ETIOLOGY',  DIAGNOSIS,  AND  TRIiAT 
MENT.  NCME  Tape  #334.  13  min.  Network  for  Continuing  Medical 
Education,  1989. 

Reviews  risk  factors,  etiologe',  and  early  signs,  and  shows  how-  laser  sur- 
ger>'  can  be  used  to  treat  some  forms  of  the  disease. 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  follow  ing  are  practice  management  w-orkshops  and  seminars  spon- 
sored by  the  Texas  .Medical  Association.  For  further  information,  con- 
tact the  Dept  of  Practice  Management,  Fexas  Medical  Association, 

1801  N Umar  Blvd,  Austin.  TX  ■’8701  ( 3 1 2 ) 477-6704. 

DECEMBER 

HOW'  TO  GET  STARTED  IN  MEDICAL  PRACTICE 
Dec  1-2,  1989,  Temple 

HOW  TO  RUN  A MORE  PROFITABLE  PRACTICE 

Dec  ■’,  1989,  Dallas 

Dec  8,  1989,  Austin 

Dec  12,  1989,  Houston 

Dec  1 3,  1 989,  San  Antonio 

JANUARY 

HOW'  TO  GET  STARTED  IN  MEDICAL  PRACTICE 
Jan  16-17,  1990,  Fort  W'orth 
Jan  18—19,  1990,  San  Antonio 


CALENDAR  OF  MEETINGS  ■Denotes  Fexas  Meetings 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY  ANNUAL  MEE I ING,  San 
Francisco,  Dec  2—7,  1989.  Contact  American  Academy  of  Der- 
matology. 1 SO"’  Maple  Ave,  Box  31 16,  Evanston,  IE  6020-4-3 1 16(312) 
869- .3934 

JANUARY 

■AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH  TEXAS  C;HAP1  ER  AN 
NUAL  MEETING,  Austin,  Tex,  Jan  23-27,  1990.  Contact  W illiam 
Pokorny,  MD,  6360  Ftinnin,  Ste  938,  Houston,  TX  770  (^13)  798-42-6 

■TEXAS  ACADEMY'  OF  FAMILY  PHYSICIANS  W'lN'FER  SKI  SYM 
POSILIM,  Steamboat  Springs,  Colo,  Jan  20—21,  1990.  Contact  C;irlisle 
Pearson,  8733  Shoal  Creek  Blvd,  Austin,  TX  (312)  431-82.37 

■TEXAS  SOCdE'IY'  OF  PAl’HOLOGISTS  ANNUAL  MEETING,  Dallas,  Jan 
23-28,  1990.  Cont;ict  Nancy  Swinney,  1801  N Lamar  Blvd,  Au  4’,  FX 
78701  (512)477-6704 

FEBRUARY 

■AMERICAN  COLLEGE  OF  SURGEONS,  NOR  FH  TEXAS  ( ilAPTER  .\N 
NUAL  MEETING,  Dallas,  Feb  16-1'’,  1990.  Contact  John  Winter,  'vlD, 
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7777  Forest  Ln,  Ste  A204,  Dallas,  TX  752  (214)  661-7860 

■TEXAS  MEDICAL  ASSOCIATION  WINTER  LEADERSHIP  CONFER- 
ENCE, Austin,  Tex,  Feb  1 7,  1 990.  Contact  Jon  Hornaday,  Texas  Medical 
Association,  1801  N Lamar  Blvd,  Austin,  TX  78701  ( 512  ) 477-6704 

■TEXAS  ALLERGY  SOCIETY  ANNUAL  MEETING,  Galveston,  Tex,  Eeb 
2—4,  1990.  Contact  T.S.  Painter,  Jr,  MD,  1510  W 34th  St,  Austin,  TX 
78703  (512)  454-5821 

■TEXAS  ASSOCUTION  OE  OBSTETRICIANS  AND  GYNECOLOGISTS 
ANNUAL  MEETING,  San  Antonio,  Tex,  Feb  28- Mar  4,  1990.  Contact 
Harold  S.  Miller,  MD,  7777  SW  Fwy,  Ste  304,  Houston,  TX  77074  (713) 
777-2747 


Ready 
When  You 
Are. 

Try  to  discharge  a patient  to  rehabilitation 
on  a weekend,  and  most  places  won’t  give  you 
the  time  of  day. 

Not  so,  at  Warm  Springs. 

With  our  flexible  admissions  policy,  you 
can  expect  a quick,  efficient  admission  and  a 
smooth  transfer,  virtually  anytime. 

And  when  you’re  not  sure  whether  reha- 
bilitation is  the  right  discharge  decision,  we’ll 
even  send  someone  out  to  do  an  initial  eval- 
uation within  24  hours  of  your  call.  If  the 
patient  is  a good  candidate  for  our  services, 
we’ll  start  the  admission  process  immediately. 

At  Warm  Springs,  we’re  ready  when  you  are. 


Warm  Springs  Rehabilitation 
Hospital  San  Antonio/Gonzales 

San  Antonio  691-0100 
Gonzales  1/800-792-9276 

50  years  of  experience  in  rehabilitating  people  who  have  suffered  such  conditions  as: 
head  injury  • spinal  cord  injury  • stroke  and  other  neurological  disorders  • traumatic 
brain  injury  • pediatric  disability  • orthopedic  disability. 


The  key  to  a lasting,  successful  partnership  is  trust. 


Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of 
the  most  important  business  decisions  you  will  make.  Your  future  may  be 
affected  by  Ae  choice  you  make  today.  Sobering  statistics  indicate  that  you 
could  be  involved  in  a liability  claim  or  lawsuit  during  the  course  of  your 
medical  career.  You  need  a strong  partner  like  TMLT. 


It  makes  good  sense  to  team  up  with 
TMLT.  Your  concerns  are  our  concerns.  We 
take  very  seriously  the  protection  of  your 
medical  practice,  providing  assurance  and 
strong  claims  defense  with  individual 
attention. 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust. 


In  today’s  complex  legal  environment, 
the  entity  that  insures  your  health  care  lia- 
clauns  should  not  watch  from  the 
Imt  be  in  die  game  with  you.  You 
^ t^much  at  stake.  The  criteria  for  se- 
protecdon  should  not  be 


Contact  us  to  learn  more  about  health 
care  liability  protection  plans  for  individu- 
als and  groups,  prior  acts  coverage,  pre- 
mium payment  options  including  monthly, 
quarterly  and  annual,  and  risk  management 
programs.  Let  us  tell  you  more  adouf  i 
TMLT’s  “Partners  in  Trust”  philc#^^i 


- ■vir-- 


TEXAS  MEDIC  a'l.  L I a B I L I T Y T R U S T 

P.O.  Box  14746  Austin,  Texas  78761 
“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association 

Statewide  Services  Center:  1-800-580-TMLT 


SCOTT  & WHITE 

2401  South  31st  Street  Some  of  the  services  offered  . . . 


Temple,  Texas  76508 
(817)  774-2111 

Serving  Texas  Since  1897 

Bellmead 


W&co 

McGregor  ^ 


Gafesvilic 


Hewitt 


Killeen^ 


Moody 


Belton 


• Hospital  and  Main  Clinic 

Temple 


College  Station 


Thylor 


Caldwell  • 


PHYSICIAN  REFERRALS 
(817)  774-2218  - In  Temple 
(800)  792-3368  - In  Texas 

• (Indicates  Regional  Clinics) 


•ACUTE  CARE  PSYCHIATRIC  UNIT 

•ALCOHOITDRUG  DEPENDENCE  TREATMENT 

•CARDIAC  REHABIthTATION 

•CHRONIC  PAIN  PROGRAM 

•CLEFT  PALATE  TEAM 

^COSMETIC  SURGERY 

•DENTAL  IMPLANTS 

•DIABETES  EDUCATION 

•DIALYSIS 

•DRUG  SCREENING 

♦FERTIUTY  PROGRAM 

•HOME  CARE  AGENCY 

•HEMATOLOGY/ONCOLOGY 

•HYPERBARIC  OXYGEN  SERVICE 

•LITHOTRIPSY 

•MAGNETIC  RESONANCE  IMAGING 
•MATERNAITFETAL  MEDICINE 
•MEDICAL  SUPPLIES  STORE 
•OCCUPATIONAL  MEDICINE 
•PHYSICAL  MEDICINE  AND  REHABILITATION 
•REFERENCE  LABORATORY  SERVICES 
•SLEEP  DISORDERS  CENTER 


Timberlawn  Psychiatric  Hospital 


232  Inpatient  Beds 
Outpatient  Services 
Alternative  Care 
Residential  Services 
Departments  of  Psychology 
and  Social  Work 

Family  Assessment  and  Treatment 
ACCEL 


ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 

• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


Eor  your  patients'  convenience,  evaluations  may  be  done  at  any  of  our  th 
the  main  hospital  campus  in  Dallas,  the  Timberlawn  Education  Center  in 

or  the  Timberlawn  Las  Colinas  Center. 


o 


Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 
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